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Abstract 

The original contribution of this qualitative study is that it sketches the front-line of the 

contested domain of infant feeding choices by exploring the under-researched experiences and 

perceptions of mothers who actively choose to bottle-feed their babies. Twelve bottle-feeding 

mothers in Western Austra1ia participated in open-ended, in-depth interviews. The interview 

findings were further explored using participant observations of relevant hospital practices and 

critical, hermeneutic ru-readings of midwifery's professional and policy documents. 

Th:e thesis argues that bottle-feeding is marginalised by the midwifery profession that currently 

defines its practices in accordance with policies such as the Baby Friendly Hospital Initiative. 

Bottle-feeding mothers described experiencing negative, antagonistic enix:unters with midwives 

moralising about infant feeding choices, pressuring them to choose breastfeeding, and 

obstructing rather than supporting their infant feeding choice. 

The bottle-feeding choice is often margiruilised in the literature by the deployment of nebulous 

concepts about parental err.Jtions, most notably so-called "mother-child bonding". However, the 

mothers presented an identifiable "bottle-centric" perspective by which they considered bottle­

feeding the best choice to support their priorities of overall life-style organisation, avoidance of 

discomfort and anxiety, and optimal family inter-relationship dynamics. Notably, the bottle­

centric perspectives described breastfeeding as a threat to those goals and values. This study 

also identifies a previously unexplored phenomenon of the mothers' concept of"father bonding" 

with its symbolic meanings of bottle-feeding for the mother desiring the father's emotional 

involvement with the baby. A speculative theory of an evolved socio-biologic concept of 

"Father. bonding/bondage" is forwarded. 

Theoretical dimensions of current health belief models, especially that underlying the BFHI, 

cannot adequately recognise or service this client group's needs. Bottle-feeding mothers 

intelligently engage in health decision-making processes when deciding their infant feeding 

options, considering a broad range of factors to optimise their family relationships. However, 

the mothers' value systems are diametrically opposed to those of the midwifery profession. 

Midwifery's approach to limiting infonnation and practical educational demonstrations of 

bottle-feeding is a key aspect of marginalisation. The mothers strongly r.riticised bias in 

antenatal classes, poor support for their own training in bottle-feeding, experiences of learning 

by making mistakes, and some mothers afforded more credibility to advice from sources outside 

midwifery. These alanning findings appear to result from WHO/UNICEF anti-marketing 

principles mistakenly being generalised to educational functions in the BFHI policy. 
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Variations in the mothers' levels of satisfaction with their experiences in hospitals depended 

upon whether facilities suited or inconvenienced their needs, how efficiently hospital 

administrative procedures upheld their choice, and staff attitudes towards them. Major 

differences appeared related less to public or private sector differences and more to how well 

facilities were oriented towards either bottle-feeding or breastfeeding. 

Exemplary support should be provided to both breast- and bottle-feeding client groups but will 

require a more sophisticated approach. Practical suggestions for developing and disseminating 

more timely and relevant information and support for bottle-feeding, and suggested research 

projects to expand the present study's findings are forwarded. The thesis proposes a "Caring­

Options-Responsive" model of Midwifery services suited to fully infonning and respectfully 

supporting clients in their choice. 
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CHAPTER 1 - Introduction and Background 

Introduction 

This thesis describes the experiences of bottle-feeding mothers in Western Australia, based on 

in-depth interviews with twelve mothers of infants under one year old. The study itself has been 

iterative. From listening to the bottle-feeding mothers with the intention of discovering what 

Midwifery can or should be doing to better facilitate breastfeeding, the study took on a different 

hue because it found that the mothers had few regretc; about not having breastfed. They were 

very happy about their bottle-feeding experiences, however, the mothers strongly felt they bad 

been marginalised in various ways by Midwives. This finding prompted an analysis of what 

underlies the mothers'. perspectives of Midwives' marginalising actions, and prompted an 

investigation of these largely unrecognised issues from a Midwifery perspective. In this context, 

the politics of infant feeding loomed larger than the "medical health" assumptions on which the 

study was originally based. The recognition that various policies and practices of health care 

institutions impact in highly complex ways upon divergent client groups emerged as an 

important finding. From this extended research journey, the thesis draws on the voices of the 

participating bottle-feeding mothers to identify some directions for Midwifery that could 

enhance health care services for this group of clients. Optimistically, I hope the profession will 

be able to listen constructively to the bottle-feeding mothers and the thesis' findings, although 

my research journey included discovery of a number of ways endemic in Midwifery's research 

and practice whereby bottle-feeding mothers' voices fall on deaf ears. 

The present chapter provides an overview of the research journey. The background 

contextualises infant feeding issues, discussing relevant Midwifery and health care knowledge 

from both dominant and critical perspectives. 

Background: A grand tour of contemporary infant-feeding practices 

Modernist beginnings of bottle-feeding issues 

This section on modernist bottle-feeding issues will briefly outline a number of historical 

changes that led to Australia, especially the state of Western Ail!tralia, boasting som~ of the 

highest breastfeeding rates in the developed world during the mid-to-l;,.t.;..i990s, when the 

present study began. Contemporary research and professional practices surrounding infant 



feeding have naturalised the promotion of breastfeeding as beneficial and support mothers who 

breastfeed. The naturalisation of pro-breastfeeding activity has now replaced the fonner 

acceptance of bottle-feeding that had come to be the preferred practice in many Westemised 

countries dwing the mid nineteenth century. The account in this section traces the effects of 

criticisms of milk substitutes that resulted in global action against the marketing of breast milk 

substitutes. The relationship of that organised action against bottle-feeding to current health 

policies and professional standards globally and in Western Australia will be explored. 

Recent history of pro-breastfeedinglanti-bottfe-j'eeding ideologies 

Religious, cultural and scientific beliefs throughout history have influenced what and how 

infants are fed. Forms of artificial feeding have existed since antiquity, including milk from 

other species and broth (Walker, 1993; Palmer, 1988; BlRffer Hrdy, 2000). Commercially 

produced baby foods, including milk substitute fonnulas, were developed from the late 1800s 

(Palmer, 1988; Blaffer Hrdy, 2000). The conunercial development of infant fonnula began 

around the 1950s concurrent with rapid progress in science, medicine and technulogy and 

changin@ social and economic trends (Greer & Apple, 1991). Commercial infant fonnula was 

devised with the intention of being an emergency back-up option, yet, together with the sudden 

demise of wet-nursing, it became the option of choice for significant percentages of women and 

continues to be so For example, White, Freeth and O'Brien (1992) reported bottle-feeding rates 

of 37 per cent among women giving birth in the United Kingdom, and Glover and Woollacott 

(1992) reported that 23 per cent of women in Australia bottle-feed their newborn infants. 

However, there has been a worldwide shift away from bottle-feeding and increasingly strong 

professional support for breastfeeding. The peak of bottle-feeding in Australia occurred in the 

very early 1970s. Hartmann (1997) states that national breastfeeding rates reached their lowest 

ever when less thnn 50% of women were leaving maternity hospitals breastfeed~g. The 

downward trend began to reverse in 1972 - a few years earlier t!lan in most other developed 

countries. 

The series of events that has been most defining of contemporary pro-breastfeeding professional 

attitudes to infant feeding surrounds the exposure of infant death and malnutrition related to 

bottle-feeding problems in Third World countries (Palmer, 1988). Infant-feeding formulas came 

to be seen as an example of how First World technologies and Capitalism sometimes negatively 

affect the Second and Third World (developing countries)'. Poorer Third World countries were 

significantly expanding markets for the First World's milk substitute manufacturing companies 

I More recently there is the cateoory of Fourth World countries unfortunate to have receding economies and associated 
negaUve health consequences. 
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such as Nestle. However, because parts of Africa, Asia and elsewhere had inadequate sanitation 

for sterilising bottles, infant health was seriously jeopardised. Poor sanitation standards led to 

diseases such as gastro-enteritis that were often fatal in these contexts, and the cost of infant 

fonnula exacerbated existing poverty levels, adding to starvation and malnutrition. Health 

agencies became alanned that milk fonnula companies continued to aggressively market in 

those regions. In particular, the Nestle company was criticised for its aggressive marketing of 

milk-substitutes, and this led to high profile organised action and debate on the issues during the 

1970s. 

This well-known image of a dying African infant in a bottle illustrates the 

ideological criticisms and concerns of the time. 

Fig. I 
Illustration of Ideology generating the movement against bottle-f~lng 
("Logo used on the cover of The Baby Killer (Andy Chatley/ War on Want, 1974", 

Palmer, 1988, p. 204). 

Since 1981, there has be.sen an International Code of Marketing ofBreastmilk Substitutes aimed 

at limiting the eft';....!S of marketing that targets consumers, health workers, and health 

organisations. ?i'he code did not ban the use of milk substitutes. Neither did it ban the 

dissemination of ,information about bottle-feeding. However, it did clearly state conditions that 

might redress the imbalance of information which, at the time, was dominated by pro-bottle­

feeding marketing. The World Health Organisation (WHO) and the United Nations 

International Children's Emergency Fund (UNICEF) developed the code with the following ten 

recommendations: 

(1) No advertising of breastmllk substitutes. 
(2) No free samples to mothers. 
(3) No promotion of products though health care facilities. 
(4) No company mothercraft nurses to advise mothers. 
(5) No gifts or personal samples to health workers. 
(6) No 'NOfds or picb.lres k:learJSirg artifidal feedng, ll'Pudirg picb.lres of Infants, on the labels of the 

produds. 
(7) lnfonnaUon to health workers should be scientific and factual. 
(8) All lnfonnatlon on artificial feeding, Including the labels, should explain the benefits of 

breastfeeding and the costs and hazards associated with artificial feeding. 
(9) Unsuitable products, such as sweetened condensed mnk. should not be promoted for 

ba~es. 
(10) All products should be of a high quality and take account of the dlmaUc and storage 

condiUons of the country where they are used. 

(WHOfUNICEF, 1981, cited ln Palmer, 1988, p. 223-4) 
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Many of these recommendations are reflected in the current policies of Midwifery and maternity 

care and child health institutions in Australia. As such, from an international peak in the 1960s 

and early 1970s, when bottle-feeding had become very popular (Palmer, 1988), by the 1980s 

and 1990s breastfeeding was in ascendance. The 1960s accolades of bottle-feeding as a 

'convenience' became increasingly negatively redefined amongst health professionals. For 

example, in Australia it was considered in some quarters to be 11the social equivalent of 

smoking" (Cann.old, 1995, p. 2), and sometimes bottle-feeding was lobbied against intensively 

as a "life-and-death matter [where] not only poor children in every society, but hypersensitive or 

particularly wlnerable children of the rich, may die or be profoundly brain-damaged as a direct 

conse(Juence of bottle-feeding" (Minchin, 1985, p. 310)2. Qlobally, by the 1990s, in professional 

health care attitudes to infant feeding there was an "impenetrable discourse" (Seidel,.1999) of 

'breast is best'. 

Current policies of infant feeding 

The Baby Friendly Hospital Initiative (BFHI), a culminating policy about' infant-feeding that 

was developed by WHO and UNICEF following its 1989 statement on "Ten steps to successful 

breastfeeding1t, is strongly influential on contemporary Midwifery policies in Australia and 

elsewhere. The BFHI was introduced into Australia in 1993 (Bice, 2001). It sets standards for 

hospitals, and some of its principles reflect the code arising from the WHO-voted decision to 

rigorously control marketing by fonnula companies, including not displaying formula 

companies' literature, not accepting discounts at the hospital from formula companies, and not 

allowing free samples of formula or bottle-feeding products to be distrib1.i.ted. However, most 

BFHI principles move beyond issues of marketing, and have been used to define contemporary 

Midwifery professional practice as pro-breastfeeding. 

Since 1995 Midwifery professional associations in Australia oversee the BFHI. This 

professional arrangement is also the nonn globally. The following statement· from a 2001 

newsletter is indicative of the orientation of the profession during the period of this study: 

2 
As evidence of the strength of the anU·bottle-feedlng movement, M!nchln's book, Breastfeeding Matters, became a 

well known teKtbook and was endorsed In the preface by J. 0. Baum, a Professor of Child Health In England. Baum 
allows that the book is a pollUcal treaUse, but Introduces ii as follows: "This book .• .ls not a mindless crusade, but Is a 
marshalllng of facts from the literature In support of the claims made and crificisms levelled (over 600 references are 
cited].« However, many of Min chin's cla!ms appear to be exaggerated and unsubstantiated rhetoric. For example, she 
asserts through Inference the likelihood that all botlle-fed babies are damaged, probably profoundly: 

For others, It matters less; unrealised Intellectual and physical growth potenUal, chronic or intennlttent 
Illness, and/or shorter Ille span may be the only consequences. Perilaps for some others there are no 
consequences, though I have yet to meet any such chlldren myself. For all these chlldren, there may be 
profound psychological consequences due to the disturbance of normal parental attachment. 

(M!nchln. 1985, p. 310) 
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The National Executive unanimously agreed that breastfeeding Is core Midwifery business, 
and as such agreed to maintain the governance of BFHI In Australia. This decision has the 
complete support of UNICEF Australia. The state committees have been asked to 
continue the Important work they do and processes are being established to ensure 
consistency of policy, communication and Information on a National level. 

(Australian Midwifery News, 1, (3), Nov 2001, p. 3) 

The WHO Code has voluntary status in Australia (Knowles, 2001) recognised through the 1992 

Marketing in AustraJia:of Infant Fonnulas: Manufacturers and hnporters Agreement (MAIF 

Agreement) that facilitates self.regulation of the marketing of infant fonnula by manufacturers 

(Commonwealth Department of Health and Aged Care, March 2001, p. 3). The Australian 

Commonwealth government "promoted and provided in·principle support for the World Health 

Organisation/United Nations Children's Fund {sic) Baby-friendly Hospital Initiative." (Advisory 

Panel on the MarketirJg in Australia of Infant Fonnula, APMAIF, 2002, p. 15) from 1993 to 

1994. Thereafter, the Australian College of Midwives Incorporated facilitated the initiative and 

gained BFHI accrediting rights whereby 28 Australian hospitals were accredited by 2001 

(APMAIF, 2002, p. 15). Notably, only one Western Australian hospital, a large suburban 

establishment, was accredited by that time, but accreditation it Self was not the only outcome of 

the BFHI developments that were designed to implement, assess and monitor the 

WHO/UNICEF guidelines (1989). Ten Steps to Successful Breastfeeding BFHI material 

rapidly became widely used as a 'reference that benchmarks maternity hospital standards. 

WHO/UNICEF'S (1990) Innocenti Declaration had called on governments of all nations to 

develop national breastfeeding policies and targets and national systems for monitoring 

breastfeeding rates. BFHI materials fonned the basis of commonwealth and state government 

breastfeeding target projections and action plans (Health Department of Western Australia, 

1995; Health Department of Western Australia, 1998; Nutbeam, Wise, Bawnan, Harris & 

Leeder, 1993). The breastfeeding targets for Australia were set at 90 per cent breastfeeding at 

hospital discharge by the year 2000 (Donath & Amir, 2000). The Australian Commonwealth 

government also provided grants for infrastructure and work by the Australian Breastfeeding 

Association (ABA) to support it "in educating mothers and counsellors in breastfeeding, and in 

the development and public availability of breastfeeding sources", and commissioned the 

promotion of breastfeeding in the NHMRC (1995) Dietary Guidelines for Children and 

Adolescents and Infant Feeding Guidelines (APMAIF, 2002, p. IS). 

Thus~ the BFHI marked the shift from anti-marketing of formula to a more focussed program to 

effect changes in maternity health care practices. The Health Department of Western Australia 

(1998, p. 4) stated: 

The Baby Friendly Hospital lniUalive alms to elimlnate hospital practices which may 
interfere with the successful initiation and maintenance of breastfeeding and hospitals are 
encouraged to adopt the 'Ten steps to successful breastfeeding', 
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Since that document is so central to the analysis of the present thesis, the ten steps are 

reproduced in full here. 

TEN STEPS TO SUCCESSFUL BREASTFEEDING 

Every fac!lity providing maternity services and care for newborn Infants should: 

1. Have a written breastfeeding policy thatJs roullnely communicated to all health care 
staff. 

2. ' Train all health care staff In the skills necessary to Implement this policy. 
3. Inform all pregnant women about the benefits and management of breastfeeding, 
4. Help mothers Initiate breastfeeding within a half-hour of birth. 
5. Show mothers how to breastfeed and how lo maintain lactation even If they are 

separated from their Infants. 
6. Give newborn Infants no food or drtnk other than breastmilk unless medically Indicated. 
7. Practice rooming-In- allow mothers and Infants to staytogether-24 hours a day, 
8. Encourage breastfeeding on demand. 
9. Give no artificfal teats or pacifiers (also called dummies and soothers) to 

breastfeeding Infants. 
10. Foster the establishment of breastfeeding support groups and refer mothers to them 

on discharge from hospltal or clfnlc. 

A JOINT WHO/UNICEF STATEMENT (1989) 

Based on those ten steps, the BFHI developed a set of training manuals specifying how local 

agencies, such as Midwifery organisations, could set local breastfeeding targets and implement 

procedures whereby hospitals can be assessed and accredited as well as measure and monitor 

themselves. What these documents demonstrate is the incorporation of pro-breastfeeding policy 

into national health policy objectives and into the policy of institutions. Whilst the steps are by 

no means universally upheld, with only 28 Australian hospitals being accredited by 2001, the 

goals have become increasingly naturalised within Midwifery professional discourses. Some 

researchers express surprise that the USA voted against the global WHO Code in regard to 

marketing of infant formula (for example, Knowles, 2001), but this reflects the importance 

given to free-trade and competition in the USA. It is an important aspect that also affects the 

Australian situation where, according to Knowles, the power of the voluntary APMAIIf 

agreement is over-estimated by the non-industry representatives on the committee3 since there 

are democratic processes in governing a voluntary code. There are also democratic processes in 

governing the running of individual hospitals that do not make it easy to meet accreditation 

3 The Knowles Report made this point, 'Nhlch ls relevant to confllctlng directions such as the Trade Practices Act (TPA) 
'Mllch has greater legal status although Knowles did not explicate anything about the TPA In the report. Knowles was 
not supporting Industry necessarily, and Instead pointed out that the code could be legislated; whether or not 11 would 
legislated Is Impossible to foresee, but the threat to do so Is Intended to sway the balance of power amongst the 
members of the APMAIF Board (Personal Communications, 2002, Department of Health and Aged care). 
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requirements4
• Nevertheless, such disappointments appear to have strengthened the Midwifery 

profession's will to "protect, promote and support breastfeeding" as mandated by the BFHI. 

Successes and disappointments alike appear to have done much to strengthen the discourse that 

breast is best within the Midwifery profession. 

Policies can be influential and this section has shown how WHO/UNICEF ideals have been 

decisive in shaping and constraining practices in national policies for health and nutrition, the 

directions of the Midwifezy association and maternity hospital administrative reporting 

procedures. In tum, these have influenced the care practices of individual Midwives and the 

experiences of new mothers. The target rates set for Australia in the year 2000 were as follows: 

At hospital discharge 90% breastfeeding 

At 3 months 60% fully breastfeeding 

80% partially breastfeeding 

At 6 months 50% fully breastfeeding 

80% partially breastfeeding 

The first rolUlds of government monitoring of breastfeeding took place in 1995. Donath and 

Amir (2000) found Australian rates to be hi[:b compared to Britain and the USA but not as high 

as Denmark and Norway. However, the natio_nal rate of 81.8% on discharge from hospital, 

(87 .0% in WA), appeared to be levelling off and they predicted that the year 2000 targets were 

unlikely to be achieved. In particular, Donath and Amir pointed out that rates achieved over 

time are nearest to target following discharge from hospital and further away on the measures 

over longer time frames. Critics of the BFHI suggest that those differences reflect the levels of 

unwanted pressure in hospital whereby mothers who would prefer to bottle-feed are forced to 

breastfeed until they can return home. Most health commentators speak as proponents of the 

BFHI and suggest that hospital policies are successfully moving in the right direction but that 

more resources will be needed to support women in breastfeeding after being discharged from 

hospital. 

Biological, psychological and health service breastfeeding research's links to BFHI 

This thesis focuses on the experiences and perceptions 9f bottle-feeding mothers in 

contemporary Western Australia. It does not dispute that breastfeeding is likely to be the 

healthiest option for mothers in good health who choose it and that current research mostly 

shows breastfeeding rather than bottle-feeding to be beneficial. Examples of research supporting 

breastfeeding above bottle-feeding will now be briefly outlined. 

4 k:. an example of democratic processes, not Including dient preferences, In some near· BFHI hospitals the obstetr1dans w.ll not 
support rooming-In for their clients (Personal Commi.nlcations, 2001, sources undlsdosed). 
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Breastfeeding is considered to meet all of the infant's nutritional requirements in the first six 

months of life, and to be the most vital food for ii fu.1;her six months (Hartmann, Cox & Duffy, 

1997; World Health Organisation, 1989). Breast milk contains antibodies that enhance the 

infant's ability to resist infection and, therefore, has long-tenn cost implications as far as 

avoiding a number of illnesses (Ho,wie, Forsyth, Ogston, Clarke & Forey, 1990; Du v Florey, 

Leech & Blackball, 1995). Matr-mal benefits include reduced risk of pre-menopausal breast 

cancer and certain ovarian can.::ers (Newcombe, Storer & Longnecker, 1994), in addition to 

unique mothering contact (Rubin, 1967). Encouraging breastfeeding is not only desirable on 

individual health grounds, but is also an advantage for purchasers and providers of health care 

(Dykes, 1995). 

Furthennore, within the Midwifery profession, the links between research and the 

recommendations of the Ten Steps to Successful Breastfeeding are conunonly thought to be 

clear and sound (Hauck, 2000; International Lactation Consultant Association, 1992; Mcintyre, 

1993). Aside from the fact that, even in countries like Australia, some areas and communities 

have very poor health standards (McVeagh, 1994), the BFlfl mandate to "protect, promote and 

support breastfeeding" has resulted in extensive research efforts to prove that breastfeeding is 

advantageous, not just in Third World countries but universally. Wooldridge, Phil and Baum, 

for example, claimed that: 

Increasingly, [better designed research studies such as theirs on neonatal Infants] ... have 
been able to produce concrete support that the properties of breast milk do In fact provide 
real health benefits for breast-fed infants in Industrialized cultures, as has previously been 
shown in developing countries, 

(1993, p. 10) 

McVeagh (1994) was highly supportive of the Ten Steps to Successful Breastfeeding, despite 

pointing out that research findings could not clearly link all of the steps causally with improved 

breastfeeding rates, The use of dununies (step 9) is one example that is contentious in research 

and practice. Newman (1990) states that the use of dummies and bottle-teats limits milk supply, 

adds to breast pain and makes babies too lazy to suck adequately on human nipples. He suggests 

using fingers as pacifiers and eye-droppers, spoons and cups for non-breastfed milk formula 

intake. Those approaches are promoted in some WA hospitals but using fingers as pacifiers is 

contentious in tenns of hygiene (Personal Communication, 2000, undisclosed Maternity 

Wards). Other professional literature can be used to establish links to the policy issues, for 

example reviews by Scott and Binns (1998) which indicated that rooming in (step 7) is 

supported by Larson and Tulloch (1995). Early infant-mother contact (step 4) was found to 

indicate increased breastfeeding duration rates (Buxton et al, 1991; Bernard-Bonnin, 

Statchenko, Girard & Rousseau, 1989). The hospital envirorunent and level of support available 
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to breastfeeding mothers (steps 1, 2, S, 6 and 10) is regarded as the strongest predictor of 

breastfeeding success or failure (Kearney, Cronenwett & Reinhardt, 1990). Mothers' 

conunitment to breastfeed (steps 3 and 8) is a strong factor (Perez-Escamilla, Segura-Millan, 

Pollitt & Dewey, 1992). It is noteworthy, however, that the issue of some mothers' lack of 

conunitment to breastfeeding and their possible commitment to bottle-feeding is not as well 

researched. This lies at the heart of the present thesis which challenges the relevance of 

research into breastfeeding, It is aligned with the work of Ford et al (1994) who argue that most 

research links between optimal factors and breastfeeding success or failure do not indicate 

causal factors as much as the pre-existing attitudes of mothers, which provide the focus of this 

study. 

This thesis investigates the experiences and perspectives of bottle-feeding mothers. In this 

context it is important to briefly visit some issues about undertaking literature research in a pro­

breastfeeding context. 

I. Research findings are nearly always contentiouss. A classic example relevant to infant 

feeding is the differing findings about intelligence. It is now widely argued that ·higher 

levels of intelligence are an outcome of breastfeeding rather than bottle-feeding. There is, 

however, a widespread debate about this. An alternative argument is that mothers' levels of 

intelligence correlate more highly with that of their offspring than with differences in infant 

feeding method. 

2. An effect shown in research affects a range of people, and very rarely does it unifonnly 

affect all people. For example, breastfeeding may reduce the risk of certain reproductive 

cancers but it is not an inoculation against them, and neither do all women who bottle-feed 

suffer breast, ovarian and other reproductive cancers. Studd (2002) reported that British 

women could apparently reduce their present 7 per cent risk of breast cancer under the age 

of 70 by breastfeeding for longer. In developing countries most women breastfeed for over 

two years as is recommended by the World Health Organisation, and they have on average 

six children. As a result their risk is 1.5 per cent. 6 

3. Acceptance and reluctance for particular health actions does have an impact on overall 

health, and Schwartz (1990, p. 64) stated that it was better to remove anxiety by switching 

to bottle-feeding if a mother was just not happy about breastfeeding, because, "the baby will 

undoubtedly benefit from the reduced anxiety, will feel more loved and comfortable, and 

the feeling will be reciprocated". Similarly, K.itzinger (1991) contended, "Unsuccessful 

breastfeeding comes a poor second to happy bottle.:.feeding". This point in relation to infant 

5 Sarah Blaffer Hrdy (2000) offers an extremely detailed acx:ount of the contentious nature of research In relation to 
•attachmenr and 'bonding' from breastfeeding. 
6 Stud d's report was based on research appearing ln Lancet by Valerie Beral and her team In the UK. 
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feeding approach appears to be discussed much less frequently in the present BFHI era than 

previously. 

4. The reporting of health research to consumers is also contentious. Infonning practices for 

bottle-feeding have been debated heatedly, although again apparently less so recently. For 

example Carlisle (1997, p. 60) wrote: "The WHO/UNICEF Baby-Friendly Initiative has 

particularly come under attack for its alleged activities in suppressing infonnation on bottle­

feeding." 

While there is a growing body of evidence supporting the benefits of breastfeeding, this is 

unsurprising because that is the orientation of researchers (Cannold, 1995). Cannold • who 

prompted vehement debate in an Australianjoumal (by Holmes, 1995; Minchin, 1995; Horsley, 

1995) - defended bottle-feeding mothers as a minority facing discrimination "at the hands of 

government policy, researchers, health workers and breastfeeding activists" (p. 4). Furthennore, 

Cannold (Fox, 1990 cited in Cannold, t 995, p. 4) argued: 

WhJle the principles of the WHO Code are vitally Important, they developed In response to 
the decline in breastfeeding In developing countries, where poverty, poor sanitation and 
lllfteracy make the health fmpllcatlons of formula for Infants vastly different to the 
Implications of formula for babies In the developed world (Fox, 1990). She believes that 
the Implementation of the WHO Code In Australia has wrongly 'encouraged the belfef that 
formula feeding Is dangerous and even lethal, rather than that the use of formula In the 
wrong situations by uneducated people Is the clanger'. 

To summarise this section, a perusal of the literature shows that the BFHI recommendations are 

related to research findings supporting the superiority of breastfeeding over bottle-feeding. 

However, such research is contested. For example, the notion that mothers who prefer to bottle­

feed rather than breastfeed may have relatively broadened choices by living in a developed and 

democratic country reappears in the literature from time to time, but it seems to have become 

increasingly submerged by other concerns. The dominant Midwifery and child health research 

effort appears to be focussed on establishing or measuring contemporary, pro-breastfeeding 

policies and finding ways to increase women's success in breastfeeding rather than exploring the 

full range of infant feeding options. 

Australia, especially Western Australia, as the context of high breastfeeding rates 

Australia has some of the highest breastfeeding rates in the Western world. Researr,h suggested 

the rate had remained stable over nine years into the mid-1990s, with national 19~5 rates as high 

as 83 .8 per cent of mothers initiating breastfeeding with their newborns (Scott & Binns, 1996; 

Scott, Binns & Arnold, 1997; Woodcott, 1988). The state of Western Australia (W.A.) 

maintained a higher rate of87% (Donath & Amir, 2000). As such, the remaining 16.2 per cent 

of Australian bottle-feeding mothers and 13% of W.A. bottle-feeding motlters constitutes a 
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significant minority in the contemporary socio-cultural context. W.A. bottle-feeding mothers' 

experiences have been identified as worthy of research by Hauck (2000), whose study of long­

tenn breastfeeding mothers in Western Australia and their weaning practices proposed: 

Given the significance the [breastfeeding mothers] placed upon their breastfeeding 
experience reflecting their mothering competency, ... to not attempt to breastfeed within 
this pro-breastfeeding context must produce a unique (mothering] experience /lot 
encountered by the majority ofWestem Australian mothers. 

(Hauck, 2001, p, 261) 

Australia was one of the first developed countries to reverse the trend away from bottle-feeding 

in 1972. The enthusiasm and activism within the Nursing Mothers Association of Australia 

(NMAA, now Australian Breastfeeding Association (ABA)), which was established in 1964 

contributed to Australia's comparatively high breastfeeding rates (Knowles, 2001). In recent 

years, morale has been high in the W.A. Midwifery profession, which has seen innovations of 

better breastfeeding preparation and support. Those innovations include teaching feeding 

positioning techniques, better breastfeeding support such as the International Council for 

Latation Consultants (ICLA) places in hospitals and development of milk flow monitoring 

equipment, and the expectations of establishing local specialist Breast Clinics (J.iartmann, 

1997). 

Expectations of mothers' feelings of mothering incompetence should they fail to breastfeed are 

conunonplace in Midwifery, reflected in professional attitudes towards bottle-feeding mothers' 

guilt being debated in the profession. Maureen Minchin (1985), for example, suggested that 

failure was due to improper professional guidance, and Midwives and other responsible 

institutions need to face their guilt rather than continue in a "conspiracy of silence" ostensibly to 

protect from their guilt "those mothers who've tried and failed to breastfeed, or who 'choose' to 

bottle-feed" (p. 43). The present thesis does not comment substantially on mothers who tried 

and failed to breastfeed. It concentrates on mothers who chose not to breastfeed. If Midwifery 

discourse is correct, such mothers will prove to have high levels of guilt. This was not the case. 

The bottle-feeding mothers were entirely satisfied with their choice. 

The Australian environment, with high breastfeeding initiation rates, has fostered a "conspiracy 

of silence" amongst professionals. Bottle-feeding is not discussed other than pointing out its 

risks and providing minimal, essential infonnation post-natally. Locally, the ABA, (formerly 

NMAA) forms a strong pressure group. Originally an independent organisation, in 2000 it 

gained govenunent funding of $50,000 that was subsequently increased to $300,000 in line with 

recommendations by the Knowles report. The ABA is very active in community education in 

line with Step Ten of the Ten Steps to Successful Breastfeeding BFHI requirements. Its 

reputation is not entirely positive. Some women have referred to the organisation as "The Mille 
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Mafia" (Hauck. 2000). A pointed view echoed by a humorous columnist for a loca) newspaper 

magazine, in an article entitled "Repressed Mammary Syndrome", irreverently and facetiously 

summed up some of the negative community attitudes about the power of this group, as follows:. 

For a mother to admit that she hates breastfeeding Is a social atrocity second only to 
consuming one's young, or wearing black stocking with white sandals. When I came clean 
about my own lactation Intolerance a couple of years ago, I shouldn't have been surprised 
when the Nursing Mothers' Association put me on its hit list. ... Of course I pretended to 
love breastfeeding. Well, you have to these days - or so we are told by everyone from 
(male) obstetricians to the (childless) Infant health researchers. 

(Maushart, 1999, p, 49) 

This shows that the dominant discourse that 'breast is best' is not absolutely seamless and 

uncontested in Australia or Western Australia Neverthelc'is, it is the dominant discourse, and it 

has become strongly institutionalised as part of the practices of professional health care facilities 

and of the Midwjfery profession. 

The Critical journey begins 

The previous section documented the recent naturalisation of, breastfeeding and the 

institutionalised constraints against developing bottle-feeding or addressing the needs ofbottle­

feeding mothers. This section will elaborate the background to the study by critiquing relevant 

Midwifery and NW'Sing practices. It takes a Foucaultian perspective that discourses are 

ideological (Marshall, 1998) and that language can affect everyday practices through particular 

conditions that make certain discursive fonnations possible and allow their influence to creep 

into social structures. They are made possible by "historically produced, loosely structured 

combinations of concerns, concepts, themes and, types of statements" (Marshall, p. 163). The 

thesis aims to develop a 'voice for Midwifery' that is mindful of the bottle-feeding clients' 

perspective, and it does so partly by reviewing the literature from the Midwifery field. However, 

Fairclough's caution is relevant, "that analysis of texts should not be artificially isolated from 

analysis of institutiona1 and discoursal practices within which texts are embedded" (I 995, p. 9). 

As background to the analytic chapters' problematisation of contemporary Midwifery and health 

care provision, this section starts with a short critical. history of infant feeding, and continues 

with an examination of Midwifery discourses that have competing beliefs about 

professionalism, caring, choice and advocacy, each of which will be de-constructed in tum. 

A critical historical perspective of infant feeding 

Discourses on infant feeding are historically contingent and shift over time. Yet there are some 

remarkable similarities in the so-called "expert" arguments about infant feeding which 

historically, as now, smacked more of evangelism than science in some influentia1 cases. 
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Blaffer Hrdy (2000) describes the joint influence of French Physician Jean-Emmanuel Gilibert, 

an activist against wet nursing and Swedish taxonomist Carolus Linnaeus, who identified 

Mammalia (mammals) as the group in which females develop milk-secreting glands, He felt it 

was unnatural for any woman to ·deviate by failing to nurse her young. Blaffer Hrdy (2000, 

p.11-13) traced their influence to contemporary views of what constitutes a naturally good 

mother: 

Our views of motherhood (including such scientific-sounding phrases as "the matemal 
lnsltlct") derive from these old Ideas and even older tensions between males and femafes. 
The fact that most of us equate maternity with charity and self-sacrifice, rather than with 
the innumerable things a mother does to make sure some of her offspring grow up alive 
and well, tells us a great deal about how conflicting Interests between fathers and mothers 
were played out In our recent history. Sad to say, these old conceptions about maternity 
Infiltrated modem evolutionary thinking. 

(p, 134) 

Blaffer Hrdy argues that the association made between breastfeeding, by the mother in 

particular, and infant survival, became the dominant link for notions of "the maternal instinct", 

may not, in fact, be that clear cul, either for the 1800s or for the more contempornry times. Her 

comprehensive review of maternity in tenns of nature and evolutionary society explores in 

fascinating detail perspectives of: 

The compromises that being a mother, or a father, Inevitably entalls ... [and the problem of 
the way that) much lip service has been paid to 'Biology', 'Instinct,' and 'Natural Laws' 
without a great deal of attention paid to how maternal behaviour unfolds in the real, 
everyday environments In which mothers actually live, or in those very different ancient 
environments In which women evolved. 

(p. 26). 

Blaffer Hrdy argues that the choice of method of feeding is "contingent" on social issues and 

mothers will weigh up chances of infant survival. Her findings include historical evidence that 

the apparently cruel and uooatural mothers in Paris in the 1780s who had their babies fed by 

wet-nurses had, in fact, in sound socio-biological ways, optimised survival rates of their 

offspring. Infant mortality from wet-nursing at home was 20% (the same as the mother herself 

breastfeeding), with a cheaper rural wet-nurse il was 40%, and in a foundling home was 85%. 

She argued against simply associating those figures with maternal instincts for offspring to 

survive. Looked at in a different way, the Paris example demonstrates that often the best chance 

of infant survival was in fact for many of those mothers to use wet-nurses rather than keeping 

the child with them in the districts in which they lived where mortality rates were even higher 

where they were "eking out a precarious existence" (p. 368). Thus her analysis takes into 

account the effects of income levels and fertility together with the dual tasks of survival and 

child rearing. She found that, "at any given point in time, need for the mother's labour was a 

better predictor of what would be done with the infant (kept at home, sent to a wet~nurse, sent to 

a foundling home) than were infant mortality rates" (p. 368). 
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In a contemporary example, she argues that childcare for intelligent working women optimises 

the chances of success in terms of how society has evolved for both mother and child. Also, the 

standard of care provided is allocated competitively according to parental financial investment, 

and thus indicates affordability for the mother rather than any measure of "mother love". Blaffer 

Hrdy traces the use of alloparents (non-parental assistance in raising children) across time and 

across cultures to argue that childcare used by working mothers is not especially new or rare, 

least of all it is not cruel and unnatural (as some attachment theorists would have us believe). 

Another. example of evolutionary changes in child·· rearing that may be read less 

emotively in a study of infant feeding, is the move towards what she calls "subsidised 

long childhoods", whereby in most societies there has been an evolutionary shift towards greater 

training, and hence longer childhoods, l.,efore reaching independence. 

Blaffer Hrdy's work had little to say about bottle-feeding, since she was showing the inter­

relationships of those dual instincts of providing/working and child-rearing. Nevertheless, the 

relevance of her work to this study on the choice of infant feeding, is her theorising around 

mothers weighing up contingent factors to optimise parental and offspring survival and 

development. This theoretical approach may have explanatory power as to why some women 

do not opt for the overtly more 'natural' breastfeeding, and instead choose bottle-feeding7
• 

There are several interesting points to notice historically. One is that infant feeding has been 

contentious in various ways, and that it is important to treat_ with caution assumptions of what is 

natural or instinctive, as well as considering that there may be multiple and evolving ways of 

achieving the instinctive drive to nurture and raise offspring. Another point is that the 

ideological nature of infant feeding issues is actually not new, as shown in the following picture. 

1 Whether or not Sarah B!affer Hrdy would personally approve of the link made In this thes!s or not remains unclear. 
Following a public lecture, sponsored by the University ofWeslem Australia, 2001, when asked about th!s, she refused 
to be drawn Into !Inking alloparental care with fathers bottle-feeding, stating Instead that ls sues such as alloparental 
lactation by non-chlld·bearing women were far more lnteresUng. The comment does reflect that her book says nothing 
about bottle-feeding. As a participant observer, however, I was amazed how the whole event of her lecture 
encapsulated the local passionate feelings that breast Is besL There was an excited tension by an audience of less than 
100 hanging onto her every v«>rd, (that she held together graciously despite the hall having a faulty slide projector). At 
the finish, two men ln tum spontaneously applauded her on be hair of "breastfeeding mothers". For her to side-step the 
quesUon about fathers suggests that even a stranger can quickly deduce that now In Perth Is not the tJme or place 
'Mlere It ls acceptable to say the "bottle" v«>rd. 
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Fig.2 
Early depiction of bottle-feeding associated with 
unhappiness 

("Grandvflle's Illustration, I DID NOT MARRY TO 
BECOME A WET NURSE, c. 1830-1840. From the 
book GRANDVILLE'S ANIMALS published by Thames 
and Hudson." Cited In Donahue, 1985, p, 6.) 

This illustration, from over 160 years ago, showing a 

cartoon on the topic of infant feeding associates bottle­

feeding with an unhappy situation. The adult bottle-feeding, which may be either the mother or 

a hired nurse since the infant is cross-species, and the children, all appear to be upset and on bad 

tenns with each other. 

Discourses and discursive positions in Midwifery 

Nursing is a contested and dynamic field. This section will examine discourses relevant to this 

thesis that shape Midwifery and underlie professional dilemmas about the provision of health 

care services to clients who do not comply with the profession's reconunended choices, It will 

examine notions of professionalism, caring, choice and advocacy. 

Professionalism in health 

Various nursing histories provide examples of nursing directives being a challenge to the 

medical hierarchy. Keith Cash (19981 p. 42) considers how nursing's main "competing traditions 

are managerialism and medicine". In the Midwifery field, breastfeeding is one of the defining 

issues of professional Midwifery's opposition to the medical tradition. Midwifery has a 

historical and current suspicion of obstetrics for overly intervening medically rather than "being 

with woman" or 11working with the birth process" as such. 8 Midwives have criticised the 

overuse of forceps, caesarean sections, inducement, unnatural labour positions, and some have 

lobbied against delivering in hospital rather than home environments. As such, Midwife_ry has 

developed an image for itself partly of privileging nature, and these Midwifery profession's anti-

I Donahue (1998, p. 96) explains the link between lhe women's movement along wllh olher activist groups fn generating 
more client declslon-maklng in various versions of'A Pallenrs 8111 of Rights'. This document alms to drawlhe reade(s 
attention to lhe fact that as well as 'altemallve' care propos!Hons to medical Intervention, 'over-servicing' Is an aspect of 
the consumer-led suspicion of obstebics and medical trad!Oons In childbirth: such antl-inlervenllonlst views have had a 
shaping effect on contemporary Midwifery pracUces of defending lhe caring relationship between c'!ents and 
professlonals. 
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interventionist discourses lend strength to its self-image of holding a particular respect for and 

sensitivity towards what is natural. 9 

The relationship between those foundations of Midwifery that have stressed harmony with 

women's natural functions and 'breast is best' policies is readily apparent to most Midwives. 

What is less readily apparent is the political connotations of 'breast is best1: it epitomises 

Midwifery's resentment towards existing medical hierarchies and is the result of concerted, 

continuing, long-term efforts to move forwards from being only handmaidens of physici&ns 

towards independent professional status. Although Midwifery is also moving towards separating 

itself from Nursing, tWs has not been well established in Australia, and the historical and 

practical link between the two professions remains strong. Therefore, a Nursing example will 

be used to show changes in medical hierarchies, evidenced in Nursing ethical codes. One of 

four parts of the Florence Nightingale Pledge for Nurses written by Lystra Gretter in 1893 was, 

"With loyalty will I endeavor to aid the physician in his work, and devote myself to the welfare 

of those committed to my care" (cited Deloughery, 1998, p. 24). More contemporary codes 

develop a more direct nurse-client relationship with much more diagnostic and evaluative 

responsibility and accountability placed upon the nurse (Edelman & Mandie; 1994; Donahue, 

1991). Donahue, however, points out that such a shift is not as recent as commonly perceived 

and the responsibility for nursing diagnosis had been discussed as early as 1947 by Lesnik and 

Anderson in "Legal Aspects of Nursing". 

They described diagnosis as the "art or act of recognising disease from Its symptoms; 
also, the decision reached! In a long commentary similar to an anecdotal footnote, they 
emphasized that although diagnosis had tong been the province of physicians, clarlficatlon 
was warranted regarding nursing activities. Thay argued that not every aspect of the "art 
of diagnosis• ls the exclusive right of the physician. 

(Donahue, 1998,p. 71) 

Against this political background, discourses of supporting a 'natural' approach to infant feeding 

simultaneously achieves resistance to the 1960s and '70s medicalised promotion of bottle~ 

feeding and supports breastfeeding through policy incorporating the 'superior' Midwifery 

knowledge that breast is best. Whilst this shift facilitates the advancement of Midwifecy, the 

establislunent of guidelines is not without problems in that once more the professional 

judgement may be impaired by dogmatic assertion of "managerialist" policies (Cash, 1988). 

8 
The 'breast Is besr discourse of MldWifery has evolved as eschewing a partlcular respect for and sensitivity towards 

'nature'. However, not every aspect of MldWiferyV,t1uld privilege nature. Although less strongly organised, the dominant 
contemporary MldWifery practices regarding post·natal contraception V,t!U!d be Inclined to suggest limiting or spacing the 
famlly lhrough medical Intervention such as 'the pill'. Notably, client education for contraception, which professlonally 
recommends not leaving childbirth spacing to nature, Is pro-acUve and responsive to the needs a nil feelings of Individual 
'M)men In comparison to education on using mllk--substilutes for Infant.feeding. MldWifery Js able to Involve the client Jn 
understanding their options, the risks of !hose options and supporting clients In their choice often using referrals. (For a 
dlscus.1lon on how nurses might support clients' theological values of love and life that regards contraception as a 
•moral evil", see Carole Edelman and Carol Mandie, 1994, p. 138). 
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Whilst nurses and Midwives may be partially relieved from being the handmaidens of 

physicians, it may be that they renew this function as the handmaidens of policy developers and 

hospital administrators. Policy defining professional attitudes as pro-breastfeeding (Royal 

College of Midwifery, 1991) might also interfere with Midwives' ability to develop empathetic 

relationships with all clients, especially those who choose to bottlefeed. 

Other discourses similarly become problematised when considering Midwifery's position 

regarding bottle-feeding in contemporary Westernised societies. For example, 'caring', 'client 

cboice', and 'advocacy', are all professionally required functions. However, as Robert Veatch 

and Sara Fry (1987) point out, these can involve contradictory demands and create strong 

ethical dilemmas for Midwives. For example, how is it possible to advocate for bottle-feeding 

when it contravenes BFHI policies? 

Caring in health 

Most health professionals would consider that caring is the essence of their job (Leinenger, 

1984). It is difficult to specify what caring entails since it has a range of meanings including the 

delivery of services, empathetic involvement, or the adoption of a moral or ethical position 

(Caoili, 200 I). 

According to Veatch and Fry (1995), the most fundamental ethical imperative for nursing is 

"avoiding killi.ng11 • Even in the Australian context, some would argue that breastfeeding is a 

way of avoiding killing (for example, Minchin, 1985; Palmer, 1988; Wooldridge, Phil & Baum, 

1993). Others consider that typically in Australia the choice between breastfeeding and bottle­

feeding is not as serious as a life and death matter (Fox, 1980; Cannold, 1995). Fox's and 

Cannold's proposition that bottle-feeding is professionally misrepresented in Australia finds 

fault with the Midwifery profession improper attitude about caring for its clients. Cannold's 

criticism of representing milk fonnula as a fonn of poison, for example, points towards 

breaches of what Veatch and Fry tenn as nursing's ethical imperatives to protect patients' 

"autonomy" and the 11veracity11 of info nnation. 

Veatch and Fry also discuss justice as an aspect of ethical issues relevant to the provision of 

health~care. The principles of justice, as defined by ethicist John Rawls, give primacy to 

individual needs and preferences, providing equality of distribution of resources is achieved. 

Rawls' position would suggest that mothers who choose to bottle-feed their babies are entitled to 

equal care and health-care resources. However, some other views about justice in allocating 

resources would give primacy to generating the greatest overall benefit of h~th-care, through 

differential distribution of resources (Veatch & Fry, 1987, p. 94). This latter view would suggest 
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that Midwives are enacting care by upholding pro-breastfeeding policy and focussing their 

resources on trying to achieve BFHI goals. Presently this is the dominant Midwifery 

perspective. 

Choice in health 

Closely related to the issue of caring is the matter of who shoUld choose a health a~tion. In 

developed countries, most health guidelines provide for patients' choices. Adults have the right 

to take responsibility for their own and their children's health and it is expected that those adults 

should make infonned decisions. However, there are health targets set for. many health 

outcomes, including targets for breastfeeding in line with the BFHI-influenced policies of most 

maternity hospitals. What this mean:; in practice then, is added pressure in a situation in which 

many Midwives believe that the most caring action might be to persuad_e clients tO make the 

choice to breastfeed, thereby contravening a patient's right to choose. They can do this by 

distorting the truth about health options or health consequences. Such practices are problematic. 

As Veatch and Fry point out, distortions which may be "benevolent deceptions" (1987, p. 123), 

whilst made with the best of intentions, are nevertheless ethically deceptive because they shift 

the locus of decision-making power from the individual client to the health provider. 

One perspective on choice in infant-foeding method is that it is an issue on which feminists have 

become silent (Cannold, 1995). Indeed dominant feminist discourse has shifted to sponsoring 

the choice to breastfeed (Minchin, 1985; Palmer, 1988). This can entail calls to restructure 

society's attitudes towards paid maternity leave or, more directly, that pro-breastfeeding policies 

uphold client choice in making it possible for them to do the right thing. 

Much of the literature recognises the importance beyond the initial choice of a health action in 

tenns of suppqrt that impacts upon the success or oth,-:rwise of the ensuing c~osen he~lth action. 

Brack (1975) has shown the importance of social support in women's ability to succeed in 

breastfeeding and Dennis (1999) has demonstrated the importance of emotional '·support in 

building mothers' confidence in breastfeeding. The Midwifery profession'~. 'discourses 

emphasise their role in supporting the breastfeeding choice. 

In summary, the choice to bottle-feed· is currently perceived as a problem, for professionals, 

babies, mothers and the wider society. Professional Midwives are in a dilemma; encouraged to 

support the Royal College of Midwives (1991) policy of promoting breastfeeding, but at the 

same time also encouraged to empower women, and help them exercise choice and control. 

There is no easy solution to this problem. However, this thesis will enhance the evidence-base 
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for this debate by describing and explaining the currently neglected aspect of bottle-feeding 

mothers' views on choice. 

Advocacy positions in health 

In the context of advocacy, it is common in Midwifery training to consider the dual 

responsibility both for the mother and for the infant or foetus by discussing ethical dilenunas 

such as maternal-foetal conflicts. As an example, in Edelman and Mandie's text book (1994, p. 

147), they present the issue of foetal pre-natal exposure to cocaine. Simultaneous obligations to 

protect the foetus and guarantee liberty and privacy to the mother are incompatible. As such, 

hypothetical siding with either the mother or tht: foetus are typically discussed in nursing 

training in tenns of the different actions a nurse would need to take depending on whether the 

nurse is 'mother-centred' or 'baby-centred'. 

The BFHI policy assists the advocacy of breastfL .ng. This is an implicit deployment of 

'baby-centred' discourse. The tenn 'Baby Friendly' for the title of the BFHI policy, is the same, 

it appears to exclude bottle-fed babies. Most mothers choosing to bottle-feed their babies are 

anticipating establishing their long-tenn role of caring for their baby. It would seem impractical, 

not to mention ethically disturbing, to attempt to privilege the infant's status as a client 

separately from the status of the mother who is destined to care for the infant (Cannold, I 995). 

Another area of advocacy takes place through the monitoring of the Infant Fonnula marketing 

codes. Health professionals along with activist groups, like Baby Milk Action advocate for 

mothers' 11rights" to not be influenced by formula marketing as well as for mothers' rights tO pro­

breastfeeding infonnation of the benefits of breastfeeding and risks of bottle-feeding. Note, 

however, that a criticism of bodies like the APMAIF is that there is no credible consumer 

position regarding consumer rights to infonnation, especially not on bottle-feeding information 

(Carter, 1996). 

One area that will be explored in the thesis is bow Midwifery advocates a particular role for 

fathers as key supporters for breastfeeding. The importance of this role to mothers' 

breastfeeding success is recognised in the literature (Scott & Binns, 1998). Whereas the 

literature shows that bottle-feeding mothers increasingly desire the support and involvement of 

the baby's father in bottle-feeding (Earle, 2000). 

The critical perspective and problematisation of contemporary Midwifery discourses offered in 

this section highlight the complexity of health care provision and infant feeding issues. The aim 

has been to r,repare for the analytic chapters of the thesis that question the dogma underlying 

aspects of current Midwifery practices which, according to the bottle-feeding mothers of 
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Western Australia, worked badly for them. Critique typically aims to open possibilities by 

showing contradictions and difficulties with the existing system. 

Return to 'rational, social reality', together with post-modern findings 

So far in this account of the research journey, I have shown how understanding the complexity 

of health care discourses ·as well as infant feeding policies and research results is not a 

straightforward matter. As a consequence, the parameters of the research grew iteratively. The 

critique offered by bottle-feeding mothers led to a trail of critical literature that challenged my 

own afsumptions about Midwifery. This redirected the original aim of the study, which was to 

know 'the enemy' to better persuade mothers to breast-feed. _Instead, it became a description 

and analysis of bottle-feedings mothers' social constructions of reality. However, 

postmodemism indicates that all a.ctions are the result of ongoing struggles between competing 

discourses. It therefore became necessary to explore bottle'-feeding mothers' experiences of 

coping in the pro-breastfeeding context established by Midwifery. discourse and hospital 

policies. 

The risk in a study of this nature is that it might be read as establishing a 'binary-opposition' of 

professional and client perspectives, Rather it is intended to deconstruct existing binary 

oppositions and expose the resultant marginalisation from contemporary infant feeding 

discourses that fonn part of what Seidel (1999) critiques as an 11impenetrable discourse" of 

'breast is best'. The binary oppositions in breast-bottle debates would suggest that in all cases of 

mother-baby dyads and in all contexts, (I) breastfeeding epitomises health versus (2) bottle­

feeding that epitomises disease or death, Minchin, for example, sets in place a common (albeit 

marginalising and denigrating) binary opposition of: (1) breastfeeding as mother bonding and 

Jove versus; (2) bottle-feeding as mothers' selfislmess and child-abuse. She writes, "For all these 

[bottle-fed] children, ... [their parents] may or may not become baby batterers." (1985, p. 310). 

While infonned by postmodernist paradigms of multiple perspectives, along with Porter (I 998), 

I cannot escape tlie modernist belief in a "rational" approach to a "social reality" - that problems 

can be identified by research and become the basis for suggesting viable imp~ovements (p. 225), 

and that those suggested improvements, even though they cannot be absolutely predicted, if 

followed would constitute "progress" for the socio-historic context in which they have been 

identified. As Fairclough maintains: 
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Of course, discourse analysis cannot per se Judge the truth or well-groundediiess of a 
proposition, but then critical discourse analysls Is Just one method to be used within wider 
critical projects. Judgements of truth and well-groundedness are not just a prerogative 
arrogantly clalmed by Intellectuals, they are a constant and necessary part of life for 
everyone, Jncludlng FoucaulUans (Dews, 1988). 

(Falrclough, 1995, pJ). 1S.19) 

Therefore, in this study, the postmodernist rejection of rigid binary oppositions and single truths 

is maintained without "retreating into a helpless relativism"(Fairclough, 1995, p. 19). Indeed, 

the postmodernist position that underlies this study leads to recommendations for improvement 

to Midwifery care practices. Once this "social reality" (Porter, 1998) of diversity of needs 

amongst women is recognised, incorporation of the knowledge about client diversity could be 

the basis for the profession to reconsider its discourse and services. 

Returning briefly to accusations of a professional "culture of silence" amongst professionals 

about "the intractable differences between breast and bottle" (Minchin, 1985, p. 43), 

recommendations based on findings of this thesis are not a contribution to silence about good 

breastfeeding practices. The thesis demonstrates and explains the effects of Midwifery's current 

discourses, and provides evidence that its dominant discourses are selecting-out important co­

existing truths and silencing discussion of the subjective experiences and perceived needs of 

bottle-feeding mothers. Old or new, knowledge is not a solid "body" but a dynamic, changing 

set of understandings. For example, tragic new issues such as the transmission of HIV through 

breast milk highlight that even "truths" that 'breast is best' are never "intractable11 for all people 

in all contexts (Seidel, 1999)io. A responsible profession needs to remain open-minded and 

allow for circumspection even about its own traditions and knowledge base. 

This thesis will demonstrate that Midwifery has moved beyond being pro-breastfeeding into a 

dogmatic position, closed off to other knowledges, and even subtly hostile towards clients who 

choose the other option of bottle-feeding. This has created a set of mutual "defici.111 models of 

mothers and of Midwives likely to prevent the profession from moving forward and overcoming 

the rift. Therefore, a rational acceptance of multiple truths, diversity of needs and complexity in 

the client cohort, may be the way to enhance future directions for Midwifery. 

Frameworks for health policy and information standards 

A key area to be explored in this thesis is Midwifery's relationship to knowledge. The notion of 

professionalism is premised on the ability to apply scientific knowledge, and therefore to be 

10 Refe,• to Appendix B 
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-

able to access and develop understandings based in truth. Anything less is a vocation, a craft or 

something lesser, such as superstition or witchcraft. Thus, it implies a sense of using knowledge 

rationally, and that rationality avoids dogma but encourages the use of professional judgement 

of each new case. Thus the relationship to knowledge includes a necessary openness to truth. It 

is irrational to choose to be closed off to other knowledge. If an organisation such as Midwifery 

wishes"to ~void dogma in order to be professional, then it needs to acknowledge complexity. 

:qogmatic positions silence other valid truths. A conunon description of the difference between 

a professional and non-professional in health care is as follows: 

The professlonal nurse always looks for new meanings in nursing phenomena. The ablllty 
to see new relatlonshfps Jn human behaviours or new pattems of response leads to more 
questions about nursing actions. Rather than revert to lock-step thinking - where If X 
happens, then Y Is the appropriate nursing action - the professlonal nurse critically 
analyses multiple factors and examines all feasible possibilities. 

(Donahue, 1998,p.99) 

This thesis discusses Midwifery's orientation towards infonning bottle-feeding mothers in the 

context of health policies such as the BFHI. It documents the significant differences between the 

way in which Midwives prepare mothers for infant feeding and what the bottle-feeding mothers 

consider to be adequate infonnation. 

The section following will outline the tensions for Midwives between: (a) promoting policy and 

providing balanced infonnation, (b) the field's health objectives as explained in heath-beliefs 

models, and (c) the field's understandings about the nurse's/midwife's role in health as explained in 

nursing health models. 

Policy promotion or balanced information? 

Part of a health professional's role is to try to influence clients to make healthy choices. It 

becomes a grey area about what they should do if the client seeks treatment or assistance in a 

health action that does not accord with what the health professional considers best. In such a 

case, our society and associated professional prartices normally would Jet the client make the 

decision within parameters of 'informed choice'. This is also accepted in the written BFHI 

document (although how it is enacted in practice might be different, and is certainly more 

complex than this simple solution sounds). 

Edelman and Mandie (1994) suggest that often there is a dilemma for health professionals 

between trying to persuade a ·client and giving them straightforward. facts. They discuss the 

importance of "marketing" and "promotion" in delivering health services: "Preventative health 

care and health promotion involve a great deal of voluntary consumer participation. Often the 
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need for health habit changes is not apparent, and the less apparent the need, the harder it is to 

convince persons to buy." 

Fairclough (1995, p. 138), concerned with language and discourse, discusses the phenomerion 

of how: "Contemporary culture has become characterized as 'promotional' or 'consumer' 

culture ... [whereby it is more common to have the communicative function of] 'selling' goods, 

services, organizations, ideas or people: 

Fairclough argues that this creates problems of trust because it is hard to know when someone is 

being authentic and caring, or when they_ are "using friendly talk ... [that is] simulated for 

instrumental effect", He suggests it goes even deeper than difficulties associated with trust. 111t 

is difficult to not be involved oneself in promoting, because many people have to as part of their 

jobs ... " (p. 140). Promotional responsibilities affect Midwives who are bound by various 

policies on patient relations, including promoting breastfeeding. 

As well as promotion, Edelman and Mandie (1994, p. 127) discuss the ethical problems of 

presenting information in particular ways in relation to informed choice of patients. Bok (1978) 

identifies two ways to interfere with legitimate, autonomous choices by patients. These are 

overt coercion and deception. She defines deception as manipulating the infonnation reaching 

patients so that they accept what they would not have chosen had they been correctly informed. 

Midwives' daily work is affected by policies, such as the BFHI, governing the kinds of 

information that should be delivered about infant feeding. 

In some of the infant feeding policy documents, there are guidelines about presenting 

information about bottle-feeding that is 11appropriate" and dtfining limitations on who can be 

taught to prepare fonnula, under which circumstances they can be taught, and which 

perspectives on bottle-feeding and breastfeeding need to be conveyed. Whilst recognising the 

desire of professions to make their policies work and have practices that support rather than 

contradict those policies., it is worth considering how those guidelines affect bottle-feeding 

clients. Fairclough discussed language education policies that were legitimated as supporting 

"appropriateness models" in tenns of the effects on different groups (sociolinguistic groups} and 

which might be infonnative in the debates on infant feeding advice and information in terms of 

the effects on different groups' preferred methods. 
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Appropriateness models derive from a confusion between ... realities and political projects 
In the domain of language: social order. Appropriateness models in sociollngulstics or ln 
educational policy documents should therefore be seen as Ideologies, by which [they] ... 
correspond to the perspective and partisan Interests of one section of society or one 
section of a particular social Institution - Its dominant section •••• [Alternatives may] 
coexist, but the Issue of dominance relationships between them generally arises. And 
dominance commonly means not the elimination of all but one practice, but the relative 
marg!nallzatlon of non-dominant practices, or the Incorporation of non-dominant practices 
Into dominant ones. 

(Fairclough, 1995, p. 248) 

Fairclough's view shows the other side to what seems like a sensible approach in having policies 

where the advice and infonnation given to clients is 11non-contradictory", for example, Hauck's 

(2000) suggestions for mothers' needs of non-contradictory pro-breastfeeding infonnation, That 

suggestion is a commonplace conclusion in health professional literature, which as it happens 

creates dominant and marginalised positions for different groups. 

The disenfranchising effect of current health practices on bottle-feeding mothers is a concern 

that will be explored in this thesis. So too will be the problems for Midwifery, of competing 

professional imperatives to persuade and clearly infonn, each of which carries its own sets of 

ethical dilemmas in relation to delivering infonnation. To fully comprehend the issues it is 

important to understand aspects of contemporary health promotion theory. 

Health-beliefs models 

The fields of Nursing and Midwifery, charged as they are with the responsibility to help clients 

make healthy choices, find it useful to understand why people make particular decisions that 

guide their health actions. Sometimes this infonnation is used in a marketing fashion to be able 

to better persuade clients to 'buy1 a certain policy. Differently to this (and perhaps less 

commonly) it can also develop understanding of client's perceived needs in order to deliver 

services they desire (Edelman & Mandie. 1994). As such, various models aimed at explaining 

and predicting health behaviours have been developed (Janz & Becker, 1984; Rutledge & 

Kinman, 1986). 

The Health Belief Model {HBM) first fonnulated by Hochbaum, Leventhal, Kegeles and 
Rosenstock (Champion, 1984) was originally developed as a systematic method to explain and 

predict behaviour. In this the HBM reflects the influence of psychologist Kurt Lewin, who 

noted that it is the world of the perceiver that detennines what an individual will and will not do 
(McConnack Brown, 1999). Like Lewin, early researchers included a strong component of the 

individual's perceptual world. In sociology, too, W. I. Thomas was writing, in the early 1930s, 

that: 'what is real to man (fil£} is real in its consequences'. Later, in the 1960s, Berger and 

Luckman· (1968) expanded the analysis into theories of the social construction of reality which 

recognise that individuals interpret and construct their own social worlds. The HBM arose from 

this theoretical background and has been continually adapted by others in the field. 
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Rosentock (1974) stipulated that in order for an individual to take health action, four 

components would need to be present: 

1. perceived susceptibility: 

2. perceived seriousness: 

3. perceived benefits; 

4. perceived barriers. 

In brief, there must be a belief that one is susceptible to a condition that would have an adverse 

effect on quality of life. Further, before a health-decision is taken it must be understood that 

taking a particular action may reduce susceptibility, and that the cost in time, money, and energy 
is not unreasonable. 

The HBM has provided a framework for numerous studies inve!':tigating all types of health 
behaviour. For example, topics such as breastfeeding in which Kim (1998) showed that the 
HBM explained how successful breastfeeding mothers were able to concentrate on the 
perceived benefits of the health of their baby and overcome the perceived baniers of 
breastfeeding problems. Similarly, in studies on breast self examination (Champion & Scott, 
1997; Chaudhry, Srivastava & Fitch, 1998); and cervical cancer screening (Neilson & Jones, 
1998); the HBM was effective in explaining how women who presented for routine screening of 
breast lumps and cervical cancer understood the benefits of early diagnosis for effective 
treatment which helped them overcome the barriers of discomfort and embarrassment. The 
HBM was also used in wider areas such as, non-compliance with medication orders (Muliak, 
1992); AIDS risk perception (Brown, 1998); r.:moking (Haddock & Burrows, 1997); 
hypertension (Wagner, 1998), and osteoporosis prevention (1998), where it was deemed 
appropriate as a paradigm for health-protection or preventative behaviour (Pender, 1987). 

Janz and Becker (1984) conducted a critical review of 29 HBM related investigations published 

during the period 1974 to 1984, and concluded that their summary results provided substantial 

empirical support for the HBM in that it predicted health behaviours to some extent. However, 

the model was seldom used on its own, but combined with other models. As Knight and Hay 

(1989) suggested 'one can be unduly limited by focusing just upon a single health behaviour 

model' (p. 1314). Therefore, in this study of bottle-feeding women, the HBM is considered to 

be a useful framework for a highly complex body of knowledge. For analytic pwposes, aspects 

of health beliefs and health decision-making will be considered in terms of their relevance to 

and explanatory power for the present study's findings. Well-known models of health decision­

making will be deployed in the analysis in terms of their primary focus categorised in this thesis 

as motivation, the social-health-environment, confidence and self-efficacy, values, and life-style 

priorities. 
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Nursing models of health 

Understanding why Midwives take certain courses of action is al'so important in this study 

because it accounts for the dissatisfaction (and some satisfaction) of bottle-feeding mothers.. It 

is also important to understand professional motivations when making recommendations for 

new models of Midwifery practice. 

Donahue (1998, p. 83) outlines the essential elements ofa health model in the field of nursing: 

1. Nursing - the rotes and actions of nurses; 

2. Cllent- recipient of nursing care; 

3. Health - clients' place on the health-Illness continuum; and 

4, Environment - context for nurse-cllenl interactions. 

In relation to this study, those elements correspond as: 

I. Nursing - Midwives' role in establishing and monitoring early infant­
feeding and mothers' health, with the expectation that they will promote 
breastfeeding; 

2. Client - mothers are educated pre-natally, assisted during the birth and 
supported post·natally by Midwives, child health nurses (health visitors); 
bottle-feeding mothers are often regarded as non-compliant with Midwifel)"s 
advice; 

3. Health - infant-feeding is closer to a health matter than an illness matter; 
and 

4. Environment - Western Australia is located in an affluent, developed 
country with policies such as the BFHI and the WHO Code guiding 
Midwives, combined with democratic values that allow client choice and 
consumerism. 

This framework undedies much of the analysis and reconunendations of this thesis. 

A crltical and rational destination - does the study come far enough? 

The orientation of this study, which listened to mothers, is in the 'caring' model of nursing 

(Donahue, 1998). Caring itself is a complex concept; nevertheless, as the thesis will demonstrate, 

the services received (or denied) by Midwifery, hospitals and other organisations were an important 

aspect in the mothers' experience of care whilst establishing bottle-feeding with their babies. At the 

same time, the reality facing Midwifery is that the profession has an important educative function 

(Bandura, 1997) that would not support 'free-choice' because their influence can positively influence 

client, hospital, national and global health outcomes (Green, I 986). In line with policy and bottle­

feeding mothers' needs, the right of the mothers to make an informed decision. and the role of 

Midwifery in enabling this right, is explored in the thesis. This thesis does not reject the superiority 

of breast milk for infants in the majority of healthy cases, nor the advantages to most mothers 
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(medical, emotional and possibly social) if those mothers are content to breastfeed. Extrapolated 

from the bottle-feeding mothers' descriptions, what they implied would be a desirable attitude 

towards them by Midwives overseeing their infant-feeding experiences, in many ways this overlaps 

with the caring model of nursing: 

H:.mi'an beings are viewed as unitary wholes who are free-willed, Intentional beings and 
who actlvety participate In continuous interactions within their dynamic social, cultural and 
historical world. The human's lived experience is !n the fundamental, preeminent reaHty of 
concern to nursing and includes what the person thinks and feels, along with their complex 
past, present, and future as perceived and experienced in relation to the here and now. 
This emerging perspective of nursing Is a major shift from the biologic model. 

(Donahue, 1998,p,86) 

Whilst this study considers the experiences of bottle.feeding mothers in Western Australia, what wt11 

be documented in the analytic chapters is that they felt dissatisfied with Midwifery's services. 

Therefore Midwifery has become a second major focus for the thesis. In seeking to understand 

Midwifery actions, it is clear that in Australia the profession is currently highly influenced by policies 

and directions of the BFIIl. The thesis takes a critical perspective in that it analyses power relations 

between the health providers and the clients. It does not assume personal struggles of dominance and 

subordination between those two groups but it considers the constraints on professionals by policy and 

the freedoms available to clients to choose. Neither does the thesis critique the BFlil policy as being 

altogether wrong; it examines the problematic effects of a pro·breastfeeding policy that in writing 

apparently makes more concessions to serve bottte .. feeding clients, than some instances of practice 

appe.ar to be support. The BFHI policy is, in fact, extremely useful to Midwifery. Wharis positive 

about the BFID in the dominant discourse of Midwifery, is that it gives the profession accrediting 

powers and, more recently, has allowed the opportunity for the profession to oversee funding as part of 

a national nutrition strategy. The Australian Midwifery Asoociation has described breastfeeding as its 

core bi.isiness. Thus, the profession has become positioned to actively implement polici~ for.which it 

has previously lobbied very hard. In the context of the Midwifery profession's other (contentious) 

recent gain and loss of home-birth practices11
, the value of the BFHI asset for developing 

professional effectiveness is even greater. Nevertheless, the BFlil and current Midwifery practices are 

problematic, especially in terms of how the bottle-feeding mothers were found to feel marginalised, 

and deprived of that information and support. This finding is also influential in tenns of what 

the thesis will propose in relation to how the BFHI might be interpreted, built upon or adapted 

to take a more sophisticated overall perspective of Midwifery's full range of clientele. 

11 Although affecting only a fraction of births and professional Midwives' activities, home births were lobbied forwlthln 
the profession. Rising Indemnity Insurance costs are expected to end the viability of such home births; this factor 
occurred in a slmllar time-frame to recent bad publicity about the practice and lobbying against 11. 
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CHAPTER 2 • Methodology and Methods 

Qualitative research seeks to explain social meanings. Its relevance to the health-care field is its 

usefulness to gain an understanding of the experiences of particular client groups. In this study, 

a qualitative approach was used in order to develop Midwifery's understanding of the 

experiences of bottle-feeding mothers in Western Australia. 

Social meanings are dynamic, and it is therefore important for qualitative research to be both 

reflexive and open-minded. In being reflexive, qualitative researchers must try to be aware of 

their own social meanings in order to take them into consideration. In being open-minded, 

qualitative researchers must also accept and even seek opportunities whereby multiple readings 

of the same reality can surface (Cheek, 1996, p. 503, cited in Streubert, 1999, p. 3). The idea of 

multiple realities is accepted in contemporary postmodern approaches to research but also dates 

back to the foundations of social research when Weber remarked: 

There is no absolutely •objective" scientific analysis of culture - or put perhaps more 
narrowly but certainly not essentially differently for our purposes - of "social phenomena• 
independent of special and "one-sided• viewpoints according to which • expressly or 
tacitly, consciously or unconsciously - they are selected, analysed and organised for 
expository purposes. 

(Max Weber, 1949, p. 72) 

Weber's views and contemporary postmodern perspectives each acknowledge the impossibility 

of absolute objectivity, but each tradition demands the researcher's consciousness of subjectivity 

and effortful incorporation of processes of reflexivity and openness. In qualitative research, the 

rationale and justifications of the research processes argue for the ultimate acceptance of the 

study's adequacy of objectivity. These imperatives apply both to the observing processes of 

qualitative research and to the reporting processes. 

In the present study, various qualitative approaches were systematically applied to collect, 

analyse and interpret data in order to understand and then explain as objectively as possible the 

socio-cultural phenomenon of bottle-feeding mothers' experiences. Patton (1990) describes the 

mix of creativity and rigour behind successful qualitative inquiry methods as follows: 

The validity and rellabillty of qualilalive data depend to a great extent on the 
methodological skill, sensitivity, and integrity of the researcher. Systematic and rigorous 
observation involves far more than just being present and looking around. Skllful 
Interviewing involves much more than Just asking questions. Content analysis requires 
much more than reading to see what Is there. Generating useful and credible qualltative 
findings through observation, Interviewing, and content analysis requires discipline, 
knowledge, training, practice, creativity and hard work. 

(Patton, 1990, p. 11) 

The present chapter will elucidate the methodology for the research and then the step-by-step 

methods undertaken in reaching the research findings. 
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Section 1 : Methodology 

Reflections on presenting the Methodology 

Writing, or reporting the thesis, has been demanding and complex, and of itself has raised 

henneneutic questions of the extent to which language allows truth, and the role of my "self' in 

attempting to find and report truth. The study's commitment to a critical discussion of 

Midwifery discourses and infant-feeding discourses has drawn on a field that, like qualitative 

research in general, suggests self-reflective concern is owed to such matters. Foucault's 

discussion of discourses describes the deep problem as well as the reason for persevering: 

Ought we not to admit that, since language Is here once more, man [sic] will return to that 
serene non-existence in which he was formerly maintained by the Imperious unity of 
Discourse? ... (Such Issues of language and Discourse} are at most quesUons to which It 
Is not posslble to reply; they must be left In suspense, where they pose themselves, only 
with the knowledge that the possibility of posing them may well open the way to a future 
thought. 

(Foucault, 1972. p. 386) 

Three contentious aspects of reporting qualitative research methodology that have concerned me 

in a pragmatic sense are: the writing's time orientation, the visibility of the researcher, and the 

writing's assumed "ideal reader". This methodology section, will address each of these issues 

before describing the research methods employed to reveal the experiences of bottle-feeding 

mothers in Western Australia. 

Firstly, the time orientation should account for the evolving and unfolding nature of the 

qualitative research process. This is unlike studies that confonn to experimental designs that 

present methodology in the future tense as an initial blue-print or directive to which the research 

process will closely a:lhere. The iterative process in this study means that this study is not 

reported solely in the future tense but also refers back to specific stages in the process. The 

account offered in this chapter makes transparent how the research evolved through cycles of 

analysis and interpretation that led to further data collection, further analysis and further 

interpretation. If there is one guiding statement that best underpins this mammoth task it is 

Porter's advice to, 11Consider whether the supporting evidence in the literature really is 

supporting your analysis or if it is just expressing the same cultural background as yourself' 

(Porter, 1993). Ahem points out that, "In qualitative research, the substantive literature review 

often comes after the analysis. The form of research literature is just as much the result of 

convention as any other cultural artefact11 (1999, p.410). Although the substantive review will 

not be presented after the analysis in the present thesis, it was significantly re-shaped and drew 

on many other sources after the initial interviews. It was, in fact, the last chapter to be 

substantively shaped in the reporting processes but still plays that conventional role of 
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foregrounding the questions, analyses and findings of the study. However, the language of the 

time-frames becomes blurred by the complexity of the reporting process. 

Secondly, the visibility of the researcher is significant. For example, the study's range of 

research methods called for the researcher to be sometimes bracketed out in a phenomenological 

stance and at other times to be visibly situated within the research context in a participant 

observation stance (Patton, 1990; Streubert & Carpenter, 1999). Ahem (1999, p. 409) poses the 

following challenge to nursing researchers, "Porter (1993) suggests that researchers' use of the 

third person reflects their assumption of objectivity. Does this apply to you?" The researcher's 

level of visibility will be made as transparent as possible through use of personal pronouns 

which mainly are used in this chapter but not in the analytic chapters where the focus is 

intended to be on infant-feeding practices. This will situate me, the researcher, in terms of the 

research context and results. In so doing, it is important to document the values and principles 

on which this study is based. It is my belief that it would be misrepresentative to exclude myself 

from an account of the methods. Even at the points of consciously taming my subjectivity -

from the conception of the research question to the final interpretation and reporting - the 

research process involved me in a great deal of soul-searching and thinking about who I am, 

who I was, who I should be and sometimes burying my own perspective and other times 

strongly drawing on it. It is important to note that I am a midwife and a fonner breastfeeding 

mother. Further, the original aim of this study was to better understand bottle-feeding mothers 

in or.ler to persuade them to breastfeed. That aim changed, it was redirected to a critique about 

the production of specific infant-feeding practices in hospitals. As such, questions of "who I 

am" have become unsettled in the research process. Certainly the analytic chapters have 

depended upon me as 'interpreter'. 

Thirdly, in presenting this chapter with a time-frame that can shift back into the past tense, and 

with an overt inclusion of myself, the intention is to offer a clear and accurate account to a 

notional reader. I have envisaged the Ideal-Reader as a professional peer concerned with the 

issue of infant-feeding practices, not only interested in judging for herself or himself the rigour 

of this piece of research but also deeply interested in the practical details of the qualitative 

research process. (Foucault, 1972, in his preface, refers to an Ideal Reader, described as one at 

the same level of philosophical thinking underlying his thesis, and therefore ideally able to 

avoid being detracted into solved issues. For instance, in this study, a single "best" method of 

infant feeding is untenable, but "best" comes to be understood as the tenn supporting a 

discursive strategy for policy-making.) I have aimed for a level of detail that may have been 

useful to me to guide my study had it appeared in someone else's thesis. Therefore, rather than 

aiming to impress the inevitable Examiner-Readers with false allusions to my having had a 
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smooth and unproblematic engagement with the finer nuances of qualitative research methods, I 

have chosen the riskier path of aiming to disclose my unexpected difficulties and my untangling 

of problems underlying some of the study's major methodological choices. Thus, this chapter's 

narrative is intended to describe authentically how I developed the study's research directions, 

what I found when I conducted the research, and what was involved in the journey towards my 

understanding of the research problem as it is finally presented in this thesis. 

Summary of Research Background 

The research is located within the context of Western Australia (WA) in an era when the 

dominant Midwifery professional attitude towards infant-feeding is strongly pro-breastfeeding. 

That attitude accords wi'.h the World Health Organisation (WHO) and other local professional 

organisations that have set breastfeeding targets of at least 90% of mothers, and that would 

therefore reduce levels of mothers initiating bottle-feeding to I 0% or less. 

The field of Midwifery in recent decades has made substantial efforts to claim the status of a 

recognised and skilled profession, including emphasising the promotion of knowledge that is 

specifically useful to nurses and midwives. The profession has tended to be sceptical about the 

previous scientific-medical findings of an earlier era that uncritically supported bottle-feeding as 

a suitable form of infant nutrition. As well as increases in breastfeeding rates being a great 

achievement that improves the health status of infants, an effect of achieving change towards 

the targeted goals can also be seen as establishing the value of professional Midwifery 

knowledge, since, arguably, midwives have always known that "breast is best" but more 

recently the profession has developed improved knowledge about how to influence clients to 

make healthy cboices1
• 

Even though there have been considerable recent advances in implementing pro-breastfeeding 

policy and practices, bottle-feeding continues, in fact, to be the practice of a significant 

percentage of the field's clientele. 17-23% of mothers in WA have continued to choose to 

bottle-feed their babies at birth. This is problematic for Midwifezy as a field of health care that 

is entrusted with the establishment of adequate nutrition for all newborn infants. 

It was against a fiercely pro-breastfeeding backdrop that this study began. It stepped back to 

consider the perspectives, of mothers positioned outside of the dominant Midwifery advice, who 

have chosen to bottle-feed their infants. 

1 Prior to the more recent widespread recognition of mother-child transmission of HIV In poorer parts of Africa Jn 
particular, the midwifery knowledge that 'breast Is best' had wide support on a global scale. 
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Research Purpose 

The aim of this study is to add to the knowledge of infant feeding by: 

1. Developing a descriptive unders.tanding of the experiences of bottle-feeding, specifically 

incorporating the perspectives offfiothers. 

2. Exploring how Midwifery professional knowledge might be enhanced by the study's 

findings about how mothers feel about their choice to bottle-feed, how they cope with the 

task. and their perceptions of the influences on them of their family, health professionals, 

and wider society. 

3. Examining the relevance of current theories of health decision-making to the infant-feeding 

choice. 

Research Questions 

The broad research question is: 

• Broad Question: What are the experiences of bottle-feeding mothers? 

The research sub-questions reflect two competing professional goals for Midwifery with regard 

to bottle-feeding practices, as well as the broader theoretical underpinnings of health decision­

making: 

• Su/J.Question A: How might understanding these mothers' experiences lead to improved 
methods of encouraging future mothers to make the feeding choice of 
breastfeedingfor their infants? 

• Su/J.Question B: How might understanding these mothers' experiences suggest 
solutions to the professional Midwifery dilemmas of when, and in what 
ways, a mother's choice to bottle-feed should be accepted and 
supported? 

• Sub-Question C: To what extent do current theories about health decision-making 
account for the decision to bottle-feed? 

This study's first question aims to gain insight into the broad "experience" of bottle-feeding 

from the perspective of bottle-feeding mothers. Additionally, the underlying research questions 

a, b and c indicate my initial research hunch that the way forward in the Midwifery profession's 

understanding of the issues lies in improving the field's understanding of "choices". 

Furthennore, the study's underlying research goals were to tum the findings about the mothers' 

experiences into explanations of value and relevance for guiding the "professional practice" of 

Midwifery. The range of research approaches ultimately applied in this study allowed for 

consideration of all three of those issues: experiences, choices and professional practice. 

32 



Selecting Appropriate Research Methods 

This section provides a general rationale for the selection of research methods used in this 

study. It explains in broad tenns how the choice of approaches from amongst various 

alternatives suited the research goals, and briefly narrates how those decisions to use a variety of 

research approaches evolved. 

The research stance needs to be clarified because the study has a contentious topic. Although 

superficially the present study may appear to have departed from the dominant Midwifery 

concerns about infant-feeding both globally and in Australia, I believe that even within 

Midwifery's current pro-breastfeeding conte;;.t thls study into bottle-feeding poses relevant and 

timely questions. Any research study, especially one investigating a new, neglected or 

troublesome topic, should aim to be both open-minded and rigorous in its methods, allowing for 

flexibility in its research directions and for validity in its asserted findings. This study has 

attempted to allow for both of those research tensions by choosing a variety of qualitative 

research approaches that are relevant to the research questions. 

Experiences and choices are best explored by using qualitative research orientations from fields 

that explain thinking. Typically, philosophy and psychology provide methods for understanding 

or explaining inner intuitive feelings, logic and motivations, and anthropology and sociology 

provide methods for understanding and explaining how choices are made according to and 

within social contexts. Philosophy's branch of phenomenology seemed most appropriate for me 

as an Outsider to understand the mothers' perspectives on their choice to bottle-feed and their 

experiences of nurturing their babies in this way. The intention was to take an adapted, "soft" 

approach to the phenomenological study, allowing the use of interviews to elicit the mothers' 

rational accounts of their experiences rather than taking a more "hard-line" phenomenological 

approach, such as aiming to capture the mothers' pre-rational intuitive feelings. Patton 

describes the approach I adopted in this study as follows: 11Phenomenologists focus on how we 

put together the phenomena we experience in such a way as to make sense of the world and, in 

so doing, develop a worldview." (1990, p. 69). In this thesis, the worldview of bottle-feeding 

mothers was elicited through interviews. Patton adds, "There is no separate (or objective) reality 

for people. There is only what they kr;low their experience is and means. The subjective 

experience incorporates the objective thing and a person's reality." (p. 69). Thus the approach in 

interviews for this study was to listen very carefully to what the mothers described as their 

experiences, and especially what those experiences meant to them. 

Another aspect of phenomenology relevant to the approach in this study concerns what Patton 

has said is the method's defining quality: "the assumption that there is a shared essence or 

33 



essences to shared experience". (p. 70). Thus, phenomenology accepts participants' 

perspectives on their experience'> as being true for them and shaping of their experiences and 

future actions. Such a consideration needs to be taken seriously by professionals aiming to serve 

their full clientele. The interviews were insightful, not least of all because many of the patterns 

of responses elicited from the mothers were completely unexpected. Those patterns are treated 

in this thesis as 11themes11 that have aimed to capture the 11essences11 of the women's shared 

experiences. For example, an essential shared experience is dissatisfaction and frustration with 

Midwifery's infonnation standards and the pressure tactics of some pro-breastfeeding midwives; 

that underlies what I have thematisecJ. as "marginalisation". Marginalisation is not a word used 

by any of the mothers but it interprets their experiences in tenns of the power relationships at 

play. Husserl discussed methodological issues of capturing phenomenological expression: 

The hearer perceives the speaker as manifesting certain Inner experiences, and to that 
extent he [sic] also perceives these experiences themselves; he does not, however, 
himself experience them, he has not an 'Inner' but an 'outer' percept of them. Here we 
have the big difference between the real grasp of what is Inadequate Intuition, and the 
putative grasp of what Is on a basis of Inadequate, though Intuitive, presentation. In the 
former case we have to do wlth an experienced, In the latter case with a presumed being, 
to which no truth corresponds al all. Mutual understanding demands a certain correlation 
among the mental acts mutually unfolded In Intimation and In the receipt of such 
Intimation, but not al all their exact resemblance." 

(Husserl, 1986, p. 173) 

Although intellectually exciting, the unexpected perspectives gainecl from this 

phenomenological aspect of the study posed several inter-related problems. The analyses were 

based on one group's perspectives alone and tended to produce polemical, binary explanations. 

For instance, the phenomenological explanations of this study tended to polemically situate 

mothers in opposition to professional:.. This outcome is important to the study and has been 

maintained in the analyses; however, the phenomenological approach's compelling privileging 

of the mothers' perceptions had little explanatory power for the Midwifery field within its 

current professional constraints. In other words, the analytic outcomes from phenomenology did 

not seem to adequately fit the research problem and werf.· too incomplete. 

Despite the strengths of data collected on the mothers' perspectives, I was extremely 

uncomfortable about the unsolved loose ends that had been ·~reated; the previously identified 

professional perspectives underlying the interview structure fitted very poorly with the 

phenomenological research findings. Researchers working on the Outside have to make an 

effort to not directly reinterpret back into their own experiences. One technique for avoiding this 

outcome is called Bracketing. Using a phenomenological approach as the most appropriate 

orientation for gaining insight as an Outsider into the perspectives of the bottle-feeding mothers, 

the interviews and initial analyses benefited by bracketing out my researcher's perspective. 

Bracketing, according to Streubert and Carpenter, is: 
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A methodotogJcal device of phenomenological inquiry that requires deliberate identification 
and suspension of all judgments or Ideas about the phenomenon under Investigation or 
what one already knows about the subject prior to and throughout the phenomeno1oglcal 
lnvesUgatlon. 

(Streubert & Carpenter, 1999, p. 329) 

The techniques include writing down the researcher's beliefs and thoughts ·10 suspend, especially 

before entering interviews with participants to try to ensure "pure" descriptions of data 

(Carpenter, 1999, p. 61). 

Nevertheless, after developing themes based on data of the bottle-feeding mothers' essentially 

shared experiences and their worldview, I considered that -the pre-existing professional 

perspective could not viably be simply dismissed on the basis of this one small study without 

any further exploration and explanation. But the phenomenological method in itself did not 

offer ways to more fully investigate these problems-arising. I will borrow once again from 

Foucault's discussion of his postmodern methodology, as his profound work influenced my 

awareness of the implausibility of relying entirely on the data of inteJViews with bottle-feeding 

mothers . 

... I should not like the effort I have made in one direction to be taken as a rejection of any 
other possible approach. Discourse ln general, and sclentlflc discourse in particular, Is so 
complex a reality that we not only can, but should, approach It at different levels and with 
different methods. If there Is one approach that I do reject, however, It is that (one might 
call It, broadly speaking, the phenomenological approach) which gives absolute priority to 
the observing subject, ... which places Its own point of view at the origin ... , It seems to 
me that the hlstorlcal analysis of scientific discourse should, In Iha last resort, be subject, 
not to a theory of the knowing subject, but rather to a theory of discursive practice: 

(Foucault, 1972, p. xiv) 

Thus, after a period involving despair, discussion and angst about the problem, I came to see the 

research as having been too naively modernist in its assumptions, and that my findings had only 

reached a first phase. The study needed to include other ways o(thinking so that an adequate 

analysis of the phenomenon of bottle-feeding could be developed. In other words, even if my 

bracketing efforts had been sufficient for me to simply concede to the bottle-feeding mothers' 

views suggesting that Midwifery may have been substantial!)' mistaken about breast being best, 

I felt that for my research to have credibility 1 needed to provide fuller explanations. In 

particular, the analyses needed also to account fox: the mismatch between the perspectives of 

bottle-feeding mothers and Midwifery, and needed to explain how such an intense divide in 

perspective had occurred. Thus, from the first insightful step via a phenomenological approach 

eliciting the bottle-feeding mothers' perceptions, 1 broadened the research focus so that it could 

consider other perspectives and could more clearly contextualise the issue of bottle-feeding in 

terms of current "professional practice" as discourses. 

The second phase of data collection for the study introduced a number of additional qualitative 

research approaches, these were: participant observation, postmodern analysis and henneneutic 
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analysis. This stage of data collection arose from a critical stance - that is, it was used to 

investigate Midwifery's stance on bottle-feeding stemming from concerns among bottle-feeding 

mothers about the deficiencies of Midwifery's practices. It is unlikely that, as a researcher, even 

using the same techniques, I would have investigated these issues without having previously 

explored the mothers' concerns. Thus, the critical, qualitative research approaches for both 

phases of data collection and the study's analyses were inter-related. 

Triangulation is a qualitative set of techniques that can be used to broaden the research base. 

Rice and Ezzy {1999, p. 38) describe triangulation as follows, 

Recent qua1ltatlve researchers have cautioned against seeing triangulation as a way of 
discovering what Is actually going on by comparing one method against another and 
deciding which one represents the truth (Mason, 1996, p. 149). Rather, trlangulatron 
allows the research to develop a complex picture of the phenomenon being studied, which 
might otherwise be unavallable If only one method were utillsed. 

(Flick, 1992; Lucchini, 1996) 

Furthermore, they describe four distinct types of triangulation: Data Source Triangulation, 

Methods Triangulation, Researcher Triangulation, and Theory Triangulation. Apart from 

Researcher Triangulation which was not systematically applied {apart from the ways that all 

research projects have input from others) all of those fonns of triangulation have been used in 

the present study. The point being made here applies particularly to Data Source Triangulation 

which involves the use of multiple information sources, firstly the bottle-feeding mothers and 

secondly the Midwifery profession. 

Participant observation is an ethnographic technique that allows insight into procedures and 

activities, usually with the goal of developing insight into the perspective of Insiders of a given 

social group. Typically, a participant observer begins as an Outsider and spends considerable 

time coming to understand the culture of the group being observed because they are uninformed 

about what seems natural and meaningful to members of the group. Goodenow (1971, pp. 21-

22) describes the "standards" built out of and into the practices and beliefs of a culture, in ways 

that are applicable to my intention of developing a voice for a notional group of "Midwifery" 

regarding bottle-feeding, as follows: 

A cultural group will have shared standards for deciding what Is, standards for deciding 
what can be, standards for deciding how one feels about it, standards for deciding what to 
do about It, and standards for deciding how to go about doing It. 

(cited In Patton, 1990, p. 68) 

For this study, however, the methods were adapted to the research situation since I was an 

Insider to the Midwifery profession but at that point loaded with an Outsider's perspective and 

questions. In this instance bracketing techniques again needed to be used to create a suitably 

astute observing frame of mind. The advantage of having access to the Outsider perspective was 

that it overcame the typical disadvantage of a purely Insider's insight, that is, a lack of 
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comparative perspectives. This part of the research took the fonn of participating in professional 

fora, holding discussions with people in key professional positions, scrutinising the professional 

literature, and working and observing on a range of maternity wards in Perth hospitals. From my 

observations I developed descriptions of the Midwifet}' profession and some comparable 

composites of different types of maternity ward. Max Weber's work suggests that "ideal types" 

are a starting point for research and provide a framework for specific instances. In more recent 

critical thinking the interpretive, hewistic act of the researcher in constructing these has been 

noted, for instance Gordon Marshall says, 

Perhaps the best way of thinking about ideal types: that is, something which the 
sociologist works out in his or her head with reference to the real world, but selecting those 
elements that are most rational or which fit together In the most rational way. 

(Marshall, 1998, p. 292) 

Comparisons were made of the everyday experience of staff as well as provisions of equipment 

needed by bottle-feeding mothers, adherence to BFHI's preference for exclusive breastfeeding, 

and each hospital's nursety services. 

Since I felt that the background literature already reflected dominant Midwifet}' perspectives, 

the purpose of the second phase of the research was to be able to generate a "voice" for 

Midwifery that would be much broader than my own opinion and conjecture, and that would be 

developed in the light of serious criticisms that had been levelled at the Midwifet}' field by the 

bottle-feeding mothers. In this way the research data was broadened and became more able to 

account for the differences in perspectives of the mothers and health professionals. The 

resultant investigation of differences in perspective aimed to incorporate an understanding of the 

specific socio-historical context for bottle-feeding mothers and Midwifety professionals in 

Western Australia. It is theoretically problematic to assert finding a single "voice of dominant 

Midwifery", but it is useful to re-examine the patterns of Midwifery actions and inactions 

identified by the bottle-feeding mothers in order to extrapolate that, what appeared deficient to 

the bottle-feeding mothers did not necessarily also appear deficient to midwives. The analysis 

therefore aims to explain typical underlying circumstances and reasoning for particular 

Midwifery actions. Nevertheless, my participant observations revealed that when members of 

the profession were representing themselves as a group, their voice was highly unified, closely 

mirrored BFHI policy and was explicitly antagonistic towards alternative ideas. Whereas, 

individually, (such as in phone conversations with the same office bearers representing 

themselves in professional roles, such as in Director of Nursing positions of particular 

hospitals), the midwives' voices varied. They were more likely to draw my attention to 

concerns they had about one or more aspects of the BFHI policy and difficulties related to the 

complex responsibilities won by the profession to 0\/ersee it. Both of these tensions were drawn 

upon in discussing the notional "dominant Midwifery profession" and "Midwifery voice". The 

study took shape as it is presented in this thesis within an analytic framework drawing on 

postmodemism and critical henneneutics. 
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Postmodemism and critical hermeneutics were selected because of the temporary 'hiatus' 

position reached by the research that posed questions about the nature of its research methods. 

For example, was everything in the Midwifery field merely ideological; and why were there 

discrepancies between the study's background research assumptions and the responses of the 

mothers; and why had the professional literature not previously been aware of or answerable to 

some of the strong criticisms levelled against the Midwifery profession that were consistently 

expressed by the interviewed mothers? 

Postmodemism allows for the temporary suspension of a notion of "truth", as well as allowing 

for the possibility of multiple truths for clients and professionals whilst examining issues of . 

institutional power and practices. It is also a view that allows status of thinking and possible 

action to more than one group in a relationship, and I propose this can assist in an examination 

of the relationship between bottle-feeding mothers and Midwifery. Foucault explains this 

interdependence of discourses as follows: 

Power comes from below; that Is, there Is no binary and all-encompassing opposition 
between rulers and ruled at the root of power relations, and serving as a general matrix -
no such duality extending from the top down and reacting on more and more limited 
groups to the very depths of the soclal body. One must suppose rather that the manlfold 
relationships of force that take shape and come Into play In the machinery of production, In 
families, limited groups, and Institutions, are the basis for wide-ranging effects of cleavage 
that run through the social body as a whole. 

(Foucault, 1981, p. 94) 

Thus it is important to understand the intricacies and effects of an institution's policies at various 

levels. According to Patton: 

Hem,eneutlcs rs the study of Interpretive understanding, or meaning, with special attention 
to context and original purpose. The tern, hem,eneutlcs refers to a Greek technique for 
interpreting legends, stories and other texts. To make sense of and Interpret a text, it rs 
Important to know what the author wanted to communicate, to understand Intended 
meanings, and to place documents in a hlstoricar and cultural context. 

(Patton, 1990,p.84) 

The hermeneutic approach. therefore, allows an exploration of the multiple truth positions of the 

different groups, bottJe .. feeding mothers and professional midwives, from the assumption that 

they will be situated differently but nevertheless will both have rational lines of thinking leading 

to the differences. Eichelberger (1989, p. 9, cited in Patton, 1990, p. 85) argued that for 

researchers adopting this technique it is vital to be aware that, "they are constructing the 

"reality'' on the basis of their interpretations of data with the help of the participants who 

provided the data in the study." It is a method for establishing the context and meaning for what 

a cultural group does and thus openly recognises truth as a "perspective" and therefore is open 

to including and comparing other perspectives. From the shared assumption of there being 

multiple truth positions, postmodemism and critical hermeneutics can be combined to fonn a 

powerful analytic strategy: Postmodcmism can be used to examine the contextualised material 
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practices such as the constraints of working within professional hierarchies, and henneneutics 

can explain the group's tacit meanings and interpret the role of their texts. For example, 

Foucault's thinking has suggested to me that midwives, and not only their clients, also have their 

position created and maintained by Midwifery's discourses. While the mothers' experiences felt 

to them like marginaliSation, most midwives are likely to be unaware of that and instead would 

see themselves as responsible helpers, bound by deliberate professionalism that they may have 

come to strongly believe has, without question, values applicable to everyone. Foucault 

discussed power, but not as being part of an individual project: 

Let us not, therefore, ask why certain people want to dominate, what they seek, what is 
their overall strategy. Let us ask, instead, how things work at the level of those continuous 
and uninterrupted processes which subject our bodies, govern our gestures, and dictate 
our behaviours etc. ln other words, rather than ask ourselves how the sovereign appears 
to us In his lofty Isolation, we should try to discover how ii Is that subjects are gradually, 
progressively, really and materially constituted through a multlpJlclty of organisms, forces, 
energies, materials, desires, thoughts etc. We should try to grasp subjection In Its material 
Instance as a constitution of subjects. 

(Foucault, 1980, p. 97) 

Thus a postmodernist henneneutics can assist the task of analysing a profession by interpreting 

texts such as professional journals and policy documents that describe the socialised position of 

members of an institution (in this case the Midwifery profession) in order to explain how 

members of that group make sense of their own roles. As a consequence of employing this 

research strategy the study will be able to develop an identifiable, professional perspective for 

Midwifery, as well as being better placed to explain the differences between professional 

perspectives and those of the client group of bottle-feeding mothers. 

To summarise, the methodology included two broad research approaches, the modernism 

underlying the interview questions and the postmodernism underlying the critique of the 

Midwifery field that would ordinarily be considered to be oppositional. However, they were 

combined in a henneneutic goal that each approach of phenomenology and participant 

obsetVation would elicit useful perspectives - of bottle-feeding mothers and midwives, 

respectively. The henneneutic analysis of meanings allowed for both of those perspectives to 

be taken into account, and their triangulation lent a powerful level of interrogation to the 

analyses before allowing the researcher any confidence to assert the validity of the results. 
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Section 2 - Methods 

The purposes of this methods section is to explain reflexively the actual steps taken, to specify 

the study's parameters, and to demonstrate the particular considerations given to validity and 

reliability. Nursing research sometimes uses the tenn 11trustworthiness11 in reference to issues of 

validity and reliability (for example, Streubert & Carpenter, 1999, use this term). Without 

sufficient measures to ensure trustworthiness, research activity cannot progress beyond mere 

speculation. The various qualitative approaches used in this study were ap()lied systematically to 

generate accurate and credible explanations, and to extend the findings where possible to· useful 

recommendations relevant to contemporary Midwifery. 

Phase One - Description of method and techniques 

Research Sample for Interview 

I interviewed twelve bottle-feeding mothers. Ten participants were recruited from a one-off 

advertisement in the local newspapers covering the full Perth Me!i:opolitan area and a request on 

a local radio channel seeking mothers who had a baby under 12 months who they had 

completely bottle-fed. Of the ten mothers recruited by advertisement, two had breast-fed their 

infant for a short while. Another two participants were recruited by word-of-mouth snowball 

sampling and I had never previously met the latter two volunteer interviewees. A total of thirty­

six women responded to the requests. Of the full cohort of responding women, most were 

found to not meet the criteria: sixteen breastfed their babies for under a week, with some 

changing to bottle-feeding before leaving hospital, sometimes for as short as half-a-day; and 

eight mothers who responded to the advertisement had babies over one year old. The twelve 

women, comprising the full sample of recruited mothers who at the time of recruitment 

appeared to have met the criteria, were chosen for in-depth interview. 

Patti Lather (1991, p.· 98) advises about research participants, "Rather than her demographics, 

let us focus on the desire that shapes her". Neither the recruitment advertisement, nor the paper­

work for the study, nor the interview techniques sought or systematically collected demographic 

data such as age, level of education, marital status, or occupation and income of the mother or 

any male relative or partner, Although discussion of some of those issues in terms of the 

women's expression of their experiences occurs naturally in the interview transcripts, the 

decision to not systematically collect demographic data was based on two asswnptions: 

1. deh'berate intention to break down the patriarchal traditions of demographic categories for 

females and, thereby, allow for each of the women's voices to be heard with equal status; 

and 

40 



2. To support the main methods used which were infonned by phenomenology that intended 

to uncover 'experience' rather than sociological 'indicators'. 

Qualitative research methods allow for the recruitment cycle to continue until s"aturation levels 

have been achieved in the responses. The discovery of ~ufficient overlap in· the mothers' 

responses, which ultimately have been collated and rep~rted in this thesis, were used as an 

indication that saturation was achieved, and that interviewi~·ig additional participants would be 

Uilllecessary. However, I considered that the data set needed to be broadened, not by 

interviewing more mothers but instead by investigating aspects cifthe Midwifery profession. 

Issues and Problems with Interview Research Sample 

a) Relevant to the decision to retain interview data from the two women who had briefly 

breastfed their infants are a number of factors. Unlike the majority of controlled studies 

which investigate primiparous women only, and which convey a differentview·compared to 

this data set- that individual women either only ever breastfeed or only ever bott!ewfeed -

I was inspired to retain an angle demonstrated by this cohort of women that, more than the 

literature would suggest, some mothers who have previously breastfed one or more babies 

for a short time then choose to bottle-feed at initiation with later births. Of five worn.en who 

also referred to experiences feeding previous babies, three had only bottlewfed their last 

baby but had breastfed their previous babies, and they brought into the disct...ssion their 
• 

previous breastfeeding experiences during the interview; so it seemed unnecessary to 

exclude those other two mothers who had fed their most recent baby for a short time and 

were anxious to offer their perspective to the study. The strongest findings of this study 

were consistent across the cohort, including criticisms of the Midwifery profession, and 

strongly defined reasons for preferring bottlewfeeding. To have mothers, who could 

personally compare their experience of both breastfeeding and bottlewfeeding the same baby 

was an additional strength to their confidence in describing their attitudes towards infant 

feeding. 

b) A notable problem with the sample is that in spite of publishing the criteria and checking 

over the telephone with applicants that they met the criteria, two of the interviewees still 

had breastfed for a short time. If faced·with an unexpected tum of events in qualitative 

research, a decision has to be made. Most often the data sets would be· excluded °for not 

meeting criteria, but if the data are valuable they can be retained with an explanation, such 

as in this instance. Unanticipated issues were at stake. As a consequence, I decided to 

retain both of those mothers' transcripts because they were useful to the data set. In the 

interests of transparency, I am disclosing here which of the interviewees had breastfed their 
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infant: The pseudonyms and transcript numbers were Erica, (Mother 03), who breastfed the 

baby for a short time changing to bottle feeds. when she caught influenza and changing 

earlier than with her previous children, and Anne, Mother (04), who breastfed for a few 

days. The two women's short-term breastfeeding experiences still left them with cofl'!,mon 

experiences with the exclusively bottle-feeding mothers that appeared to be consistent with 

the other women's views and together those views have informed the arguments in this 

thesis. 

c) In one of the interviews· the father of the interviewee's baby joined in. At the time the 

interview was progressing well and the interviewee seemed happy for her husband to join ,, 
the conversation, so I chose not to ask him to leave and anticipated later possibly needing to 

ignore his comments in the transcript. However, qualitative research methods allow for the 

incorporation of unexpected but useful twists, and this one father's voice serves as a very 

strong illustration of his belief that bottle-feeding had benefited him. That view accords 

strongly with those of several mothers regarding the advantages of bottle-feeding to their 

babies' fathers. Sarah Earle (2000) shows that she too found that amongst bottle-feeding 

mothers, "bottle feeding was perceived as a means of sharing their baby with the baby's 

father" (p. 327). She concluded, however, that, "it is not clear whether fathers wished to be 

involved or whether only the women ·in the study perceived this as important" (p. 328). The 

inclusion of this one father's comments begins to address that question. 

d) Thirty-four women responded to the advertisements for volunteer interviewees. It is 

astounding to think that only ten of the responding women completely met the criteria °for 

interview, not counting the two who inadvertently were recruited to the study. When I 

explained the criterion of needing a baby under 12 months which the mothers ha"d never 

breastfed, several of the respondents pointed out that- to them, only half-a-day, one day or 

several weeks. was relatively little in the overall role of feeding. They did not think of 

themselves as breastfeeding mothers but strongly self-identified as bottle-feeding mothers. 

The haunting sense I carry that there are many mothers out there who wanted their voices 

heard is partly placated by the knowledge that mothers Erica 03 and Anne 04 have been 

able to speak on behalf of women who have unsatisfactorily tried to breastfeed. The only 

major differences -between these two women and the others were their descriptions of 

pressure by a husband and a mother-in-law to breastfeed and their sense of failure, whereas 

the exclusively bottle-feeding mothers did not appear to see themselves as "failed 

breast feeders". 

e) There was a sense of authenticity to use all of the data I had collected. Removing a 

proportion of the interviews, those of Erica (03) and Anne (04), would have felt as ifl was 

suppressing potential findings. 
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Phase 1 data collection - Interviews with bottle-feeding mothers 

Phenomenology influence on techniques 

Since the present study's broad aims were to understand experiences, phenomencilogy as an 

approach offered a number of useful teclmi(lues. Phenomenology requires a very open attitude 

on the part of the researcher. In aiming to be open to the sense conveyed by interviewees, I used 

methods of bracketing (Patton, 1990). The use of bracketing is contentious; contradicting its 

many proponents, it is criticised on the grounds that it is impossible for.a researcher to bracket 

out their true feelings and that, indeed, to bracket those out is not really positive for developing 

intuitive and authentic qualitative research results. Nevertheless, in this instance, I found it 

useful and did feel that I could bracket my own prejudices in order to listen sincerely to the 

interviewees. For sceptics who doubt that bracketing can work, the principle of the bracketing 

technique can also be understood in tenns of consciousness-raising - writing down my thoughts 

allowed me to be aware of my feelings and prejudices and was useful in preparing me to listen 

openly to the interviewees. Of itself, it did not and could not have fu11y prepared me to deal 

with points of view that I had never encountered before:, but it certainly played an important part 

in preparing me for open-mindedness in interviewing and analysing the transcripts, 

Interview questions and approach 

In qualitative interviewing it is important to have open-ended questions. Patton (1990) suggests, 

"The task for the interviewer is to make it possible for the person being interviewed to bring the 

interviewer into his or her world" (p. 279). Furthennore, "qualitative interviewing begins with 

the assumption that the perspective of others is meaningful, knowable, and able to be made 

explicit" (p. 278). Nevertheless open-ended interviews vary from being fully infonnal to being 

incorporated into standardised open-ended questions (Patton, p. 280). My questions took a 

middle ground within the spectrum of what Patton describes as the general interview guide 

approach. 

The general Interview guide approach involves outlining a set of Issues that are to be 
explored with each respondent before Interviewing begins. The Issues In the outline need 
not be taken in any particular order and the actual wording of questions to elicit responses 
about those Issues ls not determined in advance, The lnterviewgulde simply serves as a 
basic check.list during the Interview to make sure that all the relevant topics are covered. 
The Interview guide presumed that there is common infonnatlon that should be obtained 
from each person Interviewed, but no set of standardised questions are written In advance. 
The interviewer is thus required to adapt both the wording and the sequence of questions 
to specific respondents ln the context of the actual interview. 

(Patton, 1990, p. 280) 

43 ~~~~----------.................... 



The interview questions were based on a number of broad themes that were asked in open­

ended ways. The interview themes were: 

• What the experience of bottle-feeding felt like for the mothers; 

• When, how and why the decision to bottle-feed was made; 

• The influence of health professionals, including midwives. the hospital experience, 

General Practitioners (GP's), and Health visitors or Clinic Child health nurses; and 

• Family, friends and wider society's influences and pressures. 

Most of the interview themes were related to the literature arising from dominant Midwifery 

texts and general discussion within professional forums. Those themes appear irmocuous at face 

value, but they generated surprising answers. 

Interview data collection procedure 

The interview procedure included three meetings with the mothers. The first was to establish 

rapport, explain what the study was about and ensure that interviewees understood their ethical 

rights concerning informed consent. The second meeting used open-ended interviews that were 

audio-recorded. A week prior to the third meeting I posted out the transcript of the interview to 

each participant so they would have an opportunity to verify or change the transcript. In the 

third meeting I collected the transcripts. Seven of the participants had made changes, mainly to 

overcome the ••urn's and er's" that had been included during transcription and to complete some 

of the gaps that had been marked up as "inaudible". One mother added examples of her 

experiences. The transcripts were later adjusted accordingly. During our third and final 

meeting, I spoke to each participant in order to convey the importance to the study of their 

research, and I also tried to make it a confirming experience by briefly stating what some of the 

study's main themes were likely to be- thereby confirming to participants that points they had 

raised were shared by other women and had been heard. 

A point about method that I would like to emphasise strongly is - open-ended interviews have 

the potential to be extremely confronting, pushing beyond the anticipated boundaries of open­

mindedness for which techniques such as bracketing can only partly prepare the reseaicher. 

Open-mindedly listening to the interviewees and analysing their concerns led to my pursuing 

further research questions in the fonn of a critical review and participant observation of the 

Midwifery field. 
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Transcript Preparation 

The audiotapes were outsourced for transcription and coded 01 - 12. I then made Changes from 

the verification stage by interviewees and entered pseudonyms into each of the transcripts. 

Phase 1 • Analysis of transcripts 

Using NUD:IST program 

The QSR Non-numerical Unstructured Data: Indexing, Searching and Theorising (NUD:ISn 

program allows researchers to build a data-base of transcript data; this study combines the 

technical efficiency ofNUD:IST for indexing and searching within transcript responses with the 

researcher's analytic categorising decisions to develop the thematic results. The data is 

organised under various headings (nodes), in this case the tentative ''themes" for the study's 

analysis. NUD:IST allows the relationships of all nodes to be visible and to be manipulated at 

any point of the analysis. I methodically went through each transcript line-by-line with the 

analytic question of, "What does this best illustrate?" I was developing various themes via this 

nominating process, based partly in tenns of the interview organisation, and also partly in tenllS 

of my emerging hypotheses of what the interview data was showing. This stage of the analysis 

creatively drew together and extended both the interview framework and my insights about the 

analytic findings. Although not finalised at this point in time, several of the categories 

developed for the NUD:IST analysis were maintained as significant themes in the results. 

The study's themes organised into NUD:IST 'branches' and additional 'nodes' were: 

• What the experience of bottle-feeding felt like: 
Wonderfulj best thing I did; bonding; no responsibility/ share; father cared for baby; family 
involvement; never tired. 

• The decision to bottle-feed: 

• The influence of health professional~·. including midwives, the hospital experience, GP 's 
and Health visitors or Clinic Child health nurses: 
No trust in midwife; no choice; pressure from midwivesj no pressure; differences in staff 
approaches to breastfeeding mothers and bottle-feeding mothers; GP; child health nurse. 

• Family. friends and wider society's influences and pressures: 
Family/ socialise; back to work; 100% dependence on mum; restaurants and shopping. 

• Other issues: 
Future babies/ next baby; post natal depressionj media; weaning. 

Discussion about NUD:IST transcript analysis - its uses and Umitations 

The NUD:IST themes eventually seemed too limited, especially once I began developing more 

critical methods of explaining the data. I continually referred back to the full transcript sets. 

45 



This meant that I was able to analyse beyond the original NUD:IST themes, identify new 

responses, and double-check the prevalence of any patterned response. Further, I was able to 

locate contradictions, and, to continue checking and confinning that individual statements were 

conveyed by the results in ways that I remembered to be their intended sense. Often research 

method sections describe the use of programs such as NUD:IST as part of the justification for a 

study's validity and reliability, However, all analysis is creative, including the process of 

choice in nominating themes for the NUD:IST program's indexes. To rely overly on the 

technology could lead to missing Out on the special flexibility of studying participants' 

responses in-depth, which is the main advantage of qualitative research teclmiques. 

Potendal problems with de-contextualised transcript data that were avoided 

At the same time as seeking to expand on creativity by using in-depth analyses, it is important 

to remain objective by not abusing opportunities for persuasive exaggeration. When using 

transcript data outside of linguistic fields, typically transcripts are not marked up for intonation 

and expression and this also opens opportunities for misinterpretation, For example, during the 

progress of this project, in showing written transcript excerpts to peers I became aware of the 

power of some isolated excerpts to convey powerful en.iotional sentiments that just did not fit 

with my recollection of the discussion. Although sometimes others have assisted me in noticing 

patterns or effects more poignantly than I had done at first, it raises an important issue of 

method - that there is the potential danger and temptation to let excerpts be used analytically 

in ways that distort the meaning. For instance, one mother's statements, read out of context, 

struck a cord with some of my research peers whO saw the excerpt as illustrating timidity, self· 

consciousness and deep personal angst. However, the particular discussion had seemed to me to 

show that she was exceptionally confident to do what she felt was right. Separated from its 

linguistic context, the woman's confidence and laconic sense of humour were not properly 

conveyed; this meant that the flavour was of the very point that she was making was lost. To 

overcome this methodological" issue of misrepresentation, useful techniques I developed in 

reporting the study's results included: frequently referring back to the full transcripts, 

consciously monitoring the use of excerpts in the analyses through very careful selection of 

stand-alone excerpts, and careful framing of excerpts. 
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Phase Two - Description of method and te~hniques 

Data collection: Participant observation and document analysis of "Midwifery field" 

Still in relation to the main research questions, based on themes analysed from the interview 

responses by bottle-feeding mothers, a new secondmy-Jevel set of themes to investigate was 

generated: 

• Pressure by midwives. 

• Mothers' bottle-centric beliefs and post-decision attitudes on their choice. 

• Mothers' decision-making processes. 

• Standards of ante-natal and post-natal education. 

• Variations in levels of hospital services. 

These secondmy-level themes in themselves can illustrate why open-ended questions are very 

important for capturing the "essence of thinking" from a group different to that of a researcher. 

The second set of investigations also defines the foci in the analytic chapters of the thesis, 

I developed a systematic approach to follow-up these research issues arising from the bottle­

feeding mothers' responses which involved developing adequate "Midwifery Data". The data 

set was based on participant observation including document (re-)analysis of relevant 

documents to the field, and bringing in relevant techniques and procedures to shift the research 

perspective towards investigating the issues thematised from the interviews' analyses; the goal 

was to develop a Midwifery voice about those themes. Ethnographic techniques of participant 

observation allow the researcher to collect data from a number of situations in order to describe 

the culture of the group being observed, and those strategies were similar to grounded theory in 

which the researcher draws on, "Interviews, Field Notes, Documents, Journals, Participant 

Observation, and Literature" (Streubert & Carpenter, 1999, p. 101). 

Insider document analysis data selection 

The documents used were wide-ranging and included: published studies; high-level official 

policy documents; professional newsletters and editorials; very unofficial documents that 

existed in my own and colleagues' professional collections, on noticeboards and even on staff­

room fridges. Specific sources included: 

• Baby Friendly Hospital Initiative (BFHI) documents including guides for assessing, and 
monitoring and re-assessing. 

• Professional newsletters, including BFHI Australia News, BFHI Victoria, Australian 
Midwifery News, International Lactation Consultant Association literature. 

• Nursing Mothers' Association literature (now Breastfeeding Association). 
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• The UNICEF web site. 

• TeX:tbooks from university library with nursing programs. 

• Public and staff noticeboards in hospitals. 

• Undated, author-unknown documents in circulation in maternity ward staffrooms. 

• Regionally developed maternity hospital protocols. 

In addressing the new questions, re-analysing field literature was a useful source, usually more 

readily accessible, less intrusive and easier to verify than other fonns of participant 

observations. However, it is impossible to fully separate approaches, for example the two 

sources of document analysis and participant observations were combined when many of the 

documents were supplied by peers or gleaned from participating in professional forums. The 

goal in analysing the texts was to articulate the sense Midwifery was making for itself of infant 

feeding issues. Published documents such as journals were used in re-examining the broad 

approach to the field as well as to interrogate the way Midwifery approached various of the 

identified themes. The professional literature also provided a broad overview, but especially 

allowed me to examine in depth BFHI issues which had become more prevalent than initially 

realised. Documents in hospitals such as forms for mothers to sign added further insight into 

how the policy document was effected as practices in particular hospital settings. 

· Insider participant observatlon data collection 

I undertook participant observation and kept field notes for meetings, telephone conversations 

and other activities that took place in professional circles. The following is a summary of the 

contexts and underlying issues of the observations made: 

1. Attending meetings: 
Meetings that were attended: 

O Various professional association meetings. 

Specific questions by observation: 
O What is the dominant discourse for infant feeding? 
O What are the key documents for these professionals? (BFHI identified.) 
O How relevant is the BFHI to the Midwifery profession? 

2. Asking key health-care prq(essionals: 
Professionals who were approached: 

a Individual collegial discussions with office-bearing members of Midwifery 
professional as.sociations and individuals occupying positions equivalent to 
Director of Midwifery Care in hospitals. 

Specific direct questions: 
O How relevant is the BFHI to the Midwifery profession? 
O Axe there provisions for bottle-feeding mothers and their babies in the current 

system? 
O What makes the BFJil policy appealing to hospitals? 
O What problems do hospitals have with the BFIIl? 
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3. Telephoning hospitals to jndirectly uncover differences in mothers' experiences of 
service between public hospitals and private hospitals: 
a) Telephone questions to Midwifery Nurse Managers, 4 public, 4 private hospitals: 

Specific questions: 
11 "Is this hospital BFHI or not?" 
11 "Is this hospital striving towards the BFHI accreditation?" 
11 "What percentage of mothers leave this hospital breastfeeding their babies?" 

b) Telephone questions to Admissions, 2 public, 2 private hospitals: 

Specific questions (anonymous as if from intending bottle-feeding, ante-natal 
mother): 
11 "If I am bottle-feeding my baby what will I need to bring to hospital?" 
11 (and where relevant to response:) 11What kind of fonnula would you 

recommend?" 

4. Agency work placements on maternity wards (or observational purposes: 
Hospitals observed: 

II Private 1; Private 2; Private 3; Government 1 - near-BFHI; Govenunent 2 -
near-BFHI (pseudo-codes). 

Specific questions by observation: 
II Are public govenunent run hospitals more pro-breastfeeding than private 

hospitals?; Can any differences be accounted for in tenns ofresourcing levels?; 
II What are the bottle-feeding procedures, staff attitudes towards mothers, and 

staff resource levels? 

Radonale for data selecdon 

The participant observation data had to be sufficient to triangulate specific issues from the data 

collected in the bottle-feeding mothers' interviews, and collected in ways that would assist in 

understanding how those issues were practiced by health providers, who were mainly 

Midwives, and how the issues were understood by the Midwifery group. It was not alwayi; 

necessary to use large samples because the study was not conducting a full-scale investigation 

into hospital practices or effectiveness, but merely adding a dimension to an existing set of data. 

In addition, this phase of the research sought to follow-up a hunch arising from the interviews 

that the private and public sectors of hospitals interpreted infant feeding policies differently, and 

so both of those sectors had to be included in the research samples. 

Observational inquiry procedures 

For observations it is important not to ask direct questions or appear absorbed by factors outside 

oi one's assigned participant role when entering a cultural group setting such as a hospital or 

meeting. For example, probing questions about the reasons and beliefs behind policies and 

procedures would sound unusual for a new. casual staff member. However, when participating 

in professional forums or when talking to professional colleagues it could be appropriate. Thus, 

49 



each opportunity for participant observation of Midwifery settings was conducted in a manner 

as close to how I would nonnally act as possible. The major differences were that I knew what 

my research intentions were and I followed up interactions by writing up field notes, usually 

away from the premises as soon as I returned home. 

I organised my hospital placements through a nursing agency. This became more complicated 

than I had initially expected. I needed to be sent to a range of hospitals and difficulties arose 

when the agency would offer me work in a hospital I did not need to observe any further. 

Agencies and hospitals generally prefer to return staff to placements that have gone well 

previously, and so it became quite awkward refusing opportunities and I must have appeared 

very difficult. This had short-tenn consequences of embarrassment and of course it worried me 

that I might have developed a long-tenn reputation as being difficult with an agency that I might 

need for employment opportunities in the future. Additionally, agencies assume that staff are 

willing to take any kind of work. and it was sometimes disappointing and frustrating to be 

placed on a surgical ward rather than a maternity ward since it held up the research. 

Second phase validity issues 

I will offer here a vr::ry brief reiteration of the methodological rationale behind this second 

phase, before describing the techniques employed. Qualitative research deals with people's 

perceptions and social situations and acknowledges that the findings to some extent will reflect 

the socio-cultural beliefs of the information source. To increase the reliability in describing 

social phenomena, there are a number of research techniques that in essence integrate reflexivity 

and triangulation of specific findings to decrease the subjective effects of the researcher's and 

the observees' world-views in reaching findings. It has strengthened the observational power by 

developing a postmodern hermeneutic strategy of supplementing the interviews with participant 

observations of the 'described phenomena' arising from the interview analyses, 

Patton observes that there are a number of qualitative techniques available to address the 

validity of and confidence of the findings: "Triangulation options, multiple data sources, 

multiple methods, multiple perspectives, and multiple investigators" (1990, p. 197). In various 

ways all of those options were incorporated into the research design of the present study; the 

latter option, however, was not systematically incorporated into the research design, but 

certainly the nature of literature research, collegial discussion and PhD supervision lends a 

vicarious dimension of"multiple investigators" to this study. 
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Participant Observation is an ethnographic technique described by Leininger as: 

The systematic process of observing, detailing, describing, documenting, and analysing 
the lifeways or partlcular patterns of a culture {or subculture), In order to grasp the llfeways 
or patterns of the people In their fammar environment. 

(Leininger, cited In Baillle, 1995, p. 6) 

It is common in participant observation to less Connally inform other participants of the research 

process and goals. I obtained special ethics approval from the university to do this on the 

grounds that when colleagues know they are being observed this may change their behaviour, 

and so the researcher tries to "infiltrate" unobtrusively, It is impossible to self-assess the ex.tent 

to which I would have achieved this in the hospital settings, or indeed any of the other 

professional fora such as when attending committee meetings. The active Midwifery 

professional group in Perth is relatively small and so during several of the placements people 

seemed aware of my research interests because there were comments and questions about my 

research. In two of the settings on my first day I already knew some of the other staff and was 

quizzed about a paper I was giving with a very provocative title, "Qualitative evidence-based 

health care: Milk Mafia or Best Practice?" that had been advertised in a recent professional 

association mail-out. Understandably, then, it seemed at first as if my colleagues were 

suspicious and somewhat guarded in their behaviour towards me. Sam Porter (1993) refers to 

this phenomenon as the researcher being regarded as a "spy in the camp'\ a role he denies, and 

with which I do not fully identify either since I was there to develop an accurate but broad 

"voice" for Midwifery in light of the charges made against it. However, apart from the initial 

coolness, hospitals are usually very busy workplaces and, of necessity, it quickly becomes 

business-as-usual, with everyone, including me, obliged to do the best job they can. My 

observations took place mostly incidentally as I would become highly involved in the shift, and 

it was later that I would write-up field notes and reflect on the extent to which remaining 

questions were being answered. 

When I attended meetings, or spoke to colleagues from the Midwifery field, or if it came up 

whilst working on maternity wards, I was open about the fact that I was writing a PhD thesis 

and I usually described it as investigating mothers' perceptions. The majority of my 

professional colleagues were very supportive and efficient in answering my questions about the 

BFHI; policies of accountability and openness in administration made it ethical for infonnation 

to be obtained this way by individuals who were prepared to cooperate. In general, I noticed 

that discussion in meetings was rigidly supportive and protective of documented Midwifery 

policy, that is the BFJil, whereas in one-on-one individual discussions, midwives were more 

likely to respond to questions I raised and several were very open in discussing their concerns 

and difficulties in implementing this policy. Goffman (1959) describes different on-stage and 

off.stage behaviours. Even though these comparisons were of "perfonnances" that in neither 
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case occurred in front of clients, the meeti11g situation would have been a perfonnance in front 

of other key players of the profession, and the individual discussions more clearly opportunities 

for off-stage consideration of the policy and the actual performance that they experienced. For 

some of the basic information about hospitals' procedures, I would telephone, and on one aspect 

this was done anonymously to gauge how they dealt with providing information to prospective 

clients. 

Limitations of Study 

The findings are based on a Western Australian sample, which as Hauck (2001) identified, is a 

unique environment with, at the time, some of the world1s highest breastfeeding rates for 

developed countries. Therefore, it is a context where the key pro-breastfeeding I antiwbottle· 

feeding attitudes in Midwifery surrounding infant feeding choice may be more extreme than in 

other developed countries. As identified by Donahue (1998, p. 62), this research follows the 

trend in the nursing field of incorporating inquiry approaches from the social sciences. The 

study uses its findings to suggest improvements in Midwifery. This responds to the criticisms 

of too large a gap between theory and practice in the new field of nursing (Donahue, p. 63). 

However, since the recommendations did not originate from identified concerns within the 

Midwifery field, a limitation of the study may be that the suggestions will not easily be taken up 

constructively. 

The topic 11experiences11 is very broad, and therefore was appropriate to researching a neglected 

area as well as being effective in opening the study to new and unexpected findings. However, 

the breadth of issues addressed in the study are such that they only sketch a general description 

of various interwrelated investigations in the thesis that mothers' bottle-feeding experiences 

included having to cope with being marginalised. In addressing the theme of marginalisation, 

insufficient justice is done to the dedicated professionals who do the very best job they can, 

especially those trying to overcome the apparent contradictions of the system. 

Typical of qualitative research, and constrained by the time and resource limitations of a PhD 

study, all of the issues have relied on relatively small data samples. The transcript data did 

reach saturation point in tenns of the main thesis of women coping well with bottle-feeding 

other than their being marginalised. It was more difficult to build the second part of the data 

set. In re-reading the field literature critically, there was a sense of reaching saturation in 

describing the relevant policies, given their cross-referencing and the "fit" with what the 

mothers had described. The most limited part of the study, however, is that the sample in 

accessing professional forums and hospitals was very small, and it was not possible to cover all 
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hospital shifts. I believe it was sufficient for the triangulating purpose, especially to confirm as a 

researcher that the analyses were based on more than just my own reaction having listened to 

the mothers. However, my observations leading to a comparison of hospitals and infening 

different orientations, did rely on a small data sample. As such, those classifications may not 

generalise to a larger sample, and since specialist attention is usually offered during day shifts, 

undoubtedly the thesis has 11:ot been able to present a full view of infant feeding care in Perth 

maternity hospitals. 

Ethical considerations 

Formal ethics procedures 

The process was cleared by the university's ethical committee that follows National Health and 

Medical Research Council (NHMRC) guidelines that specifically demands informed consent 

and confidentiality. 

Infonned consent applied to Phase One. Letters were given to all participants explaining briefly 

what the research was about and informing them of their right to withdraw at any point in time 

of the data collection. For Phase Two, special ethics approval was granted by the University's 

Ethics Committee. No infonned consent was sought because the methodology, participant 

observation, is more effective without going through such fonnalities. Special permission was 

gained from the university to take the latter approach: the ethical principle of infonned consent 

in protecting the Observed against possible abuses of the Observer's social power was less 

relevant to this phase of data collection than the previous phase. (One researcher doing non­

intrusive observation while working alongside professional colleagues and for sizeable 

organisations who have recourse to libel laws, is less socially threatening than the researcher on 

an official visit from the university entering an individual's home.) 

Privacy was protected, and all names of individuals from Phase One's interviews and Phase 

Two's participant observation are referred to in the thesis through systems of pseudonyms and 

coding. 

Problematisation of study's ethical position 

Within Midwifery, bottle-feeding is a contentious area to research. The extent of this was made 
very clear to me due to the ill-feeling it aroused amongst a few key people in the health-care 
field from all levels - from a medical general practitioner (GP) telephoning in response to my 
interview recruitment advertisement and demanding I explain why I was doing this project, to 
some influential professional colleagues implying that it was an unworthy topic that would only 
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be contemplated by someone totally ignorant about the field, to a less hostile but wary stance 
amongst some general Midwifery colleagues. Some comments suggested I was suspected of 
being a "tum-coat" - my previous professional and research involvement had always been 
with breastfeeding, and so the change to researching "mothers' perceptions of bottle-feeding" 
was very upsetting to some people. I did agonise over this to the point of realising that ethical 
positions can be found to suggest it is both wrong and right to do this study2, However, a 
compelling ethical position that I took-up for myself was that attempts to undennine anything 
other than the dominant discourse underlined the fact that I owed it to the mothers, who had so 
sincerely and intensely participated in the interviews, to complete the study so that their broader 

perspective would be available to the field. 

2 For a full discussion about the complexllles of nursing lllhlcs, \Wiich In this case applies also to research ethics, see 
Veatch and Fry (1995). 

54 



CHAPTER 3 Summary of Interview Responses, and 
Introduction to Analytic Findings 
Chapters 

This chapter begins with an outline of the bottle-feeding mothers' responses to the interview 

questions. That summary is followed by an introduction to three emergent general themes 

typifying the experiences and perceptions of bottle-feeding mothers. The themes identified are 

the mothers' sense of being marginalised for bottle-feeding; the mothers' ongoing satisfaction 

with their decision to bottle-feed; and the mothers' concerns about inadequacies in the health 

care services for bottle-feeding mothers and infants. It is those themes that will be addressed 

in.depth as the main findings of the study. 

Summary of Interview responses 

This sununary addresses each of the categories for the open-ended interview questions. Within 

each category, the bottle-feeding mothers' interview responses will be juxtaposed with the 

dominant literature of the field. It is intended that issues highlighted in the summary will also 

serve as part of the rationale for framing the analytic chapters of the thesis into themes 

reflecting the most notable, broadly-shared perspectives of the bottle.feeding mothers. 

Because there is so little literature specifically on the issue of bottle,,feeding apart from the 

composition of infant~fonnula feeds (Hennessy, 1994), the open-ended interviews included 

topics based largely on the literature from breastfeeding research. As such, maily of the 

responses by bottle-feeding mothers allow new insights into their experiences that are not well 

documented in the exisiing infant-feeding literature. 

What the experience of bottle-feeding felt like 

Generally, the interviewed mothers were content with having made the decision to bottle-feed 

and the outcomes of it. The expectation from the dominant Midwifery discourse was that 

mothers would feel very strong disappointment and guilt at having failed at breastfeeding. The 

interview responses, however, strongly contradicted this expectation. There has been extensive 

literature debating the role of guilt among bottle-feeding mothers, and suggesting that 

professional health workers need to protect women from the inevitable guilt they feel should 

they fail at breastfeeding. For example: 
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•• 
Probably 95 per cent of women are physiologically capable of breastfeeding their babies 
successfully; but where women attempt to breastfeed and fall, they are often blamed for 
their failure, subUy or otherwise, the explanations ranging from selfishness to 
psycholog!cal inhibitions. 
In an attempt to relieve mothers of the burden of guilt which those judgements Impose, 
professionals everywhere have joined In a conspiracy of silence: we mustn't say too much 
about the intractable differences between breast and bottle, because those mothers 
who've tried and failed to breastfeed, or who 'choose' to botUe-feed, will feel guil_ty. 

(Mlnchln, 1985) 

However, the mothers in this study reported that they enjoyed bottle~feeding, even to the extent 

of finding it "wonderful", 

Findings were also that bottle-feeding mothers perceived themselves to be comparatively much 

happier and more organised than breastfeeding mothers. Therefore, it is worth considering the 

opposite findings by Dracup & Sanderson (1994) that it is women who breastfeed that have 

lower anxiety, greater confidence, greater ability to relax, and greater flexibility1
• Since these 

bottle-fe~ing mothers expressed considerable contentment and confidence, and explained how 

their choice of infant feeding method allowed them to relax more and be more flexible 

regarding interacting with others, it would seem that those qualities are not related to any 

particular choice of infant feeding. As such, the literature, contradicting Bowlby's attachment 

theories2 and supporting the importance of women forming better attachments if they freely 

choose the method of infant feeding, appears to be upheld by this finding. Martone and Nash's 

( 1988, p. 213) conclusion proposed that, "Health-care professionals can best promote matemal­

infant attachment by supporting a mother's chosen method of feeding." Their point of view is 

supported by Casey (1996, p. I) who argues that, "Coercing [mothers to breastfeed, as was 

allegedly happening due to the UK Baby Friendly Initiative] is dangerous and potentially 

damaging to both mother and baby." 

An interesting related finding was that many of the mothers in the present study described 

themselves as more than typically strong and able to stand up for their choice whereas they were 

concerned for other women who wanted to bottle-feed but who were more easily pushed 

around. This points to the need to consider how confidence, particularly self-efficacy (Bandura, 

1997), is affected in preparing bottle-feeding mothers in a context with pro-breastfeeding 

policies. Gigliotti (I 995, p. 315) made this point, stating, "While nurses must continue to 

promote the benefits of breastfeeding we must question what effect our efforts have on the self­

esteem of those women who choose not to breast-feed or opt to bottle-feed after a short time." 

I Oracup and Sanderson (1994) found as well that breastfeeding mothers had higher social class, longl!f educa!lon and 
~realer suppor1 from a partner or oUler family membefS. 

For a full discussion on attachment theories al'ld their socio-polltlcal origins and Implications see Blaffer Hrdy (2000). 
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The bottle-feeding mothers were emphatic in the interviews about their awareness of 

breastfeeding currently being expected and preferred by hospitals - and to some extent by the 

wider society. However, their attitudes were pro-choice and they felt frustrated and hurt that 

respect for their choice had been withheld from them. The tensions produced by this difference 

between the pro-breastfeeding professional stance and the mothers' needs for professional 

support in bottle-feeding will be explored in depth in the analytic chapters. Additionally, both 

the mothers' positive feelings and experiences of enjoying bottle-feeding and their negative 

feelings and experiences of being marginalised and excluded from adequate professional 

support will be explicated. 

When, how and why the bottle-feeding decision was made 

Dominant midwifery discourse highlights midwifery's role via antenatal education through to 

postnatal care and the establishment of infant feeding as crucial periods for influencing mothers 

in their decision on whether to breastfeed or bottle-feed. However, much of the literature 

suggests that the decision timing varied from pre-pregnancy, to early pregnancy, to later in 

pregnancy. Most women decide either before they become pregnant, or by the first three 

months of pregnancy, with only 20% of women deciding during the remainder of their 

pregnancy (Midwives, 1991; Oakley, 1993; OPCS, 1991; Purtell, 1994). The survey by Purtell 

{1994) of 40 schoolgirls between the ages of 16 and 17 suggests that attitudes to breastfeeding 

are already established in girls in their teens. It is also important to consider the work of Oxby, 

(1994), who, in a study of 67 women, examined feeding intentions in relation to eventual 

practices. She found that women who had already chosen their feeding method were unJikely to 

change their minds. A UK survey supported those findings where 45% of women said there had 

been some discussion of feeding during antenatal visits, although the survey found no evidence 

that this affected the outcome (Scowen, 1993). 

In accordance with that literature, the interview responses suggest that for the ten mothers who 

bottle--fed at initiation, the bottle-feeding decision was made firmly and early in the pregnancy, 

with three mothers stating that they had always disliked the idea of breastfeeding, and of. the 

four of these mothers with previous babies, three reported wanting to avoid difficulties they had 

experienced with aitempting to breastfeed those babies. Examples of such responses included: 

An early decision, based on dislike of idea of breastfeeding: 

Imogen (01): Evel"' since I can l"'ernembel"' I've never wanted to breastfeed, 
Physically it repulses me the thought of doing it, It's great if 
people want to do that, but for me, the thought sickens my 
~tomach. So I've always known I'd bottle·feed. 
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An ear/ydt!ct'sion, bast!d on feeling suited to bottle4t!eding: 

Terri (12): [My reo.soning is, do] whatever suits you, just feed your baby 
whatever way suits you, after all you are The one looking after the 
boby, not the hospitol staff. I think you have to be happy doing 
what you are doing, and confident, otherwise you all end up a mess. 

An ear/y dt!cision based on ovo1ding peior bad outcomes of breostfeedi"ng: 

Francine (08): I started breastfeeding [elder daughter, now three and a half 
years old] for a while, for about 6 weeks, and she lost a dramatic 
amount of weight and wasn't sleeping at all. So we eventually 
turned to bottle-feeding and that was it, she was fine. 

Interviewer: 

Francine: 

Interviewer: 

Francine: 

So did you make the decision then that if you had another baby 
you'd bottle·feed? 

Yep, almost that very day (laugh). 

Oh really? 

After the horrible experience of being so frightened, because she 
was so smo.11 when she was barn to start with, and then having her 
lose weight and we were all so worried, like the whole family were 
worried. So when we first gave that bottle and she started to put 
on weight and stuff I thought that's it, no more breastfeeding. 

These findings accord with the literature on early decision-making by some women. 

While it points to the need for sensitivity amongst midwives in understanding the reasons 

underlying the women's infant feeding choices, it also raises the problem of dilemmas for 

midwifery. What is considered to be the most professional current approach, as exemplified by 

Baby Friendly Hospital Initiative policies, is for midwives to use various opportunities when 

working with mothers to persuade mothers to make the "healthy choice" of breastfeeding. In 

doing that professional work, however, this study has found that midwives offend mothers who 

have already finnly decided to bottle-feed. The example above, for instance, illustrates the depth 

of feeling underlying Francine's choice based on her sense that she has empirically discovered 

that for her babies, bottle-feeding is best whereas breastfeeding has serious and frightening 

health risks. 

Of the two mothers in the study who counted themselves as bottle-feeding but had failed at 

breastfeeding their babies, it was difficulties with breastfeeding that led to them making the 

decision, with a strong sense of relief, that bottle-feeding would be less stressful and physically 

draining. 
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Bottle-feeding decision following careful consideration 

How the decision to bottle-feed was made, was frequently prefaced by the mothers with a 

statement that they knew about the professional and medical opinion of "breast is best" and 

some· even volunteered examples of the knowledge they had on this. The International 

Lactation Consultants Association (ILCA, 1996) believes that the predisposing factor of a 

woman's knowledge of infant feeding is significantly linked with a decision to breastfeed, and 

therefore, almost all women would choose to breastfeed their infants if they were fully informed 

(Hanson & Bergstrom, 1990; Tamagond, 1992). However, in many of the interviews it 

transpired that the mothers considered the evidence and claims about breastfeeding's benefits to 

be overstated and the disadvantages to be understated. Several mothers described the decision 

as having been made jointly with the baby's father, or in consideration of the opportunity for 

allowing father-and-baby bonding, with the baby's father supporting whatever the mother 

chose. There was strong evidence that the mothers went through processes of weighing up the 

advantages and disadvantages of both feeding methods (C.F. Becker (1974); Rosenstock, 

Strecher & Becker, (1988) on health decision-making), which will be fully explored in the 

thesis. 

Bottle-feeding chosen for a number of reasons, especially for involving baby's father 

The reasons given for why the decision was made by these mothers were also interesting. The 

responses suggest that unlike the literature, issues of privacy or embarrassment were strong 

factors for only two mothers, and the issue of returning to outside paid work early, whilst 

relevant was a factor affecting only two mothers (Bryant, Coreil, & D'Angelo, 1992; 

Hawthorne, 1994). One very strongly reported reason was the mother wanting to include the 

father - not primarily for convenience but to "include" and "involve" the father. Earle (2000) 

also found that mothers stated this as a reason, but she re-framed that finding as their 

legitimation for preferring the choice of bottle-feeding despite acknowledging that they knew 

that breast was best. Black, Blair, Jones, & DuRant (1990) found in high socio-economic 

families that the method preferred by the father was the second most important variable 

influencing the decision on infant feeding method. The mothers of this study who initiated 

bottle-feeding expected the support of their baby's father, sometimes stating that whatever they 

chose they knew their partner would support them. The support of the baby's father by the 

mother, and the mother's self-sacrifice to optimise the involvement of the father appeared to be 

an important aspect of their enjoyment of child rearing. This finding raises questions about the 

role midwifery plays in encouraging fathers to influence mothers to breastfeed their baby if the 

mothers are against that method, or if the mothers consider that there are important advantages 

in involving the baby's father by bottle-feeding. 
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In tenns of satisfaction with their choice, many mothers mentioned being able to have social 

support with the feeding demands and being more organised than their breastfeeding friends. 

Indicative of many of the mothers• attitudes about their decision was the following statement: 

Penny (07): It was a conscious decision, and that decision had reasons behind 
It. It wasn't something that I just plucked out of the air and 
decided to do. 

The women thus found any challenges to their decision near the time of the birth or .even 

afterwards to be patronising, offensive and damaging to their relationship with the health care 

providers. 

Based on these findings of what the experience of bottle-feeding felt like to the mothers, the 

analytic chapters to follow will explicate in more detail how these mothers hold "bottle-centric" 

views. That understanding will be used as a platform for then reconsidering the field's health 

belief models and their relative power or lack of power to explain the non-disease consumer 

health choices made by the mothers. 

The influence of health professionals 

The interviews included questions about the influence of midwives, hospitals, general 

practitioners (GP's) and Child Clinic Health Nurses on the mothers' infant-feeding choice. 

Midwives 

It was notable that amongst all of the health professionals, midwives were described as having a 

qualitatively different influence on a more significant level than all of the other health 

professionals. In general, there was actually strong criticism of midwives for the pressure that 

they placed on the mothers, especially new mothers, and many stories emerged either of other 

women they knew being forced to breastfeed against their will or of the pressure on themselves 

even after they were quite firm in their decision to bottle-feed. The pressure on breastfeeding 

mothers to persist in spite of difficulties was widely witnessed in hospitals, and this pressure 

generated negative perceptions of midwives as having no compassion for the mothers or the 

babies for whom obtaining a bottle of formula in some hospitals took an overly long time. 

Another aspect of midwives' professionalism that was consistently questioned by the mothers 

was that antenatal education is biased. For example, if offers only positive views and practical 

advice for breastfeeding. Only negative views and warnings to sterilise equipment, rather than 

practical advice, were given about bottle-feeding. Such bias was strongly objected to by ten out 

of the twelve mothers. Of itself this. illustrated the mothers' perception of a lack of 
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professionalism within midwifery by the use of unfair pressure that causes marginalisation of 

bottle-feeding. 

A clear finding was that midwives were particularly criticised for their insistence in breast 

feeding. They were targeted in mothers' conunents much more than GPs, other health 

professionals, family members or people in wider society. Midwives are in the front-line of 

health care when it comes to establishing infant feeding, and part of the problem, as this thesis 

argues, is that their anti-bottle-feeding stance, based on research findings that breastfeeding is 

superior, have become naturalised through professional discourse and policy. It is fascinating 

that many of the women describe what are, to them, obvious improvements that could be made 

for bottle-feeding mothers, and suggest, for example, simple steps that might help to remove its 

"stigma". 

The thesis will demonstrate that many of the details provided by the bottle-feeding mothers - of 

the Jack of services and stigma for bottle-feeding- accord with current policy, and therefore, are 

unfortunate negative consequences of implementing a pro-breastfeeding policy. The analytic 

chapters in this thesis will address in more detail those issues of: the mothers' stated experiences 

of pressure by midwives; the experiences by mothers of inadequacies in ante-natal information;, 

and; their varying satisfaction with hospital services that will be illustrated and then examined 

in relation to policy. Whilst it is widerstandable that midwives follow policy guidelines which 

accord with their knowledge that breastfeeding is best, it is disturbing to t'ontemplate negative 

effects on the women who bottle-feed in tenns of the inconveniences and stigmatisation they 

experienced. The thesis will argue the case for midwifery to better take into consideration these 

mothers' feelings, choices and practical needs. 

Hospitals 

The Baby Friendly Hospital Initiative (BFi.J ) policies strongly define procedures for promoting 

breastfeeding. While most Western Australian hospitals have not met the criteria for 

accreditation, the BFHI document illustrates the professional goal in hospitals to remove or 

limit accessibility to bottle-feeding options. Initial interview analyses suggest that hospitals had 

a reputation amongst the respondents as pressurising mothers at wiwelcome and intrusive levels. 

1bis was raised by ten out of twelve of the mothers. Interestingly, however, less than half of 

these mothers said that they had experienced this pressure themselves (partly because they knew 

how to stand up for themselves), and some of the mothers gave high praise to their hospitals as 

being highly supportive of their wishes and not pressuring them at all. Some of these latter 

mothers brought up the issues of pressure in accounts of the many horror stories they had heard 

and their dread in anticipating what would happen to them. They reported being pleasantly 
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surprised and impressed by the professionalism by which they had been spared the anticipated 

ordeal. Some mothers reported that their strong personalities, detennined nature, and being 

known to staff as capable of making their own decisions, had set them apart from the pressure to 

breastfeed that they believed was standard treatment for most other mothers, especially first­

time mothers. Nevertheless, some of the mothers gave concerning anecdotes of bad experiences 

of their own, such as refusal by a hospital to supply formula when the mother had not brought 

any in, apparently without previous warning of this policy, and various strategies whereby staff 

ignored a mother's stated "choice" when she elected bottle-feeding. 

An inference hypothesised from the interview data was a discrepancy between public and 

private hospitals, especially with a lesser emphasis on breastfeeding and greater support for 

bottle-feeding in private hospitals, This hunch was followed up in Phase Two of the data 

collection. 

The experience in hospital was also referred to by some of the interviewees as their evidence for 

comparing the success of bottle-feeding and breastfeeding, as here they had observed 

differences in the establishing phases for themselves and breastfeeding women. Nearly all felt 

that they were much happier, more comfortable and more organised due to their choice of 

bottle-feeding. Some mothers pointed out that they received less attention from midwives than 

breastfeeding mothers, but they found this reasonable considering that they needed less care. 

Several interviewees offered anecdotes about their friends who breastfed in hospital only by 

way of giving-in to the midwives' pressure. They fully intended to change to bottle-feeding 

once home, which, on the Early Discharge Program, can be as soon as one day after the birth, 

The point made by these anecdotes is that resentment of the pressure is widespread and includes 

a significant proportion of mothers who may appear to midwives to be content but they are not. 

General Practitioners 

The literature suggests that GP's can be highly influential in mothers' decision to breastfeed or 

bottle-feed but f~w mothers receive advice to breastfeed from this source (Lawrence, 1994; 

Scowen, 1993). Although the mothers discussed at length disagreements with midwives in 

particular, they generally did not report any attempt by GP's to influence them. In terms of 

general practice, the sample size of this study makes it impossible to draw strong conclusions 

about typical doctor-patient antenatal discussions. That these women's GP's did not directly 

advocate breastfeeding might suggest that GP's in general do not. Alternatively it might accord 

with infant feeding literature - that an absence of advice to breastfeed leads to mothers bottle­

feeding, however, the mothers themselves did not see this as an omission. Notably, some of the 
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mothers spoke of their GP's professionalism, stating that it would have been unprofessional for 

the doctor to do anything other than ask what their feeding intentions were .. They expected their 

doctor to then support them in that choice. There is a changing doctor-client relationship where 

the doctor is consulted, but ultimately the patient makes decisions. 

Interviewer: 

Terri (12): 

So how did you feel when your doctor said nothing? 

Well os I soy I wosn't expectitlg her to soy onythlng to me, I Just 
expected her to oct In a professional way and respect my decision. 
I suppose I would hove been disappointed in her and maybe lost 
trust in her if she had criticised me for battle-feeding. 

The thesis will demonstrate that the bottle-feeding mothers considered that the infant feeding 

decision was theirs, and that professional advice should be a consultancy service advising them 

on their options and how best to achieve and cope with their choice. The dominant midwifery 

approach, which is to promote breastfeeding and meet policy target percentages, is therefore 

seen by mothers as unprofessional. Although not developed further in the thesis, it should be 

noted here that the contrast between the mothers' judgements of experiences with GP's and with 

Midwives suggests that midwifCl}' risks a reputation of being pushy and unprofessional. 

Child Clinic Health Nurses 

The interview responses suggest that the role of Child health nurses was very limited in 

comparison to that of Midwives. This is understandable because breastfeeding is usually 

established in the hospital setting. Even on the Early Discharge Program it would be late to 

introduce breastfeeding or expressing breast milk. The mothers in this study would have used 

the services of Child Clinic Health Nurses (the equivalent to UK Health visitors) once a practice 

of only bottle-feeding had already been established. The mothers' reported experiences with 

these health-care professionals varied. Some of the mothers reported an unsupportive attitude 

towards bottle-feeding and others reported actually having been assisted by the Child Health 

Nurse. For some, Child health nurses were an information source. In some cases, this was 

presented as criticism of the fact that help had been left so late and mothers were already at 

home before knowing how to prepare fonnula and equipment adequately. Some mothers stated 

quite adamantly that they deliberately avoided the anti-bottle feeding attitudes of these health 

professionals by not attending the clinic. Many mothers found substitute lay help that, in their 

view, was superior in providing information and assistance for bottle-feeding. Amongst those 

found helpful were the "girls at the chemist", who could weigh the baby. Chemist assistants 

were particularly praised for their role in averting or spotting potentially harmful choices of 

fonnula. Knowledgeable and pro-active mothers, sisters, and neighbours were also mentioned. 

Several mothers were convinced that health nurses did not know the facts about fonnula or 

bottle-feeding and were critical of the expeclalion that, as bottle-feeding mothers, they had lo 
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find information by making mistakes in feeding their babies. Other mothers, however, seemed 

happy with the service of these health nurses, either reporting no pressure, or recounting simple 

bits of advice that they had found useful. Indeed, in some cases they were surprisingly 

impressed and pleased with small bits of practical advice they had been given. 

The influence of and reactions of family and friends. 

Generally, the mothers found others in their family and current peer group quite supportive of 

their choice. However, for some, they recalled initial disapproval by two of the partners, and 

partner's mothers who had themselves breastfed. One aunt, who was workJng interstate as a 

midwife, also expressed disapproval but, in most cases, the same people, especially partners, 

were won over, but not the aunt-midwife. 

It was interesting that several mothers saw themselves as doing a welcomed favour to others in 

the community, for example, neighbours enjoyed the opportunity to bottle-feed these babies 

especially when their own grandchildren were not accessible. 

Donna (02): And everyone else [was able to participate] as well. Like 
grandparents and even the children, they wanted to help by 
bottle-feeding, and that wos giving them time to get to know him 
oswell. 

Erica (03): I think (older people) they get a lot of Joy out of holding a baby 
and doing something like feeding, it's not something they do all the 
time, especially if they haven't got their own grandchildren ... or 
haven't seen their grandchildren for a while I think they really get 
a lot out of it. 

Many of the interviewees also stated that most other mothers they knew had breastfed, which is 

to be expected given current statistics of breastfeeding. They stated that it had not been a 

problem affecting their acceptance into the group of their peers. Furthennore, when the babies 

from the peer group were a bit bigger and reached the weaning phase, the bottle-feeding 

mothers' experience put them ahead of breastfeeding mothers, and they became valued and 

sought after for providing advice about milk fonnulas, equipment, sterilisation and other 

feeding techniques. This is an additional element of interest in these finding together with 

(Scowen, 1993) highlighting that many mothers wanted information on both breastfeeding and 

preparation of bottles and fonnula. 

Another aspect emphasised by the mothers, was their concern for friends and associates who 

were breastfeeding. They saw women suffer in hospital, or had friends or neighbours not coping 

well in comparison to them. For example, Lisa described how she was observed to have coped 

better from bottle-feeding: 
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Lisa (11): ... the. mothers in the room where. I was we.re. all bre.astfe.e.ding " .. 
Some. of them hod so much trouble. " .. They we.re. ringing the. be.II 
for he.Ip and the. baby would be. screaming and the.n the. mother 
would be. all uptight and then she. wouldn't be. able. to feed as the. 
milk wouldn't let down. I know one. of the. mothers was going to 
bottle.-fe.e.d when she. got home.. She. couldn't believe. how good my 
baby was, and hers was scre.oming all the. time.. 

Inte.rvie.we.r: Did yoLi talk to her about bottle-fee.ding? 

Lisa: No, I didn't, but she could see. my baby sleeping and she. could see 
how organised and relaxed I was. And when my husband come. in we. 
could enjoy the. baby, where.as she. was stressed out ond was 
always glad when her visitors left. 

Additionally, they felt in some cases that other women's or couple's decisions to breastfeed 

could be hannful to babies that did not thrive, and that bottle-feeding had the advantage of being 

adjusted to boost a child's intake if required. 

Other issues 

The wider community was perceived as supportive and helpful, and some of the mothers 

seemed well informed about which places to go for assistance. Morse & Hanison (1987), whose 

research focussed on breastfeeding, contended that it was a dynamic, open relationship 

occurring within a social context, and that it is the attitude of others towards breastfeeding that 

modifies the mother's choice of how the infant is fed, where the infant is fed and how long 

breastfeeding is maintained. In relation to bottle-feeding, it is interesting to consider the contrast 

between some of the hospitals' lack of provisions, with the dynamic of shopping centres and 

restaurants that seemed happy to provide whatever assistance they could to bottle-feeding 

mothers. Warming bottles was discussed by many of the mothers, and some described shopping 

centres' facilities for infant care, which catered well for bottle-feeding mothers' needs, by 

including microwave ovens to wann fonnula. 

Unexpectedly, several of the mothers had strong opinions that breastfeeding caused post-natal 

depression. They appeared to attribute to breast-feeding the physical discomfort of breast pain; 

lack of sleep; anxiety from generally not coping; inability to maintain a nonnal sense of 

efficiency; and no time for other family members. They described these effects in breast­

feeding women and noted how they were pleased to have avoided those outcomes. 

The general media, including magazines, were criticised for only supporting and providing 

infonnation about breastfeeding. This contrasts with the findings of Henderson (1999) which 

said ''breastfeeding is painful", "you may need to give up (breastfeeding]", and "babies are 
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wisettled, .. , [and] cry a lot". However, the mothers' discussion of mass media referred mostly 

to their need for practical infonnation, of which there is apparently a scarcity. 

Roughly half of the bottle-feeding mothers. noted that they were motivated to participate in this 

study to advocate for mothers and to provide midwives with an opportwlity to understand that 

the choice of infant-feeding method should be made freely, not to suit a midwife, but to suit the 

mother and her circumstances. 

An overview of their opinions has been provided in this section which has described the 

influences of a range of other people., GP's, health visitors and child clinic health nurses, family 

and friends. This swrunary of Phase One of the study gives me a number of analytical theories 

which will be introduced in the next section, 

Introduction to main themes of study's findings 

The summary above has outlined the interview findings (Phase One of the research). The 

interviewees, by the fact that they bottle-feed in an era where breastfeeding dominalc:s fur 

midwifery, are clients with relationships that cause dilemmas for midwifery ·· this point is 

readily apparent in the main research questions. However, the mothers' pen.pectives, which 

were extremely critical of midwifery, create further dilerrunas that deserve consideration. The 

research questions, therefore, have been broadened to allow investigation of their concerns to be 

incorporated as the main focus of the study. A paradigm of interpretism guides the inquiiy of 

this thesis. It allows for the inclusion of empathetic human feelings, intentions and beliefs 

(Burns & Grove, 1987; Guba & Lincoln, 1985; Leininger, 1985). The findings of the interview 

which have been summarised in the present chapter, are taken up in the following three broad 

themes that emerged from bottle-feeding mothers accounts of their experiences. 

• The mothers' sense of being marginalised, especially by midwives 

Chapter Four describes the ways in which mothers felt marginalised by midwifery's 

attitudes towards them. It describes the negative emotional impact of that marginalisation 

upon the bottle-feeding mothers and discusses some of their coping strategies. It offers a 

constructive comparison of the different points-of-view of bottle-feeding mothers and 

midwives on the ideal client-midwife relationship during the establishment of infant 

feeding. 
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• The mothers' ongoing satisfaction with their decision to bottle-feed 

Chapter Five describes the mothers' "bottle-centric" views on both breastfeeding and bottle-­

feeding, many of which are not widely recognised in the pfofessional literature. It describes 

how concepts of emotions, especially around "bonding", have symbolically meanings that 

have marginalised bottle-feeding mothers. Chapter Six considers the mothers' health 

decision-making processes in relation to how well the current health decision-making 

theories in nursing allow for midwifery to meet this client group's needs. 

• The mothers' concerns about inadequacies in their health care services 

Chapter Seven explicates how developments in policy can account for bottle--feeding 

mothers' perceived inadequacies in standards of infonnation. Chapter Eight focuses on the 

mothers' varying levels of satisfaction with hospital services. The participant observation 

findings of the study',J investigation into midwifery's professional practices and policies are 

particularly pertinent to these chapters. 

The analytical chapters of the thesis encompass concerns from both Phase One of the study, the 

interviews with bottle-feeding mothers, and Phase Two, participant observation of midwifery. 

The thesis aims to interpret the important message from this client-group and highlight 

opportunities for enhancing midwifery services. Given the pro-breastfeeding policies that guide 

midwifery and hospital practices, the decision by mothers to bottle-feed may be defined as a 

problem for midwives. Professionally, midwives face a dHenuna; they are required to "protect, 

promote and support breastfeeding11 by BFHI guidelines, but at the same time they are 

encouraged to empower women and to help them exercise choice and control by NHMRC 

guidelines on patient care. There is no easy solution to this problem. In this context, the study 

is timely in presenting the issues in ways that consider the largely neglected perspective and 

experiences of bottle-feeding mothers. 
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CHAPTER4 • Bottle-feeding Mothers' Experiences of 
Marginalisation Within Midwifery's Pro­
breastfeeding Policy 

This chapter begins to address the most pervasive of all the analytic themes of this thesis 

regarding the sense these mothers gave to their bottle,.feeding experiences - the problem of 

being marginalised. Marginalisation can occur in a number of ways, often unconsciously, 

because institutional practices and discourses aim to naturalise relations of dominance and 

subjugation, privilege and marginalisation (Fairclough, 1995). As such, the tenn "Baby 

Friendly11 from current pro-breastfeeding hospital policies sounds harmlessly neutral, if not 

desirable. What is not immediately revealed in the dominant Midwifery discourse is the extent 

to which baby-friendly policies are 'friendly' to bottle-feeding mothers. Marginalisation 

occurred in the educational and hospital resourcing the bottle-feeding mothers received which 

they felt were not as relevant to their needs as to those of breastfeeding mothers, and 

marginalisation also occurred through the inter-related negative attitudes displayed by the 

midwives caring for the mothers. Therefore, the focus of this present chapter is on the negative 

interpersonal experiences bottle-feeding mothers had with midwives. 

Whilst it is of primary importance in this thesis to understand the perspective of these mothers, 

it is also important to understand and critically interrogate the perspective of midwives. The 

underlying position of this thesis is that pro-breastfeeding midwives are not contrarily or 

opportunistically abusing institutional power in their interactions with bottle-feeding mothers. 

Rather, they are located in powerful institutional discourses and constrained by fonnal policies, 

and often may be unaware of the negative impact they have on this client group. In this regard, 

Patti Lather's rationale for professionals to analyse the discourses that constitute their practices, 

especially their privilege in hierarchies with non-ex.pert clients1
, applies to questioning the 

midwifery profession's attitudes about bottle-feeding: 

[We should be] trying to unleam that privilege •.• not for working through more effective 
transmission strategies but for helping us learn to analyze the discourses available to us, 
which ones we are Invested In, how we are Inscribed by the dominant, how we are 
outside of, other than the dominant, consclously/unconsclously, always partlally, 
contradictorily. 

(Lather, 1991, pp. 98-100) 

Although Lather did not relate this imperative to health institutions, it appears to be wise advice 

for health professionals, because in health care empathy is paramount. 

1 PatU Lather (1991) was examlnlng the poffl'!r relaUonshlps In her field of adult education, and exploring u,e possibHIUas 
of emancipatory pedagogy. However. the sentiment applies well to this thesis' exploration of lhe power relationship 
between health provider and heallh cflent. ln relation to Mid'Mfery's educational role, and ln lhls Instance, ln relation to 
lhe mlclv.tfefy profession's attitudes towards dlenls v.tiose chOlces differ from their preference. 
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.................. ____ ,_,, ______ ~~~~~ 
• 

The present chapter will provide transcript evidence of the sense of marginalisation amongst the 

bottle-feeding mothers and damaged trust in client relations, evident even during childbirth 

experiences, and it analyses mOthers' ways of coping. ,It also discusses why midwives., in 

comparison to general practitioners and .other health providi::rs, were perceived as unhelpful and 

antagonistic towards this client group. The chapter includes a Midwifery perspective, pointing 

oilt that policy directives presently. drive the profession. A final section explicates the 

differences of perspectives in terms of clients' right to choice betwer.n bottle-feeding mothers' 

and Midwives. 

Bottle·feeding mothers' sense of marginalisation. 

The women explained that their decision to bottle-feed was undermined and not given adequate 

support by midwives. Marginalisation as a concept implies being unfairly subjected to fei,~;: 

rights or less importance than a dominant group through the use or abuse_ of power. _ It is . . 

qualitatively different to recognition of being in the wrong, and has greater ramific.itions than a 

simple acceptance of different opinions. 

It is important to note that the general categorising of 'health professionals' is inadequate 

because, many of the bottle-feeding mothers had different positive or negative experiences 

according to the different professional groupings. In general, doctors, especially general 

practitioners (GP's) were found to be non-judgemental and/or supportive of each mother's 

decision to bottle-feed. Most of the mothers' criticism was levelled at midwives, and to some 

extent child health nurses. 

No marginalisation by general practitioners, & little from child health nurses 

All twelve mothers in this study made positive coinments about the doctor with whom they 

came into contact. No doctor questioned these mothers' decisions to bottle-feed their babies. 

The following comments were typical of how the mothers felt happy and relaxed following 

meetings with these professionals. 

frpncine appreciated receiving supportive approvo/and pi,sitive recoqnition from her doctor. 
Francine (08): ... she (doctor) supports you in what you are doing (bottle­

feeding); she never makes you feel guilty, she just makes you feel 
good and that you are coping, I liked her (doctor). 
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Lisa's felt her doctor was supportive in advising her to fjnd what syited her. 
Lisa (11): My doctor was very supportive., he just said fe.e.d he.r (baby) 

whatever wa:-r is best for you, and then you will be. more content. 

Terri felt at ease with her doctor who diifnot question her choice to bottle-feed, 
Terri (12): He. didn't question me. at_ all, I think he. just accepted that this 

was my decision. He (doctor) said ju'st come and su me If you 
have any problems. I felt at l!i.QSe, and felt happy going bock to 
see._him after that, 

What can be seen by the above comments is, that as well as the mothers _reeling supported and 

unchallenged by their doctors, the comments reveal the appreciation by the mother of being able 

to feel comfortable. 

Fewer mothers commented negatively on .the child health nurses' attitudes. Typically, the 

mothers expected to encounter a negative attitude when they_ knew the child health nurse was 

pro-breastfeeding ( often child health nurses teach ante-natal classes, as a consequence ~heir 

reputation is widespread amongst the new mothers). However, mostly they found the child 

health nurses accepting with varying degrees of helpfulness. For example, Lisa reported she was 

afraid to tell her community-based, clinic nurse that she was bottle-feeding: 

Lisa (11): Before we went to see the clinic nurse, ... we were a bit scared to te11 her 
we were bottle-fee.ding ... we were pretty nervous about it actually. But the 
baby was doing well, sleeping well, and everything was going fine. But we 
felt we were letting her dawn. 

Jackie noted her child health nurse did not discuss infant feeding with her. 

J ockie (10): (The child health nurse) never mentioned it, so ... just accepted that that 
Was my choice (to bottle-feed). 

In this case, the absence of any comment was taken to be acceptance. 

These findings serve as a reminder of the need for any health provider to ·provide support of the 

mother's decision and build a good rapport to ensure ongoing consultations should problems 

arise. 

Marginalisation by midwives in particular 

Midwives are in sustained contact with new mothers in hospital at the critical time when infant 

feeding practices are being established. Midwives are also constrained by pro-breastfeeding 

hospital policies. In this context, it should not be surprising to find that the majority of negative 

events described by the bottle-feeding mothers referred to midwives. The BFHI puts the onus 

on the hospital to set target goals for their breastfeeding policy. Although the goals specify 

aspects of the hospital environment, education programs and marketing materials, rather than 
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women's uptake of breastfeeding, the target goals often mean that hospital staff will persist in 

trying to change the mother's decision if she chooses to bottle-feed. Implicit in the dominant, 

professional world-view is the belief that the role of the professional is to diagnose, prescribe 

and treat (Playle & Keeley, I 998). The role of the mother is to comply. Non-compliance can be 

seen as a behaviour that challenges the professional and this Jed to the mothers feeling unfairly 

treated. The findings were that midwives use a nwnber of approaches that the bottle-feeding 

mothers found objectionable. 

Guilt tactics 

The bottle-feeding mothers did not feel guilt about their choice, but they did feel that midwiVes' 

attitudes were meant to make them feel t,ruilty. Terri explained how new mothers are made to 

feel they are 'doing wrong' in their decision to bottle-feed . 

Terri (12): ... if you listen to the midwives, ... they make you feel thot' you are doing 
wrong by choosing battle-feeding. 

Claire also talked about how she was made to 'feel bad' about her decision to bottle-feed her 

baby: 

Claire (06): They make you feel bad about bottle-feeding, like you're not doing right by 
the baby. That's what came across to me when I was in hospital. 

Lisa extended the suggestions that she had made a wrong decision about bottle-feeding to 

feeling that she was being regarded as a 'bad mother'. 

Lisa (11): They look on you as a bod mother because you have decided to bottle-feed, 
as if you are doing some harm ta the baby. But I knew I wasn't because she 
was putting on weight and (she) was a very happy baby. 

Midwifery'.f prejudice against bottle-feeding optio11 

The women felt that infonnation about bottle-feeding was neglected. This was interpreted as 

bias on the part of health-profession~ls and evidence of a lack of support to bottle-feeding 

mothers. The predominantly negative attitudes towards bottle-feeding and lack of useful and 

relevant infonnation from health professionals was seem, at best, as ineffectiveness and, at 

worst, as a fonn of coercion. To these mothers the choices were equal and deserved equal 

consideration and prior training. 

Sandy (09): At the onte-nato' class they should soy there ore two ways of feeding, 
there's breost·t~eding and there's bottle-feeding, and then tell you about 
both. It's okay to say that breast-feeding is better, but they never tell 
you anything about bottle-feeding except to say how bad It is. 

Bottle-feeding mothers' criticisms about the poor quality of infonnation consistently occurred in 

the interviews and itself was a significant strategy in midwifery's marginalisation of bottle-feeding. 
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The mothers felt that no respect was afforded to their choice of bottle-feeding. For example, 

Sandy said it was given second class status: 

Sandy (09): It shouldn't be bottle is the: second doss [choice] ... --. I reo11y feel that 
that's the: woy that ... you wolk into a hospital that's how it's looked at 
And the Nursing Mothers' Association, that's big pressure towards 
breastfeeding, ond how dare you bottle·fe:ed. I'd like to see: it treated as 
on equal [choice:]. 

Many bottle-feeding mothers felt that midwives did not respect or support their choice. Rather 

they were disapproving towards the mother. 

For example, the negative attitude bothered Lisa. 

Lisa (11): A few of the midwives were: not very nice to me when they knew I was 
bottle-feeding ... no, not very nice ot oil. 

It also bothered Claire. 

Claire: (06): So they_ weren't very happy when they knew I was really going to bottle­
feed. Not one person was happy with me. 

Prel·sure to breastfeed 

Several mothers spoke of how midwives tried to force women to breaStfeed. Donna, who had 

been able to resist the pressure with her current baby, told of how she had succumbed to the 

pressure with previous babies. 

Donna (02) (referring to her prior experiences]: They mode me: breastfeed the:'twins, 
I really didn't want to, I stopped when I got home: from hospital. 

Claire felt that the hospital tried to ignore her choice. 

Clc're (06): They asked me what I wanted to do, I think thot was when I went to the: 
hospital first. I soid I wonted to bottle-feed him, and they gave: me all 
these pamphlets on bre:ost-feedirYJ and just said, 'Think about it,', and I 
said, 'No, I wont to bottle-feed him', and they said, 'No. [unclear]' and I 
said, 'No, I wont to bottle-feed', So on the slip they hove they put nothing 
down. They didn't put bottle-feeding they Just left it blank OS if to soy I 
was thinking about it, 

The ib'llOring of Claire's choice at admission to any health provider aware of Midwifery policy 

in relation to the NHMRC Guidelines for Patient Choice (1987) is disturbing. 

The lack of acknowledgment of a client's dC:cision can result in the woman feeling challenged 

and unsupported at a time when she is emotionally vulnerable. Whilst.such effects arc not 

nonnally compatible with midwifery's goals of caring holistically for women and babies, some 

hospitals must be unclear about the point at which hospitals must accept a tl)Other's choice to 
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bottle-feed. This may well be due to the contradictory role of persuasion afforded midwives and 

also due to BFHI policy guidelines that include the baby being put to the breast at birth. 

Criticisms and disapproval of bottle,-feeding 

The mothers felt that their bottle-feeding choice was criticised, and that they were treated badly 

because of it. 

Imogen (01): The midwife said, 'Oh you wont to bottle feed, oh no, you can't, It's like 
yau're not o naturol mother then.' Well no, I AM a natural mother, I'm 
Just not a breastfeeding mother. 

Francine (08): And they make yau feel like because you're not getting thot skin on skin 
contact that you're not bonding. And that's the big thing. People are 
constontly saying that. How con you bond with your baby if you're not 
breastfeeding it, And I soy well he grew inside me for 9 months, I think 
we're bonded (laugh), we're pretty much bonded now. 

The mothers felt unjustly treated. In their view that they did not deserve the negative attitudes 

of midwives in whose care they had been placed. They resented all attempts to make them _feel 

guilty or like bad mothers. 

Case study of emotional impact when values are marginalised 

The following case study illustrates the depth of emotional experience of one mother: 

A key point for practise arising from the case study is that momentary and transitory encounters 

for health professionals become lifetime memories for mothers. 

Jackie (10): A case study 

The single encounter between professlonal and patient can be very important. Individuals are in the 
patient role for only a minute fraction of their lives, yet the influence of these passing, brief encounters with 
the professional world is of prime importance. Unfortunately for Jackie, it was a negative encounter and 
the long-tenn influence of her first negative encounter had a devastating effect on future encounters with 
this very same midwife. 

Jackie outlined the whole process of encounters with the midwife that she first met in the antenatal clinic. 
She felt that the midwife, at the first meeting, made a negative judgment about her decision to bottle-feed. 
This left her lacking in trust for the midwife at subsequent meetings. In this emotional extract from Jackie's 
narrative she recalls how the midwife questioned her values: 

I hod on interview with the midwife at (the hospital name), and she asked me how I was 
going to feed (my baby) and I said that I would be bottle-feeding. And she (midwife) soid, 
'can I ask you why?". And I said, because I was quite successful bottle-feeding my other 
children, and I really had no interest to breastfeed, And then she asked me ogain, 'why?', 
you know, and I said, 'that's all I con really soy'. 
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The imi>lication for Jackie was that she had to justify her values while the midwife, assuming superior 
knowledge, did not have to justify her professional values. 

There is a taken-for-granted notion that when a discrepancy occurs the burden is on the mother to clarify 
her values. Jackie had to justify her decision to bottle-feed. There was an unquestioned assumption that 
the midwife's knowledge of the best way to feed babies reduced the probability that her beliefs were the 
source of the problem. In addition, the inference is that the standards of what constitutes healthy and 
unhealthy actions, that is, breastfeeding and bottle-feeding, are objective and not culturally bound. In other 
words, these standards are value-free. Thus, resolution of conflicting beliefs rests primarily with the 
mother's ability to adapt to the dominant value system, which is breastfeeding. The focus appears more 
about being right rather than being effective. Jackie continued her narrative about this same midwife when 
she met her again in the delivery suite: 

It was horrible, she (the midwife) came in and I thought ... I recognised her from the 
interview, and she came up and she grabbed my hand and she said, 'now, we'll get through 
this (the birth)', because it was really painful and his (the baby's) heart rate had dropped. 
And she (the midwife) grabbed my hand and she said, 'we'll get through this'. And I looked 
at her and I didn't trust her, because she'd questioned me about my feeding (decision). And 
I just ... I didn't say anything, I Just ignored her. 

Trust is a two-sided relatlonship and arises from what health professionals and clients do and how those 
actions are perceived. Good Intentions can be misinterpreted and unsupportive behaviour or comments 
can hinder positive relationsh!ps. Jackie felt an extreme lack of trust for this midwife, at a time when she 
desperately needed the support and expertise of the midwife. Jackie explained this lack of trust: 

I didn't trust t'hat she (the midwife) could get me through it (the birth). Do you know what I 
mean? •. She grabbed my hand and she said, 'okay we'll get through this', Because I was 10 
ems and I had to push as the baby's head was high, ... and I didn't trust· that she would be 
able to get me through It because ... I guess because she was so positive about 
breastfeeding, and so, ... you know, everyone should sort of do it .... and she didn't respect the 
decision I made. And when she said to me, 'I'll get you through this, when you start pushing, 
when we get there I'll talk you through it', ... whatever, I just didn't trust her. 

Visibly upset Jackie continued, 
I thought, 'you won't get me through this', I just felt, ... no, ... I didn't really want her to. And 
while she was in the room, I felt very uncomfortable, but I never said anything. I felt very 
uncomfortable. And I saw her a couple of times on the ward and I ... you know, I'm very jolly 
and happy, and I'd always say hello to everyone, and I didn't wont to look at her, I don'T know 
if I could even talk to her again. 

Conflict has an emotional cost that remains after the battle is over. Win or lose the scars may be with the 
individual for the rest of their life. People affected by conflict constantly refer to the event; it pervades their 
memory as if it happened yesterday. Jackie became visibly upset when she related these events of nine 
months before. 11 was clear that this encounter had an emotional cost for her, damaging her relationship 
with the midwife, and indeed her impression of the midwifery profession, as well as scarring her memories 
of her childbirth experience. 

Coping strategies 

Reactions to negative encounters varied. This chapter has shown how Jackie suffered lasting 

emotional pain following the birth experience with a midwife who she did not trust. Despite 

_such emotional pain caused by the women having to defend their choice agairist current policy, 
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many of the women spoke about how they coped with the perceived antagonism of the 

midwives. Their strategies included reconstructions of good mothering, avoidance, passive 

resistance, standing up for themselves and having others advocate for their rights. 

One of the consequences of encouraging breastfeeding is that -bottle-feeding mothers feel that 

they are told they are doing wrong since they are given little encouragement. This is significant 

because infant feeding is intricately intertwined with cultural and personal notions about good 

mothering. As a consequence, negative messages about bottle-feeding become negative 

messages about mothering. The health message, therefore, became ineffective because bottle­

feeding mothers simply 'dig in at the trenches' and develop strategies to justify and sustain their 

position on bottle-feeding. The outcome is frustrated health professionals' and miserable mothers 

who feel unsupported and who often continue in their plans to bottle-feed. This might be 

classified as a lose-lose situation where neither the health profession nor the mother benefit. 

Reconstructing definitions of good mothering 

The mothers' reactions were to construct their own ideas of good mothering, incorporating the 

importance of bottle-feeding. However, they struggled to do this because they were on the 

defensive against professionally defined care practices for infant-feeding. As Jackie .explained, 

the struggle arose from such external pressure. She knew what good mothering meant to her and 

she wanted to get it right: 

Jackie (10): While I was pregnant with my first, I knew that I did not want to 
breastfeed. So ... I struggled a bit because I knew that the pressure was 
there to breastfeed, and breastfeeding beiMg the best way, but, ... I felt 
that I wanted to bottle-feed, it was very important for me ta be able to .. .it 
was my first time at mothering, I just wonted to do it right. 

Thus they appear to regard mothering in a broad sense that doing it right can include bottle­

feeding. 

Avoidance 

Some mothers simply avoided the battle by quietly ignoring midwives and keeping as silent as 

they could. Francine, for example: 

Francine (08): It's like a little conspiracy secret. I didn't wont them to know, but I've got 
to feed him somehow (laugh). Yeah. You feel like you're kee"ping a bit of a 
secret ,.. it just fe.lt like, ... you know, I was being a bit naughty (laugh) ... o 
bit deviant. I thought they might think tho.t I was trying to get the easy 
way out, but it didn't really concern me that much about what everybody 
thought. It only matters what the baby needs, so I was going to do it 
(bottle-feed) anyway. 
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Francine talked about how she felt she was deviant, although it did not appear to upset her too 

much since she was light-hearted in her reiiponse. 

Passive resistance 

However, when lay determination encountered professional imperatives and hospital breast­

feeding policies, the outcome was sometimes passive resistance. Women complied with breast­

feeding in hospital ,only to change to bottle-feeding when regaining autonomy in their own 

homes. Earlier in the chapter Donna was quoted as doing just this with her previous newborns, 

and Penny was quoted as having heard many stories of women doing this. 

Standing up for themselves 

Mothers in this study were aware of the possible coercion they could face and this made them 

all the more adamant that they would feed their baby the way it suited them. They had made a 

conscious decision to bottle-feed. Natasha, like all the other mothers, was very definite in her 

decision: 

Natasha (05): I know there's a lot of pressure here (Australia) to breastfeed, and that 
would nearly make me go the other way and really stand up and say I'm not 
doing it, and I· don't want to do it and nobody's going to make me do It 
either. It just was never really a choice for me, I never considered 
breastfeeding. 

The classification of Natasha's response as resistance or opposition depends somewhat on the 

perspective taken; from her point-of-view she was being self-determined and positive in her 

choice to bottle-feed. Nevertheless, in the hospital context, resistance or "standing up" to 

authority was often a necessary strategy to sustain the personal choice to bottle-feed. 

Use of advocates 

For some, use of advocates became necessary, as Imogen indicated. She gained lhe support of 

her baby's father and her doctor to overcome the pressure from the midwife to breastfeed: 

Imogen(Ol): Well, the midwife thot was in the delivery room, she said, 'do you want to 
give him a feed?', and I said, 'no, I don't, I'm bottle-feeding'. And then I 
think it was (baby's father's name) who said again, 'she's going .to bottle­
feed', and that's when the midwife said, 'well, have you thought about that, 
do you know the advantages of breastfeeding?'. Then the doctor (nome) 
who was stitching me said, 'no, Imagen's made up her mind, she's bottle­
feeding'. 

In sununary, the mothers' reactions to professional negative attitudes and negative encounters 

were reconstruction of good mothering, avoidance, passive resistance, standing-up for 

themselves and having advocates to defend their decision. The reactions to some of these 
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encounters with health professionals left some mothers lacking in self-confidence, but because 

many of these women were self-determined they were unpersuaded by the many negative 

events. However, the women were left on the outskirts of midwifery care and lacking 

confidence, not in themselves but in the he11.lth professionals' ability to care for, and support 

them. 

International differences 

The importance of this study is that it explores a particular zone of the line drawn in battle 

between professional and client interests. One implication of the findings of this study is that 

Western Australian bottle-feeding mothers face particular difficulty in their detennination to 

exercise choice in infant feeding practices. Some of the mothers with international experience 

noted the strength of the breastfeeding messages in Australia. Sandy had experience of 

midwifery care in each of the United Kingdom and Australia. 

Sandy (09) There's a big thing going on towards breastfeeding over here, (in Australia) 
whereas in the UK it doesn't seem to be so forthright ... really the 
midwives here ore very pushy ... trying to make everyone breastfeed. 

Natasha gave further evidence of this different international experience. 

Natasha (05): In Ireland all my family bottle-feed their babies, so no one even asked me 
how I was feeding her (the baby). It seems there is such a push for 
breastfeeding here (in Australia), but they wouldn't need to push me 
(la,gh). 

This international comparison suggests the influence of local culture on professional care 

practices. Although the WHO Code was the result of international effort and pro-breastfeeding 

policies apply globally, Australia is noted in the literature for having comparatively high 

breastfeeding rates for developed countries (Hauck, 2000). Another relevant contextual point is 

that attitudes towards infant feeding change over time. Even during one of the most marked 

periods of pro-breastfeeding attitudes, the use of artificial feeding has not been eliminated and is 

the method of choice of a sizeable minority of about 23% of new mothers in Australia. In brief, 

policies and practices are culture-bound as well as evidence-based. What is made culturally can 

be changed culturally. Policies and their implementation are not illlmutable. 

Comparison of different points-of-view in relation to feeding choice 

For midwifery, having a strong policy directive with support ma1erials, such as the BFHI, is a 

useful step for developing professionalism. The prospect of having accrediting power has also 
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been welcomed as an opportunity for the profession to establish its goals in hospitals. The 

negative outcomes described in this study are, in general, an unintended consequence of the pro­

breastfeeding stance. 

A particularly common label applied to patients in health care settings is that of compliance. 

Many professional health promotion messages favour personal responsibility in decision­

making. The paradox is that what is really expected is compliance with health infonnation. 

Failure to do so is interpreted as non-compliance. Bottle-feeding mothers are not compliant1' 

but they are self-detennined. What is important here is that mothers who choose to bottle-feed 

are labelled non--compliant (Marsch, 1998). Defining and assessing compliance in health care 

has been defined as "the extent to which the patient's behaviour coincides with medical or 

health care advice" (Haynes, 1979, p. 2). Fletcher (1989, p. 453) puts it in a more simplistic 

form, suggesting that compliance really means "patients doing what the health professionals 

want them to do". The tenn •coincides' used in the definition offered by Haynes (1979) seems 

less judgmental than the language used in the definition by Fletcher (1989) which emphasises 

the power relationship between health professionals and patients. Despite the differing 

tenninology used, the issue of power is central to the definitions. 

Moore (1995) suggested that mothers, who were non-compliant with professional advice and 

pressure, leave health care professionals feeling exasperated and concerned. Waller and 

Altschuler (1986, p. 492) described such mothers as having 'thwarted the best medical efforts to 

help them'. Davis (1968, p.274) reinforced this professional view implying that the mother was 

to blame for not following professional advice. The literature (Bark.lay, 1994) focuses on how 

the health professional felt in these situations. The mothers1 feelings were not discussed, 

Common tenns used to refer to mothers who do not breastfeed include: non-adherence, non­

compliance, failure, refusal, unwillingness, reluctance, and non-cooperation (Fawcett, J 995). 

In Australia, administrative hospital policies set target~ for the number of new mothers who 

leave hospital breastfeeding after the birth of their baby. This raises a number or interesting 

questions about parental autonomy in deciding infant feeding practices and professional control. 

There is a view that health professionals have been accorded a powerful, pivotal role in 

institutions (Saks, 1983) and that there is a constant need to consolidate professional status. 

(Freidson, 1970). Power accorded to health professionals gives them the authority to define the 

mother as a client or patient, and to detennine what is best for her. In brief, the professional 

1 Strictly speaking, bottle-feeding mothers merely pose a "problem• for midwifery by not taking up !he profession's 
preferred advice, However, since bottle·feeding ls a legal opllon, those clients are simply difficult, a disappointment and 
someUmes accepled. "Non-compliance" ls a term more often applied to extreme cases where people are not protecting 
themselves against Immediate and serious health risks, such as not adequately caring for post-operative wounds or 
refusing medicine ror severe mental illnesses. Occasionally, debates are sparked but rarely progress over more 
nebulous concepts of non-compl!ance, such as proposiUons to refuse health care to obese people or smokers. 
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judges the appropriateness of the mother's infant feeding decision thereby undennining her 

autonomy. Where the focus is on the mother's behaviour as being problematic, and the 

implications are that it is because she has chosen to bottle-feed, this interferes with the 

midwives ability to provide good health care because not all mothers share the same values, or 

find themselves in similar contexts. 

It was obvious from the findings of this study that there were many episodes of powerful 

relationships between mothers and health professionals, invariably, the professionals were in the 

dominant role. However, the interesting thing is that these mothers were not influenced by the 

power of the professionals to alter their decision to bottle-feed. These women were strong in 

their own knowledge. In this context, the concept of 'knowing' is interesting as many mothers 

in this study said they knew that bottle-feeding was right for them. This knowledge arose from 

their understanding of their own personal space (Hunt, 1994) and how bottle-feeding would fit 

into that space, The concept of one knowing oneself best is integral to self-responsibility. What 

is at stake here is the direction that self-responsibility takes. The problem occurs at the 

contested boundary between an individual's choice and policy that seeks to direct that choice. 

There are many policies to which midwives should adhere, in addition to the BFHI. One that 

outlines five basic patient's rights is the National Health and Medical Research Council 

(NHMRC)'s (1987) guidelines. For illustrative purposes, the differences in point-of-view of the 

mothers' and midwifery's will be compared in the following table in terms of those guidelines: 
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Table I 
Differing perspectives on client/midwifery relations regarding infant-feeding choice 

i:i,tiil: O,Miw;-{liO,YJ!~::,.;,_:y..,;,, :·: .,,,;:i-,,·i. ·-.· :- ·., ,., ' .. ,.' ',, ·:.-c"•'' '.', . :·:;' ,: .-. ·: .. ;,-:, tf::-;;(1;}.i,~,ffl 
•• ' ., ; .• g .•• ••• ,~ .- ...... . 

NHMRC 
Patient Choice' D.o.v.3 Bottl .. feedlng mothers' p.o.v.4 Midwifery's p.o.v. 

Cholcn In health care 0f fl"i::W,e, 'pstg' ba:sb.dg. the Mlttle,s wl not be able to make an 
choice of botUe-feeding is mis- informed choice until we have 
represented as being uncaring, explained the benefits of 
non--.iable, and at......ays a health risk. breastfeeding and the risks of 

botlle-feedfng5
• 

The right to bt Informed Mothers have a right to be given w, have a duty to Inform 
full Information about both options, mothers that breast milk is best. 
breast aod bottle. Midwives It is detrimental to publlc health 
should support mothers' choices 
and should assist bottle-feeding 

to display the ft:xrrua ca,..-ies' -· mothers to cope optimally, not just 
breastfeeding mothers. 

.The right to aalely Compared to the ante-natal focus Every maternity hospital has a 
on breastfeeding, bottle-feeding ·care Plan fo, Post-natal 
mothers are not sufficlenUy trained Mothers• whereby essenUal 
about formula and sterilising basics must be taught before 
bottles lo be really confident discharge, and there Is a section 
Breastfeeding mothers ... not for bottle-feeding education that 
routinely taught how to prepare Is taught to bottle-feeding 
formula. mothers. 

The right to be heard once the choice to bottle-feed is Strict guidelines ensure that all 
made, midwives should respect patients receive adequate levels 
our reasons for dec!ding it suits of care. Midwives follow WHO-led 
us, and respect 01,r experiences professional volley to promote 
of coping well with our babies. breastfeeding . 

The right to redrua Mothers In this study did not Aiming to be "Baby Friendly", our 
discuss issues blll they did priority Is to promote Infants' 
complain of teaming about rights to be given optimal 
formula by trial and error due to nutrition. BFHJ goJdellnes 
poor Child Health Clinic advice require that only necessary 
about formula, This was revealed information about formula Is 
when q1ven advice at the provided to those who need to 
chemist.. . use It. 

This comparison highlights how bottle-feeding mothers have an expectation that they have a 

right to be provided with full infonnation about both breastfeeding and bottle-feeding and to be 

supported in their own choice. Most of their criticisms stemmed from these unmet expectations. 

3 The NHMRC's Point of View column lakes the five main points from NHMRC (1987) guidelines for patient choice. 
• The Bolde-feeding Mothers' Point of View column reconstructs some Issues arising In !he Interview data. Each Issue is 
fully lllus!fated and discussed at various points of the thesis but not necessarily In this present chapter. 
! The Midwifery Point of View column Is a re·conslructlon of various policy documents. This point-of-view on Patient 
Choice Is taken from: WHO/UNICEF's Ten Steps lo Successful Breastfeeding. 
8 WHO lntematlonal Code of Marl<eting ol Breast Miik Substitutes. 
7The BFHI slogan Is to "Promote, protect and support breastfeeding". 
! Pubflc criticism of the BFHI por1cy occurred more widely when it was new. For example, a UK editorial In 1996 In 
Nursing Standard argued, 

[An] area that must worry nurses and midwives is that they could well be breaching the UKCC 
Code of Professional Conduct by withholding important infom1allon. If a baby became seriously Ill 
or died because the mother did not have the necessary Information about fom1ula feeds Who 
would be responsible· the [BFHIJ trust or the lndlvldual health visilor? 

... Nurses, midwives and health visitors are professionally accountable as Individuals • 

... Whatever good Intentions are behind the Baby Friendly campaign, the drive towards 
breastfeeding has gone too far. 

(Casey, 1996, p. 42) 
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The policy driven stance of Midwifery, when considered from the perspective of bottle-feeding 

mothers, aims to narrow the options of mothers towards only choosing breastfeeding, and 

postpones taking a mother's choice of bottle-feeding as a definite decision until as late as 

possible, usually undertaking basic bottle-feeding training in a post-natal risk-management 

style. As such, disapproval and negative attitudes of professional to client are the likely result, 

and this can be very upsetting to bottle-feeding mothers and damaging to their rapport with 

health providers, as this chapter has shown. 

The evidence so far has demonstrated the ex.tent and nature of bottle-feeding mothers' sense of 

marginalisation which rested on their assumption that the differences between bottle-feeding 

and breastfeeding were not sufficient to make their choice wrong. They perceived everything to 

be organised to suit breastfeeding. This not only put them at odds with health professionals in 

whose care they were placed for child-birth, and meant they received considerably worse 

service than the breastfeeding group. 

Conclusion 

This chapter has documented concerns by bottle-feeding mothers that they are marginalised by 

the negative attitudes of midwives towards them. An examination of professional directions 

such as the BFHJ policy documents would suggest that the promotion of breastfeeding has 

indeed resulted in a lower prirJrity being given to developing services for this group of clients, 

even though they have been a fonnally researched group of arguably non-compliant clients. 

Many professionals might consider this to be an inevitable result of continuing attempts to meet 

the WHO breastfeeding targets of90%. However, in a democratic and egalitarian society such 

as Australia, and within caring models of nursing, the implications for the midwifery profession 

is that marginalising any group may be unacceptable because within the Australian health care 

system, midwives are the health-care-providers with responsibility for establishing all infant 

feeding. 

The implication is that more complex. professional strategies, models and guidelines may be 

needed to cope more sensitively with clients choosing to bottle-feed. In order to achieve this it is 

important to understand the decision-making process that led mothers to bottle-feed. This is the 

subject matter of the next two chapters. 
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CHAPTER 5 • The Mothers' Bottle-centric 
Comparisons of Breastfeeding and 
Bottle-feeding 

It is of concern in Midwifery that, despite advice to breastfeed, many women still choose to 

bottle-feed. Typically the focus of research into this concern is on 'deficit' theories suggesting 

that women who choose to bottle-feed are lacking in some way. Factors identified have 

included intelligence, lower levels of education, being unmarried, smoking, or being young and 

immature. Recommendations arising from deficit theocy research nonnal feature the need for 

better persuasion about the benefits of breastfeeding and the risks of bottle-feeding. However, 

in such studies usually the goal is to analyse the mothers' faulty reasoning. From those deficits 

which get identified, researchers then propose interventioru to educate mothers, or fathers or 

young girls and boys, so future clients can meet their needs in more appropriate ways • that is, 

complying to their advice by choosing breastfeeding rather than bottle-feeding1
• In 

contemporary Midwifery literature on infant feeding, both pro-breastfeeding2 and pro-choice) 

publications have referred to such research as victim-blaming. Women are either too stupid, too 

ignorant or too selfish to do 'the right thing'. What they need is better marketing of breast­

feeding. The Australian College of Midwives Incorporated (ACMI)'s professional Midwifery 

journal, like its overseas counterparts, frequently carries editorial opinions, letters and some 

research articles that openly or subtly support the marketing approach4
• Positive discussion 

about the Baby Friendly Hospital Initiative (BFHI) has regularly been published in the ACMI 

journals. Indeed, recently an additional ACMI newsletter has been produced, called the BFHI 

Australia News, that is entirely promotional in the sense of it acting as professional 

development for the hospital policy. 

The present study, however, considers the perspective of bottle-feeding mothers by really 

listening to them, and argues that the mothers in this study proffered some important 

considerations about their choice to bottle-feed, which are rarely reflected in the recent 

professional literature. Bottle-feeding mothers' experiences left most of them feeling frustrated 

1 For example, Curdle (1996. p. 166) IM'Ole, "In Just over 20 years, most peoples' attitudes to smoking and to Jrlnk· 
driving have moved from r.omplacency or indifference to posltlve condemnation. The challenge for us Is to tum around 
the negative atliludes to breastfeeding In our society: 
, In recenl Austral!an literature, for eKample, Maureen Min chin has menUoned the problem of such deficit models ol 
mothers, claiming thal In fact It Is professionals v.tio are at fault for not properly rllormilg mothers In not wanting to 
make them feel guilty about bottle-feecl\ng. Sarah Staffer Hrdy (2000) details this Issue with examples of researchers' 
so-called wisdom being shaped by and shaping ol ldeologles of motherhood. 
J In recent Australian literature, Leslie Canno1d (1995) criUques the deficit model of botUe-feedlng mothers, claiming 
many mothers have good reasons to choose botUe-feedlng that get overlooked. 
• The marketing approach to breastfeeding typically occurs In Its promotion from editorials to letters. However, the 
slightest hint of botUe-feedlng mothers having needs will fyl)lcally spark responding letters defending breastfeeding and 
often expressing outrage. 
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that the midwives who cared for them seemed to be oblivious to their perspectives and needs. 

For example, Sandy described how she felt ignored: 

Sandy {09): They (Midwives) make you foel that you are second class, they 
never consider why you might have chosen bottle-feeding. 

The sense of being unheard (or heard but always considered to be wrong) is one dimension of 

how bottle-feeding mothers felt marginalised by dominant Midwifery discourses. 

This chapter will examine some key terms about infant feeding that frequently occur m 

ideological battles over which is the correct way to feed infants. Then the mothers' bottle-centric 

views of the disadvantages of breastfeeding and advantages of bottle-feeding will be described. 

The final section of chapter will investigate and theorise the mothers' beliefs that bottle-feeding 

leads to enhanced father-baby "bonding" and involvement. 

Nebulous, slippery concepts in infant feeding discourses 

Current and historical concems about infant feeding go beyond nutritional concerns. Medical 

and biologic reason:. for breast-feeding (Hartmann, 1997) are especially well established in 

Midwifery discourse. For example, the antibodies in breastmilk enhance babies' ability to resist 

infection (Howie, Forsyth, Ogston, Clarke & Forey, 1990). This generalisation is now 

complicated by the transmission of HIV I AIDS through breast milk. Further, in lactating 

mothers, the release of oxycontin minimises postpartum blood loss (Du v Florey, Leech & 

Blackball, 1995; Newcomb, Storer & Longnecker, 1994). Nevertheless, in a society with high 

standards of medical care, to some mothers the balance of risks and benefits on medical grounds 

still points them towards opting for bottle-feeding. 

Other key areas of concern in infant feeding encompass emotional and interpersonal relational 

aspects. However, these aspects of health are removed from direct observation. As a 

consequence, there is considerable scope for dogmatic assertion about what is taking place in 

regard to total health. Several of the bottle-feeding mothers in the study were frustrated that 

their babies were obviously thriving by observably gaining weight and being content, yet they 

felt that their success was overlooked by midwives and wider society who continued to regard 

them as not giving their baby the best. Midwives know that oxytocin dilates blood vessels 

creating the pleasurable glow that in breast-feeding women which can reinforce their feeding 

efforts. This has led to cultural beliefs about this being the ingredient of mother-love (Blaffer 

Hrdy, 2000). However, many mothers have sufficient confidence in their resolve to care for 

their infant and to develop the appropriate emotions without such biologic reminders. To the 
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mothers in this study successful interpersonal relationships were very important, but they 

regarded involvement as the key. 

Another key concern in infant feeding, that may sound quaint, is morality. Whilst the word 

itself was not raised by the mothers, as a concept, it penneated their perceptions. There were 

underlying moral judgements in how they felt about bottle-feeding as well as their experiences 

of midwives' and other people's attitude towards them, and in what they said about mothers that 

breastfeed. The field knowledge of infant feeding raises such issues in a number of ways. For 

example, the pairing of guilt with bottle-feeding mothers' feelings occurs and re-occurs in the 

literature, blame is debated and reassigned, surfacing Jess as sound reflections of data and more 

as an indicator of heated opinion and ideology. 

An overview of the literature matched with those concerns raised by the mothers sugg1;sts that 

several key concepts relevant to emotional and interpersonal relational aspects of infant feeding 

frequently occur. The issues of bonding, attachment, emotional needs of the parent and morals 

in infant feeding choice are inter-related, and will now be outlined. 

Bonding 

Bonding is a contentious issue, but it was a term used by the mothers that had meaning for 

them. The consistent manner in which it was discussed fonned the basis for this study's finding 

that it was a shared belief amongst the mothers. The tenn has wide popular usage, even amongst 

many health professionals who often speak of nebulous issues such as maternal instincts or 

mysteriously powerful mother-love occurring instantaneously following birth. However, even 

Maureen Minchin warns against the use of "the hypothetical bonding period" suggesting that it 

is a "useful but unscientific concept, very useful in its day" (1985, pp. 173-174), and quoting the 

following: 

Early experience, far from being a// lmporlan/, is no more than a link in the 
developmental chain, shaping behaviour less and less powerfully as age increases. 
Contrary to a variety of strongly held beliefs, there is no clear-cut evidence that events 
around and soon after the Ume of birth can readily or seriously distort either the 
development of the Infant's personality or interfere with the growth of maternal love and 
attachment. 

(Sluckin, Herbert and Sluckin, 1983, cited In Minchln, 1985, p. 173) 

Sarah Blaffer Hrdy vividly critiques the ideological drives behind research into human theories 

of maternal instincts, and describes scientific evidence of bonding as: 

(Being] derived from studies of sheep and goats, whose mothers Imprint on their smells 
while licking off the amnloUc fluid right after birth .... None of the research on bonding 
came from primates, who are far more Hexible in this respect. In stark contrast to 
primates, sheep are intransigently discriminating about which babies they will accept. 
Unless the baby smells Just like the baby whose scent the mother imprinted on moments 
after she gave birth, she rejects all overtures. 

(Blaffer Hrdy, 2000, p. 487) 
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Bonding has come to be used in terms of infanu, bonding with their mothers. More recently, it 

is used in terms of fathers 'bonding' with thei,r children. This is discussed by Barclay and 

Lupton (1999) who describe it as a recent discourse ofwestem society, central to some men's 

symbolic meanings of 'new fatherhood' along with ideas of 'being there' and 'involved 

fatherhood'. 

The mothers interviewed for this thesis do not support notions of "bonding·1 in its strictest sense, 

which is that chemical imprinting during early lactation is essential if a human mother and baby 

are to fonn a close attachment. Blaffer Hrdy offers a similar critique of the notion that there is a 

"critical period" for so-called bonding to take place. There is some evidence that the rare cases 

of "at risk" mothers, not especially capable or commitkd to caring for their infant, fare better in 

d~veloping the commitment if contact is not delayed more than 72 hours. However, while early 

contact may be helpful and is preferable, in nonnal and stable mothers delayed contact does not 

preclude or limit the development of appropriate emotions for maternal caring. As such, the 

theory of bonding as a time-limited effect of breastfeeding essential to developing proper 

maternal feelings in humans has not been proved. However, as the mothers in this study used it, 

bonding has come to stand for the fanning of special emotionally close relationships and this 

can be achieved as much through bottle-feeding as breast-feeding. 

Attachment 

Despite confusion in the use of the word bonding, something less dramatically sudden and more 

sustained is considered to develop the special feelings between mother and baby. It is tenned 

maternal attachment behaviour, or shortened to 'attachment'. 

Bowlby (1958) in the late l 950's early 1960's suggested that satisfaction with breastfeeding 

fostered closer mother-infant ties. He conducted the classic studies of maternal eye-contact 

during breastfeeding in the first months of a baby's life. With ongoing research, it turned out 

that achieving successful mother-infant attachment was more varied than Bowlby at first 

realised and not necessarily reliant on breastfeeding, and Blaffer Hrdy suggests that Bowlby's 

most relevant contribution was to define what is important in the superseding theory of 

attachment. He identified commitment and security as the most important factors: 

A securely attached infant is an Infant secure about his {film world In general, present 
and futura. A secure infant Is far mora comfortable, even in his mother's absgnce, than 
an infant In doubl about his mother's commitmenl 

(Blaffer Hrdy, 2000, p. 534) 
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There is a biologic basis shared by all mammals for a symbiotic mother-infant feeding 

relationship to develop. However, humans have the capacity to develop equivalent mutual 

social bonds such as through adoption. Those social bonds are also symbiotic, not only from 

the mother's drive to nurture the infant but also in the baby being "cute" and responding to care 

(Blaffer Hrdy, 2000). Klaus and Kennell (1976), the more contemporary authorities on 

maternal attachment, also identify that sustained conhlct rather than breastfeeding is the key 

variable for success. The mother gets to know her infant by repeated returns to enact care, and 

the child feels secure that the mother will provide care ollen coming to display behaviours of 

enjoying and choosing the mother, and arguably 'needing' her, above all others. 

Variations of the maternal attachment theory developed along the lines that infants' emotional 

attachment depended upon breastfeeding. Some implied that infants learn to trust their mother 

only through breastfeeding and if they are not offered the breast they can tell that their mother 

does not love them. Martone and Nash (1988) describe how public sentiment tying bottle­

feeding with deficient mothering behaviours became so strong that in the early I 980's a Task 

Force on the Assessment of Infant Feeding Practices and Infant Health issued a statement, "a 

mother should not feel that she is doing psychological harm to her child if she is unable or 

unwi!!i,.;g to breastfeed." 

Involved mmhering compared to non-involved mothering is the important difference regarding 

the success of attachment. If there is such a thing as bonding in humans its function is 

reciprocated emotional "attachment". Breastfeeding and or early contact may be helpful for this 

but neither is essential, whereas positive, involved and sustained conlact is essential and is the 

key to successful attachment. 

The late 1980s marked a high point of optimism for breastfeeding advocates, and studies 

compa1ing postpartum attachment behaviour in breastfeeding and bottle-feeding mothers were 

attempted. It is notable that some of that professional literature suggests that mother may be 

negatively affected if pressure is applied by health professionals proposing a particular feeding 

method. For example, Martone and Nash cautiously presented their finding that: 

Overemphasis on either feeding method by health professionals and others tends to 
create additional stress for mothers who are trying to form relatlonshfps with their 
newboms ... health care professionals can best promote matemal-lnfunt attachment by 
supporting a mother's chosen method of feeding. 

(Martone & Nash, 1987, p. 213) 

It is in relation to the concept of attachment that much of the attitudinal marginalisation of 

bottle-f~ding penneated the experiences described by the mothers. It appears that the notion of 

attachment through breastfeeding can be twisted to imply that the reverse happens in bottle-­

feeding. Usually false assumptions are drawn or persuasive arguments are developed that 
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typically bottle-feeding mothers love their babies less, and may even go further to suggest that 

typically bottle-feeding mothers will reject or abuse their off-spring. As Martone and Nash 

point out, despite official debunking of the notion that bottle-feeding is equated to bad 

mothering, the link between enhanced attachment and br~stfeeding remains a strong belief. 

Emotional needs of the parent 

Breastfeeding is argued to be emotionally satisfying to both mother and baby. That the mother 

develops her own emotional needs for contact with her child and receives physical pleasure 

from the relationship is applauded. The socio-biologic explanation is of oxytocin Jet-down being 

reinforcing to the mother, to the extent that she becomes addicted to caring for the infant for 

whom she develops instincts and feelings of life-long, unconditional Jove. However, when it 

comes to bottle-feeding, the focus on emotional needs is often a denial that the baby can be 

emotionally satisfied due to being deprived of the breast and the mother's real love. In such anti­

bottle-feeding views, there is frequently too little sympathy for the mother to even com.ider that 

she has emotional needs. Discussion about emotional needs in relation to people deemed to have 

made the wrong decision nearly always introduces a moral judgement concerning whose needs 

are primarily being met and whose are subjugated. Suspicion is cast on what selfish, neurotic or 

sinister motives must underlie the emotional needs of parents who, by preferring to bottle-feed, 

allegedly place their needs above those of their babies. 

Maureen Minchln's work is typical in regard to her pro-breastfeeding stance that infers unless 

parents breastfeed, they will be incapable of forming proper emotional relationships with their 

infants. Postmodemism has a technique of 'de-constructing' powerful discourses, to show them 

as fictions or effects of ideological positions more than representing the truth of objects. An 

analysis of nebulous concepts such as emotions and needs will be applied to the following 

paragraph of published literature. 

1. In the area of psychological effects of breastfeeding we should mention other family 
relationships. 

2, No one suggests weaning In those rare cases where other chUdren feel left out when 
the mother breastfeeds. 

3. Rather, they suggest pracUcal ways for the mother to cope without excluding the 
siblings. 

4. But If a father has problems with the fact of his partner breastfeeding, or If the 
mother's sexual urge Is diminished, weaning Is au too often accepted as reasonable. 

5. Such people need help to change. 
6. They are adults who have (we hope) chosen to be parents. Having done so, they 

have undertaken a responsibility to another person, their child. 
7. I personally believe that no adult has the right deliberately to put hlo/her wishes ahead 

of a child's most basic needs. 
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8. and breastfeeding rs a basic need. 
9. Adult sexual gratification, or male jealousy and Immaturity, is not a good enough 

reason to deprive an Infant of the only suitable food for the first half-year. 

(Mlnch!n, 1985, p. 175, numbering added) 

The following analysis will show that claims are made very easily about unobservable issues 

such as emotions. The various accusations :nade about people's emotions may seem natural but 

are actually cultural construction. They do not reflect real evidence about the people, but are 

developed through the author's opinion and moralising statements. 

1. Linking psychological effects to breastfeeding already sets in place the prejudice against 

bottle-feeding. The opening sentence suggests that a broad general topic will be discussed, 

which is family relationships. 

2. That the mother should meet the infant's needs to be breastfed above previous children's rare 

feelings of being left out is established. 

3. The small problem of the rare ill feelings of siblings in #2 is removed by slipping into being 

easily solved in practical ways. Without saying so, that strategy suggests that in good 

breastfeeding families all the emotions are stable apart from some rare and easily solved 

childish fears and mothers cope. It hides the fact that in reality, however, not all 

breastfeeding households are calm. 

4. Without even mentioning the words preferring bottle-feeding, a dramatically contrasting 

picture is given of those families. The discourse introduces some well known topics from 

the field about how new parenting can involve temporary disappointment about changes in 

adult partners' intimate relations, and assumes a situation of the father wanting more sex 

than the mother wants to give. Notice the contrast with #3, so that the discourse assumes 

that parents who do not want to breastfeed are much less happy and experience problems 

with their sexual relationship, without pointing out that is not the case for all people who 

want to bottle-feed. The word weaning evokes an image of a distraught baby and there is 

no mention of the possibility that some babies find fonnula milk quite satisfying. 

5. The parents1 believed emotional problems are now further alleged to be abnormally deep­

seated. The construction, in the best of Freudian traditions, is that the bottle-feeding choice 

was not discussed as ordinary parents who feed differently, but instead was introduced in 

terms of the author's opinion as an emotional issue through creating fictional sexually 

imbalanced parents. To claim people need help is to suggest their emotional problems are 

so bad they caIU1ot be resolved alone. 
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6. From this point, bottle-feeding parents are being constructed as entirely sinister, as the focus 

changes from emotions to moral judgements. Instead of talking about them as nonnal 

people who do provide for their baby by buying and preparing fonnula, their choice to 

bottle-feed is discussed as forgetting their responsibility as adults. 

7. The author positions herself as upholding high principles, as someone who defends the child 

against the adult Once again, the author's construction is denying that bottle-feeding 

parents feed and care for their children. 

8. Asserting an opinion to back up previously falsely premised assertions does not make the 

author any less incorrect, but it might make her sound right. Nevertheless, what is hidden is 

that being fed is a basic need and bo~tle-fed babies do get fed. Thus it is an opinion not a 

fact to call breastfeeding a basic need. 

9. The fact that a baby may be fed fonnula milk is denied by not being mentioned except 

where discussed as the author's opinion of the baby being deprived. To call it that, twists 

the meaning of deprived Children who would get too little or no food, and it is misleading to 

describe breastmilk as the only suitable food. In the final sentence, the fonner unfounded 

facts about the emotions. of bottle-feeding parents are reiterated in another fiction. 

Disguised as a wise comment about moral values, the author prioritises the importance of an 

infant being able 1,o brealfeed for six months against adult sexual and emotional traits. 

Thus, if the fic::tion,'succeeds in its work to hide the fact that bottle-feeding can be nutritious 

and to hide th!::, fact that preferring it is not a mental illness, crime or mortal sin as 

apparently alleged, it is almost impossible not to feel appalled about bottle-feeding parents 

by believing what she describes. The sentence suggests that parents who think 

breastfeeding is a problem are so immoral they think that wanting adult sexual gratification 

is a good enough reason to deliberately deprive a child of suitable food for half a year. This 

cons1ruction is. not describing nonnal bottle-feeding parents, but it is very sinister in 

pretending that it d\1es so. 

The deconstruction illustrates how the allusions to emotional problems, underlying sexual 

issues, and other aspects of parental selfishness made by the author did not arise from clearly 

reporting research findings but arose simply by being placed into her argument. They ar.! an 

outcome of an exercise in ideological mythologising rather than of real ob::i.:rvation of parental 

emotions and needs, or of bottle-feeding facts. The deconstruction should alsc. show the power 

of discourse for perpetuating myths through a compelling mixture of salacious detail and 

moralising. As such, it is the published literature that is sinister, not the topic of bottle-feeding 

parentB. It is deceptive and marginalises people who bottle-feed. This deconstruction, in 
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refuting such opinions and moralising statements, re-opens the possibility, that is better aligned 

with research, that all committed parents, whether they breastfeed or bottle-feed. have quite 

similar emotions towards their babies and similar problems in adjusting to changed family 

relationships. 

Morals in infant feeding' choice 

Morality is pertinent to the field in a range of open and subtle ways. It has immense relevance 

to forming opinion and promoting directions for professionalism. For midwives, the imperative 

to be caring carries with it a concern to know what is the right thing to do. This section suggests 

that morality is yet another nebulous, slippery concept that is applied to the contested domain of 

infant feeding. 

A pertinent ex.ample to this study's findings is that Midwifery moralises about mothers who 

choose bottle-feeding and about what the father should be doing. Earle's discussion of mothers 

wanting to involve fathers in feeding the baby accords with the patterns in this study's data: 

The data suggest that the role of the father is becoming increasingly significant In 
women's baby-feeding decisions. 

(Earle,2000,p.328) 

Yet she dismisses her interviewee's stated desire for fathers' involvement in bottle-feeding as a 

1ustification' (that is, claiming a morally good reason for having chosen to do something wrong 

or immoral). Earle referred to a particular pattern found in her study's data: Many bottle­

feeding mothers would say something about Breast is Best substantiating it with reasons during 

pregnancy but then choose to bottle-feed which, in follow-up postnatal interviews, they 

explained as their having wanted to involve the baby's father. Earle's analysis develops a 

modernist argument about the women as behaving in inconsistent and irrational ways when 

choosing what they know is the 'bad' option of bottle-feeding, and the following demonstrates 

her dismissal oft he desire to involve the father: 

Other studies have also pointed out that women can justify their decision to bottle-feed 
by suggesting that lt ls a way In which to involve the father ln the baby's care {Murphy, 
1999). 

{Earle,2000,p.328) 

Earle's data collection methods and data from bottle-feeding mothers are similar to data in this 

study. Her findings fit closely to something I had anticipated finding. That is that bottle-

90 



feeding mothers felt guilty. Instead, they felt marginalised by midwives wanting to make them 

feel guilty'. 

In the present study, differing markedly from the dominant Midwifery approach, the bottle­

feeding mothers' expressed desire for the role of the father 'bonding' is analysed as being sincere 

and meaningful to them. Moral judgement is avoided. The mothers' arguments about bottle­

feeding being better are accepted as simply being stronger truths for the mothers than their co­

existing knowledge of breast being best. The mothers' articulation of co-existing truths 

(knowm~ that breast is best; believing that bottle is better) does not illustrate irrationality or 

wilful selfishness. Instead, it means that these mothers have "truth positions" that can see more 

than one truth simultaneously. Furthennore, it is likely that the bottle-feeding mothers wanted 

to indicat1; to me as the interviewer that they had not acted out of ignorance of the dominant 

advice but out of their own judgement and insight that was different. Their awareness of their 

marginalised position woulc1 likely have made these bottle-feeding mothers try to sound 

"neutral" about infant feeding at the beginning of the interviews. Patterns in the data suggest 

that as the interview situation settled and trust developed, the interviewees became more 

confident, and in some instances outright keen, to drop their deference to the conservative 

position of the dominant discourse and to speak openly as if it were one bottle-feeding mother 

to another. In other words, because I was not being judgemental in the interviews but was 

asking genuinely open-minded questions, the mothers eventually relaxed and opened up to me 

as if I were pro-bottle-feeding like them. 

Issues of morality are also raised outside of judging the parents' motives. A compeUing 

argument widely circulated in dominant Midwifery is that it is 'immoral' of midwives to let 

mothers bottle-feed, For example, Minchin (1985) claimed that to save mothers' from feeling 

guilty by not specifying the risks of bottle-feeding was morally wrong, and any guilt should lie 

completely with professionals not prepared to emphasise that information. A Midwifery Studies 

lecturer forwarded a similar argument but suggested that women who fail to breastfeed blame 

themselves and midwives therefore take the moral responsibility for making them suffer 

damaged self-esteem. 

If women be1!eve themselves to be faUures Jl this most basic female function, they must 
surely suffer considerable damage to their self-esteem. This is all the more poignant 
when we consider tllat it Is not the women who have failed. It is the midwives who have 
failed tllem .••• We cannot shrug away the burden of moral responsibility for tlle way we 
contribute to the failure of breastfeeding. We have ~aimed breastfeeding as a Midwifery 
skill· it ls our professlonal and moral duty to exercise lt. (Rachel Clarke, 1995) 

(cited (n Carter, 1996, p. 151) 

5 carter (1996, p. 150) warned against Midwifery's growing "dogmatic" approach In favour of breastfeeding. In what he 
termed a "backlash", 'Milch would be against what this present study terms marginallsalion, he cites a botue-feedlng 
mothe(s published letter, "I don't like breast-feeding .... [Midwives make our boWe-fcedlng e)(l)eilence] worse pn] the 
message that, If you boWe-feed, you are monstrous and unnatural. ... So why did I feel guilty'Mlen all my gill friends 
were breast-feeding and I wasn't? Because 1 had been bombarded with propaganda.• 
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Another issue, that is not uncommon in the literature on infant feeding, is allusions to the public 

good, generally in the fonn of proposing that breastfeeding will save society the cost of 

attending to the illnesses bottle-feeding Causes in both the baby and the mother. This is a moral 

proposition undermining the right to individual choice, showing the encroaclunent of 

individual's rights to bottle-feed into burdening society, 

A teclmique for exploring moral judgements is to assess areas of contention in tenns of who 

benefits. The opinions and morals of those benefiting are deemed worthy of further analysis. 

For example, Gabrielle Palmer's (1998) calculations of the economics of milk substitute fonnula 

in the Philippines sought to show that its detrimental effect on the national economy becau'>e of 

high import costs. In this case, the USA benefited. Looking at a monthly budget of low-income 

families, based on a single sample derived in discussion 1'ith t11villager, PaJmer4rgued that 

family units fared poorly due to large percentages of total income expended on formula costs 

and related expenses of cleaning, equipment and transport to hospital and doctors' fees. The 

picture emerging was of collusion between the main beneficiaries, fonnula companies and 

doctors at the financial expense of poor families, not forgetting the tragic health costs to infants. 

In particular, Palmer depicted doctors as self-serving in their support of bottle-feeding. 

While the notion of questioning who benefits can be useful up to a point, accusations about 

being self-serving can be made about anyone benefiting from a situation. Simply to benefit may 

not necessarily make it morally wrong. For ex.ample, few breastfeeding proponents would see 

the hard won policy money to support breastfeeding as automatically transforming pro­

breastfeeding societies as self-serving. Beneficiary organisations would need to maintain 

themselves but would also continue with the purpose of improving infant and maternal health 

by supporting breastfeeding. 

This section examining key concepts around infant feeding choices has shown how many of the 

beliefs have an ideological basis. It has shown how concepts in Midwifery professional 

literature so easily 'slip' from one point into something else based on asserting moral positions 

or assuming particular underlying emotions. This is not to say that the literature is completely 

devoid of mentioning what this present study has found about the mothers' sense of 

marginalisation with regard to their bottle-feeding. There is some literature that points to the 

negative emotional consequences of current practices for bottle-feeding mothers. For example, 

there is additional stress on mothers who are pressured to feed either way (Martone & Nash, 

1987). A problem for bottle-feeding mothers is feeling unsupported and desiring social 

confirmation of their feeding choice (Hauck, 2000). There is evidence that Midwifery dogma in 

suppressing milk formula information can result in a "backlash11 (Akre [unreferenced] cited in 
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Carter, 1996), and knowledge that proposed total bans on marketing are met with the 

disapproval of bottle-feeding and breastfeeding mothers alike (Market Trends, 1994 cited in 

Carter, 1996). However, even those research reports do not fully address the problems faced by 

bottle-feeding mothers. Frequently they are framed by or conclude something about needing 

better ways to promote breastfeeding. Certainly if breastfeeding were promoted so infallibly 

that no one wanted to bottle-feed, this would remove immediate dilemmas over patient choice 

and rights faced by midwives. However, such a proposal fails to address what ordinarily would 

be considered serious issues for parents choosing to or needing to bottle-feed. At the most, such 

research findings of negative consequences for bottle-feeding mothers are mentioned as 

signalling the dangers of 'dogma' in Midwifery. James Carter, for example, states that midwives 

need better guidance on how to avoid compromising their professional responsibilities to bottle­

feeding clients. He warns that professionals need to become aware of the need to remain 

objectiVe and dispa'!!l:ionate around "the siren voices from both [pro-breastfeeding] activist 

groups and [bottle-feeding] industry" pointing out that each group has vested interests but they 

fight against each other and leave the true interests of mother and child on tbe sidelines (1996, 

p. 153, clarification added). But no specific suggestions of how professional midwives can 

learn to remain objective and dispassionate in serving bottle-feeding mothers appear to have 

been suggested or developed by Carter or anyone. It would seem that part of the problem is that 

it is largely the siren voices of activists such as Palmer (1998) and Minchin (1995) that have 

framed much of the dominant Midwifery discourse. Contemporary Midwifery has generated 

and is being generated by an anti-bottle-feeding, pro-breastfeeding movement that currently has 

become almost impervious to other perspectives. 

Mothers' perspectives of bottle-feeding being a viable and 
preferable option 

This section will present the mothers' perspectives for preferring bottle-feeding by highlighting 

their perceptions of advantages of bottle-feeding and disadvantages of breastfeeding. 

Advantages and disadvantages are neither stable nor consistent descriptions but depend upon 

subjective judgements. For example, these bottle-feeding mothers made the same argument 

about portability and convenience of bottles when going out as the pro-breast-feeding 

arguments make about breast-milk being 'on-tap 1. This suggests that views of whether particular 

aspects are considered to be advantages or disadvantages will depend upon the women's 

perspectives more than any aspect being specifically an advantage or disadvantage 

Notably, this study found several perceived disadvantages and advantages that are not widely 

recognised in the literature, such as considering that women breastfeed for selfish reasons or 
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that bottle-fed babies can be healthier. In other words, a finding is that the views on infant 

feeding expressed by the mothers in this study were "bottle-centric". 

Bottle-centric disad.vantages of breastfeeding . . 

Some of the best known disadvantages of breastfeeding come from previous literature in_ the 

field. Gibney (1994, p. 10), for_ example, lists possible disadvantages of demands on the 

mothers' time, breast discomfort, inability to see the volume of milk taken, bad reactions to the 

mothers' diet, jealousy by husbands and siblings, embarrassment in some cultures, and 

incompatibility with the mother's return to work. Other research has identified the fear of 

feeling tied down (for example, Byrant, Coreil, & D'Angelo et al, 1992), and recently the 

relationship between return to work and infant feeding facilities is even emerging in some 

Australian political commentaries6
• Dominant contemporary Midwifery literature is loath to 

acknowledge any disadvantages of breastfeeding. For example, Minchin states, "The usual 

adverse effects cited by bottle-feeding advocates include maternal fatigue, nutritional depletion, 

exhaustion from broken nights, restriction of mobility, and so on. These are specious 

arguments, hardly worth dignifying with a reply." (Minchin, 1985, p. 176) 

Even so, underlying some of the bottle-feeding mothers' discussion of their experiences with 

bottle-feeding were some anti-breastfeeding arguments. Those arguments were based on the 

women's discussions with other mothers, or in some instances, based on their own former 

experiences. 

The following section will describe how bottle-feeding mothers questioned the impact of breast­

feeding in respect of physical disadvantages, over-tiredness, disturbed sleep, depressive 

disorders, difficulties in having peace of mind about the babies' food intake, and how 

breastfeeding can be chosen for the wrong reasons. 

Needing to avoid the physical impact of breast pain 

The physical impact was questioned, for example by Sandy who had noticed breastfeeding 

mothers in the same maternity ward were dreading feed time. 

I Uke many developed counltles, Australia has a dedlnlng bll1h rate, and the trend of women's earlier return lo work ls 
seen as part of tile reason for this. Recenl publlc discussion of lhls problem sometimes refers to the WHO 
recommendations for she months of breasUeedlng. Some commentators are proposing supporting mothers' dual roles, 
for example, by taking up a radical feminist calls to restructure society "to support women in their productive and 
reproductive llves" (van Estemlck, 1981 ), 
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Soody (09), One experience that sticks in my mind was when I hod my daughter 
and I was in o six-bedded area, and there was two people opposite 
me and who obviously had problems with breastfeeding, and they 
were in tears. Absolutely crying their hearts out, and it was like 
there's 11 feed due, and it was, •please I just coii't handle it', The 
one was young, I've ·got to be honest, but I know your hormones and 
everything else can do this, but they were so upset, just at feed 
time. They had problems, they hod crocked nipples and all sorts of 
things like thcit, 

Bottle-feeding was seen as a way of'avoiding physical pain, cracked nipples and problems like 

these which could make feed time an upsetting experience. 

Questioning the health and contentment ofbrea~tfed babies 

The health of breastfed babies was questioned by some of the bottle-feeding mothers. For 

example, Jackie noted that breastfed babies she knew were not happy. 

Jackie (10): All my friends, all the mathers that breastfeed, and I would 
honestly S(r,( none of them ... this Is just around me, so you kl'\OW it's 
r,ot generolised, none of them hove happy babies (laugh) .... oh, 
they've got colic, oh they've got this 11nd I look at them and I 
think, they're starving or some:trii'.g (lough) ... I've had thru 
perfectly, you know, wonderful babies. You know, no problems with 
any of them, they slept ... very content. And I don't know if that's 
due to the fact that I'm bottle·feedirg, and I've bottle-fed all of 
them, but I have a pretty good feeling that that has quite a lot to 
do with it. 

Thus, Jackie not only believed that breastfed babies were less healthy, but she believed they 

were not as content and did not sleep as well as bottle-fed babieii. 

Needing to avoid emotional :.train of breastfeeding 

Some of the concerns bottle-feeding mothers raised regarding the disadvantages of 

breastfeeding related to issues of emotional health. For example, these mothers felt that breast­

feeders suffercil insecurity in never knowing how much breastmilk their babies were getting, 

an~ they felt breastfeeding mothers were at risk of over-responsibility. They were concerned 

that mothering in a sleep-deprived state had inherent emotional dangers. Penny claimed that 

these effects may be linked to the posl-natal depression suffered by breast-feeders: 
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Penny (07): I wonder about post natal dep; ession, whether ... you know because 
feeding has gorie in phases, you know, sudderity breastfeeding is 
v~ry in in the last decade or so. Prior to that bottle-feeding was 
qUite acceptable. And w~'re seeing this m011ked increase in past 
natal depression. Whether the fact that a mother is expected ta 
do so much w'ith the child, you know, they're not getting the 
su;,port ond assistonce from the fomily as 'in fathers and in thot 
sor't of thing, being oble to feed, and mums being able to get 
er .... ugh sleep. Because sleep deprivation is atrocious. And you 
know, perhops if mums that are suffe1;ing post natal depression, if 
they looked at perhaps bottle-feeding, whether it would a;;sist 
with their recovery and that sort of thing. 

Bottle-feeding mothers also felt that it was more worrying monitoring the health of babies who 

are breastfed. Donna had breastfed her first twin babies but not her present baby, and compared 

the two experiences: 

Donna (02): When you're breastfeeding I don't think you know exactly how 
much they've had, whether they're still hungry or onythlng like 
that. At least you knOw that, from the side of the tin, that that 
amount for their age ... taking that amount should be sufficient 
enough ta keep them full, and then you can go to other areas where 
if they're just wet or if they're just in a grizzly mood. At least 
with the bottle you know that they're full. 

Francine discussed the worry she perceived her breastfeeding friend suffered, and she also felt 

confident about keeping her bottle-fed baby strong in comparison to breastfed babies: 

Francine (08): I saw a friend the other night who's breastfeeding and her baby's 
the same age, nine and a half months, and she was so stressed out 
because he'd lost 200 grams. And he'd hod a cold for a week so 
you'd put it dawn ta that, but because it was 200 grams and 
because she's breastfeeding, now she has to 'stress about that. I 
would just be able to give him a few more bottles and build hit!\ 
back up sort of thing. 

Some mothers saw a definite advantage in being advanced in experience and knowledge at the 

weaning stage, and were concerned that breastfeeding mothers had little idea about how to 

prepare formula or the required and nomial amounts of milk. They also felt that weaning was 

less stressful on infants if they had been bottle-fed. 

As such, there were widespread perceptions amongst the bottle-feeding mothers that in various 

ways and to various degrees breastfeeding had the disadvantage of introducing avoidable 

additional anxiety into the tasks of caring for a baby. 
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Immaturity, moral weakness and selfishness perceived to underlie breastfeeding 
choice 

The motivations behind the breastfeeding mothers' choice were criticised, with many of the 

interviewees suggesting weakness by the breastfeeding mothers in succumbing to the pressure 

of the Midwives and "society". For example, Lisa inferred that her neighbour had not been 

definite enough in stating her choice to bottle-feed, and that her immaturity had allowed 

Midwives to pressurise her . 

Lisa (11): ... a neighbour of mine, she was young and she was a bit immature so 
she hadn't really said what way she was going to feed her baby and 
the next thing she knew the Midwives put the baby to her breast in 
the labour ward. She soid it was a bit of a shock to her and she 
wasn't ready for it so she changed to bottle-feeding the next day. 

Some of the interviewees suggested that breast-feeders were motivated by dishonesty about 

their true feelings, or even negative feelings such as possessiveness. For example, Francine said: 

Francine (08): It's like people breastfeed to keep the baby a baby. I like the 
closeness with my babies too .... Once they lose that bond of the 
breastfeeding, they [breastfeeding mothers} feel olmost useless, 
they feel like you know anyone can do it now, anyone can feed my 
child. 

A reason for breastfeeding that is often promoted by Midwifery is that "It helps uterine 

involution and uses the surplus body fat deposited in pregnancy."(Gibney, 1994, p.10). 

However, Penny interpreted this as a "wrong reason" being chosen for quick and easy weight 

Joss: 

Penny (07): I also think that a few mums actually breastfeed for the wrong 
reasons. They opt for the quick weight loss and things like that 
after the pregnancy, whereas I've had to take a lot longer to 
actually get back to my weight pre-pregnancy. But a lot of mums 
that I know that are breastfeeding just figure that ... it's an easy 
option for weight loss. 

Penny was probably making the point that far from breastfeeding being a heroic act of putting 

their babies first, breastfeeding could be chosen for self-centred reasons. She also appeared to 

be suggesting that she had made a sacrifice by taking the difficult option by forgoing use of 

breastfeeding to aid faster re-adjustment to pre-pregnancy weight. 

Often the bottle-feeding mothers' discussions of their observations of women who breastfed 

identified what they considered to be the disadvantages of breastfeeding - discomfort, anxiety 

and so on - and they seemed to hold quite strong feelings about this. To the bottle-feeding 

mothers the problems were obviously avoidable because they had avoided it. They expressed 

sympathy where they felt that breastfeeding women were suffering with no understanding of 

how bottle-feeding might be beneficial. It was also interestiug that from their bottle-centric 
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perspective the choice of breastfeeding was considered to xeflect poorly on the breastfeeding 

mothers' characters or morality. The avoidance of problems can allow for more positive 

outcomes, which will be explored next in the context of the mothers' bottle.centric attitudes. 

Bottle-centric advantages of bottle-feeding 

The mothers' perceived advantages of bottle-feeding, categorised as being more organised, 

sharing the joy with the extended social circle, better eye-contact to enhance bonding and 

creating preferred role/s for the father, will be described. 

Being more organised 

Some mothers commented that bottle-feeding enabled them to be more organised and to enjoy 

time with their family. For example, as described in Chapter 3, Lisa considered that right from 

the start of mothering, her experiences were notably better than those of breastfeeding mothers. 

Lisa (11): 

Interviewer: 

Lisa: 

I know one of the mothers (in hospital] was gaing to bottle-feed 
when she got home. She couldn't believe haw good my baby was, and 
hers was screaming all the time. 

Did you talk to her about bottle-feeding? 

No, I didn't, but she could see my baby sleeping and she could see 
how organised and relaxed I was. And when my husband came in we 
cauld enjoy the baby, whereas she was stressed out and was always 
glad when her visitors left. 

The perception of breastfeeding as being ifi:compatible with organisation is implicitly supported 

by Midwives who often advise mothers not to worry about untidiness or developing a routine. 

However, the Midwifery profession and pro-breastfeeding literature rarely acknowledge that 

organisation may be more easily facilitated by bottle-feeding. 7
, The Australian Breastfeeding 

Association, for example, correctly claims that a number of aspects of childcare can make life 

disorganised, but it does not suggest that breastfeeding takes extra time or explain clearly that 

feeding on demand can create more frequent interruptions. 

Your time can appear very disorganised when there are llttle ones In the house. 
Instead of starting and completing one task at a time, you probably find yourself 
starting mo or three amidst unpredlctable Interruptions for feeding, soothing, 
playing, changing nappies, and rocking to sleep. By the end of the day you may look 
back and wonder Just what you've achieved. Don, worrJ - It's the way all mothars 
work, at least some of the time. 

Australian Breastfeeding Association (20023) 

1 The Implementation of the WHO Code of marketing practices of 1996 marks a distinct decrease In publlcatlons that try 
to compare breastfeeding and bo!Ue-feedlng wllhOut bias. However, prior to thal, It was more common to see 
pub1Jcatlons such as Gibney (1994, p. 10), who gave seven common disadvantages of breastfeeding, for example that 
'breastfeeding ls demanding on the mother's time·. 
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Many of the mothers in this study, however, explained that bottle.feeding suited their 

personalities that thrived on organisation. Lisa's comments about being visibly more organised 

than breastfeeding mothers right from the start were typical. Many of the mothers in this study 

saw organisation as essential groundwork for avoiding unnecessary distress and creating 

optimal conditions for enjoying the baby, enjoying sharing the baby with its father and enjoying 

time with other children. Therefore, it is noteworthy that the mothers perceived their overall 

experience to be relaxed and calm rather than stressed, and they attributed this state to the 

advantages ofbottle·feeding. 

Sharing the joy with the extended social circle 

Some advantages noted by the women are not as well documented in the literature. For 

example, many of the mothers also commented on the joy of others, such as siblings, 

grandparents and neighbours, being fully involved with the baby. Terri was happy for her baby 

and extended family to exchange love: 

Terri (12): My own porents are great and they just love (baby), and also tny 
husband's family are very Involved with him as well, he gets so much 
love from them all. Sometimes it's a fight to see who gets feeding 
him. It's lovely to see everyone: involved with him. 

Lisa's perception was similar of the broad social role her baby played: 

Lisa (11): She will stay quite happily with anyone who will ploy with her. Also 
(baby's father's) parents loved feeding her when she: was a baby, 
she just got so much love from them. It was really nice to see his 
mum feeding her and chatting away to her and she was Just loving 
it, 

Titls perspective is different from that of the simple convenience of others' involvement. It 

suggests that these mothers discussed joy as a social reason for bottle.feeding. It is a point of 

view that expressed the mothers' altruistic concern for others. 

Better eye contact to enhance bonding 

One of the mothers who failed at breastfeeding and had breastfed previous babies stated that 

bottle.feeding allowed the same bonding as breastfeeding except that bottle-feeding enhanced 

"bonding" by allowing better eye-contact: 
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Erica {03): I don't think there's any difference, no, I mean, you still hold the 
baby against your body whil~ you're bottle-feeding, so they can still 
smell you and they can !till feel yaur h~art beating and all that sort 
of thing. Yeah, the anly difference I faund is with bottle-feeding 
you can hold them up a little higher, a little closer to your face, so 
they have more visual contact with you, whereas when you're 
breastfeeding they're lower down, they're facing your body, so they 
can't really look at you in the eye. So I found it really good to that 
effect. And as I said, I still held their hand, I was still able to 
stroke their face or their arm or whatever. So the bonding didn't 
make any difference to me either way. It was still the same, it was 
still there. It wOS good. 

This mother's claim of better eye-contact from bottle-feeding is an interesting interpretation that 

is a similar to claims made in early attachment theory studies by John Bowlby in which he 

indicated that breastfeeding leads to better eye-contact. According to Blaffer Hedy, Bowlby 

sought to explain the dread of infants "when they fail to detect "the meeting eyes of love"" (p. 

535), but she states that has Jess to do with breastfeeding or how basic needs are met than 

ongoing interaction with the mother and the quali_ty of that interaction for creating the infant's 

sense of security. 

Although Erica's description of breastfed h'l.bies facing the body and therefore being deterred 

from the best eye-contact is a viable P.r1d i::tcresting proposition, its importance here is in tenns 

of noticing how many concepts have an arbitrmy basis. This is an example of ho\V the tenn 

"bonding" in relation to hwnan infam feeding can be misunderstood and over-sold in apparently 

endless ways because of the enduring belief in it Similarly to Erica, several mothers 

conunented that due to breast pain from breastfeeding they believed it would be easier to "bond" 

with a baby under conditions of pain-free bottle-feeding. 

Discussions about mother-and-infant bonding have typically envisaged a particular behaviour or 

demeanour for the mother of the infant, argued by some researchers such as Bowlby to make 

their interaction special. As shown here, the mother's own perspective will decide what makes 

her interaction with her baby special. 

Creating preferred ro/els for the father 

The literature suggests that fathers' attitudes strongly influence women's infant-feeding 

decisions (Black, Blair, Jones & Ou Rant, 1990). The present study found that women did not 

speak of conforming to the baby's father's infant-feeding preference. Rather they spoke about 

how their choice was part of their expectations of the relationship dynamics of infant-feeding. 

Two notable patterns emerged that concerned the father's role positioning with the baby's 

mother and the father's role with the baby, which will now be discussed. 

100 



The united and equal parenting couple 

When I interviewed the bottle-feeding mothers about how influential and supportive the baby's 

father had been in the decision to bottle-feed, many of them found the question odd. For 

example, Jackie explained that in their relationship she would always receive support: 

Jackie (10): ... my husband is very supportive in anything I do, He would just ... if 
I chose to (breast)feed he would say great, if I chose to bottle­
feed, whatever you think. 

Penny also explained that she had considered how the method of feeding would affect the 

family relationship dynamics, implying that she wanted to equally share the joy of feeding the 

baby with her partner: 

Penny (07): We'd discussed the fact that it's [breastfeeding Is] quite a selfish 
method of feeding, the fact that he wouldn't be too involved In the 
feeding as such. 

Imogen returned to work quite early, partly as a strategy to overcome post-natal depression, She 

stated that expressing milk could be impractical and intimated that she would only have trusted 

the baby's father to also parent the baby: 

Imogen (01): I didn't have to worry that he was in day care or anything like that, 
Knowing that he was safe and (baby's father) was deeding with It all 
was wonderful. 

Imogen's partner was also extremely positivu about being able to help her care for her health by 

saving her from suffering broken nights. Bottle-feeding allowed him, the parent with the better 

health at the time, to feed the baby at night: 

Brett (Father 01): I really liked being able to help feed at two o'clock in the morning, 
I didn't really like it, but it was good to be able to do it because 
then Imogen didn't have to do it all the time. Even though she did 
it most of the time, but it was Just good that I could do it. And It 
helped Imogen get unbroken sleep. 

For a few of the mothers who were averse to the thought of breastfeeding, the support of their 

babies' fathers, who believed breast was best, came later. The women spoke of how, in the end, 

the babies' fathers were glad about the bottle-feeding. 

Natosha (05), But then as soon as she was born, as soon as he was feeding her as 
well, he said I'm glad now that you didn't (breastfeed] because he 
could do it too. And it Is nice doing it and for him to do it as well, 
because even if she's been crab bit and all the rest of it, give her 
the bottle and she's like an angel. 

In many of the interviews, a sense of both parents caring for each other, trusting each other to 

make the best choices and having each other as the best other person to care for their baby, was 

an underlying message of what had been positive in the bottle-feeding experience. 

101 



Of the two mothers who gave up breastfeeding early (or failed to establish it early), it appears 

that for one, Anne (04), an additional stress to having no milk-flow was having to persuade her 

husband that she needed to stop trying. The other mother, Erica (03) previously had suffered a 

bad experience breastfeeding her first baby. She was, therefore, supported by her partner in 

giving up breastfeeding fairly early with the next three babies, including the baby that included 

her in this study. Erica, too, said that the baby's father enjoyed bottle-feeding this last baby as it 

allowed him to experience what a mother experienced. 

Thus, in the mothers' perceptions, bottle-feeding usually had the effects of strengthening the 

quality of relationships, such as developing strong parental trust and enhancing the quality of 

emotional depth for the baby's father. This part of the findings therefore also suggests that the 

Midwifery field should not overlook Jong tenn consequences of its influence. for example, 

parental relationship dynamicii may be harmed if one parent is encouraged to put pressure on the 

other. 

Father bonded to the baby 

Bottle-feeding mothers took father bonding into consideration when discussing their infant­

feeding choice. Yet, 'father-baby bonding' is an alien term in Midwifery literature, although the 

desire by mothers or fathers for the father's involvement is recognised. The results of this 

study, however, showed that mothers saw bottle-feeding as creating a special baby-and-father 

relationship, unattainable in breastfeeding situations. Claire spoke about her baby's father 

himself not wanting to miss out. 

Claire {06): 

Interviewer: 

Claire: 

Interviewer: 

Claire: 

He was happy that he could participate. Yeah. He didn't wont me 
to breastfeed ot 011. 

Oh did he not? 

No. 

Why was that do you think? 

Because otherwise he couldn't be involved. 

Several mothers described the act of feeding the baby in terms of it leading to a privileged 

involvement, that captures the sense of closeness and attachment, and they emphasised the 

emotional experience in nurturing. Some mothers spoke of their choice as if it were an honour 

for their baby's father to experience giving bottles to the baby and as something they would not 

have wanted the father to miss out on. For example, Terry was enthusiastic that her baby's 

father had 11bonded11 so well the baby did not show a preference for either parent. 
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Terry (IZ), He would have missed out on all of that if I had been 
breastfeeding. He may not have bonded as well with him if he 
hadn't the opportunity to feed him. He is very confident in looklng 
ofter him now, I can go out and leave him with his dad and he con 
toke as good care of him as I con, (Baby) knows no difference, he's 
not always looking for me the Wrr-f breastfed babies always look for 
their mothers and the dad doesn't get much of a look in. 

Some of the mothers indicated that the closeness between father and baby was what they valued 

most highly about their bottle-feeding choice. The mothers' perceived advantageous qualities to 

the fathers• experiences and closeness to their babies would seem to be highly desirable 

outcomes. 

Considering the bottle-centric perspective overall, it is interesting to notice the consistency and 

coherence of the bottle-feeding mothers' perspectives. They had little or nothing positive to say 

about breastfeeding and therefore would have had few regrets to have not chosen it, and they 

were extremely positive about the impact of bottle-feeding that can largely be summarised as 

helping the mothers create optimal conditions for the home environment they felt affected 

interpersonal relationships for the baby, both parents and other important people. The depth of 

feeling about feeding methods and the ongoing satisfaction with bottle-feeding found in this 

study is absent from the literature and is a significant outcome of the present study. 

Theorising the recently emerging concept of father-bonding 

The phenomenon of the father's increased involvement through bottle-feeding is recognised in 

the literature (for example by Earle, 2000). This accords with this study's finding that an 

advantage perceived by bottle-feeding mothers is the enhanced involvement of fathers. 

However, this is constructed in Midwifery as a banier to successful breastfeeding. For example, 

one of the manuals for a government hospital in Western Australia has this to say: 

The physlcal and emoUonal closeness the breastfeeding mother and baby share can be 
threatening to the father at a time when he Is feeling significant loss of time alone with 
hls partner and attenUon from her. He may have ambivalent feelings about 
breastfeeding and want to Join in feeding times by giving baby milk fonnula by bottle. He 
needs to understand that to do this may undennlne the success of breastfeeding. 

[Undisclosed Perth metropolitan district} Health Service, 1993, 1994, 1998, p. 11) 

The desire by fathers to be involved by bottle-feeding the baby is also recognised, but is framed 

as being a failure on the part of fathers due to putting their emotional needs ahead of the needs 

of the baby. The following cartoon shows a bewildered breastfeeding mother having to allow 

the father to talce over the feeding of their infant. 
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Fig.3 
Bottle-feeding shown as a childish father's 
crime against mother-love 

From •Father's emotional needs (cartoon by Chris 
Mann)" In Palmer(1988, p. 61) 

In the present study, the mothers, and apparently some of the fathers too, saw breastfeeding 

rather than bottle-feeding as a selfish mothering option and obstacle to successful family 

relationships. It is notable that in Midwifery literature on the preference for bottle-feeding, 

mothers' desires for practical assistance and fathers' desires for emotional involvement are 

recognised (even if typically refuted), but little attention has been paid to the mothers' desires 

for the baby's father to become emotionally attached to the baby. That concept which is evident 

from this study's anaiysis will be funher explored in the present theorisation of 'father-bonding'. 

Competing positioning of fathers 

An interesting finding in this study was that many of the JI10thers valued the father's 

involvement by bottle-feeding. This does not fit with dominant Midwifery discourse. Typically 

incorporating feeding into father involvement desired by either parent is dismissed, for example 

as a justification (Murphy, 1999; Earle, 2000), or as inappropriately targeting the wrong 

person's emotional needs (Palmer, 1988), or as being derived from sinister and immoral 

intentions (Minchin, 1985). Barclay and Lupton (1999), from the perspective of cultural studies 

of new fatherhood, sympathetically argue that hegemonic discourses of breastfeeding can 

negatively impact on fathers' profound emotional experiences of changing family dynamics. 

Mother's equal counterpart 

The mothers in this study spoke enthusiastically about various ways in which fathers were their 

equals in parenting. For example, bottle-feeding had allowed the baby's father to experience 

what a mother feels, the baby to be just as happy if left with 'Dad' as with the mother, a 

closeness to develop between baby and father, the father to be confident with the baby and so 

on. Some mothers criticised breastfeeding for disallowing parity between mother and father. 

For example, the baby and mother becoming close with the father pushed out, the mother 

wanting to be the only one needed by her baby, and the mother not being able to share the 

feeding responsibility. 
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There is a great deal of societal pressure for mothers to take the greater responsibility for raising 

children. The job of breast-feeding can establish that role for the mother. Not everyone 

welcomes that effect of breastfeeding. In the realm of family studies, in relation to evolving 

dual-career families, more equal sharing of roles is considered desirable. 

Assistance from spouses in meeting role demands, most likely those associated with 
children and the household, not only may keep one spouse (the female) from being 
unduly burdened by home responslbllitles but also may allow the development of a 
family pattern In which major life roles are more equitably shared. 

(Elman & Gilbert, 1984, p. 324) 

Outside the issue of breastfeeding, few would disagree that moving towards more equitable 

roles in the home may be preferable for the mother. Many applaud moves towards allowing 

more equitable roles for fathers in the sensitive and emotional role of parenting. Nevertheless, it 

is currently an area threatening the sanctity of Midwifery's pro-breastfeeding mandate. 

Midwifery's protector warrior 

Dominant pro-breastfeeding literature has not explored the concept of the mothers' desire for 

fathers' involvement with any intention to treat the mothers' desire seriously and supportively. 

Sometimes the desire for the father's involvement is addressed but only in the sense of time 

spent with the infant or assisting with the workload in caring for an infant. The following is 

typical of advice to new fathers. 

You may think breastfeeding means you wlll spend less time with your baby, but 
feeding Is only one of the many aspects of Infant care. Bathing, nappy changing, 
massage and simply playlng with your baby are great ways to get to know this new 
member of the family. Help with the washing and housework whlle the baby Is feeding Is 
greatly appreciated too. While the baby is feeding, you can sit and Just talk, enjoying the 
time together. When It's not feed time, you can take the baby so that mother can rest. 

Australlan Breastfeeding Association (2002b) 

This construction of fatherhood fits the picture of a nurturing, child-rearing-mother and 

provider-father for the infant. The father is encouraged to get to know the baby through tasks 

other than feeding, and he is also encouraged to maintain the mother's role of feeding. By 

helping with the care-taking and housework chores he frees the mother to feed. By taking the 

baby when it is not feed-time he frees the mother who can rest and recover for the next feed­

time. Some Midwifery wisdom on how to respond to the father's desire to feed his baby, is the 

strategy of reframing his self-concept as a provider, through helping him see himself as being 

the one who provides the proper environment for the baby to feed. To maintain any diminished 

sense of masculinity, he is further advised that it is his role as protector in defending the 

mother's right to feed the baby, for example, by not allowing anyone to criticise breastfeeding or 

suggest weaning. There is no place for the father to take part in feeding the infant in dominant 

Midwifery discourses. 
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Barclay and Lupton (1999) investigated how fathers in Sydney adjust to new parenthood. They 

found that many men wanting to be involved and to 'bond' emotionally with their child found 

themselves on the margins for at least six months. Breastfeeding was associated with some 

men's disappointment in being prevented from reaching a close, embodied relationship with 

their child and in not achieving mutually supportive and enriching early parenting. This was 

also partly because other aspects of their role as provider and worker took too much time, but in 

some cases it was because the mother of the baby did not want to allow them much involvement 

in what she saw as her role. Barclay and Lupton described three main typologies of how 

couples are finding different ways of negotiating their parenting roles. Those with a framework 

for shared rules, such as traditional roles supported by Christian beliefs, and those who liked the 

freedom and ambiguity of no rules, which would include not having their roles pre-defined by 

professionals, were the happiest. However, a more problematic situation was where the parents 

were frequently in conflict over their different views about how the father should behave. As 

Barclay and Lupton suggest, sensitivity to these socio-cultural changes in parental desires in 

newly fonned families in western society, could help professionals to play a more positive part 

in this process of change. 

Theorising parenting in a context of unstable parental relationships 

This section theorises beyond the mothers' interviews and beyond Midwifery literature in 

seeking to understand the importance to the mothers in this study of "father bonding". The 

theorising draws strongly on Sarah Blaffer Hrdy (2000)'s socio-biologic work on evolutionary 

theories of motherhood. None of the mothers in the present study directly discussed the 

stability or otherwise of their relationship with their baby's father and it was not an interview 

topic. What did come up were comments by some mothers about how supportive the baby's 

father was of her choice and how her choice had benefited the baby's father. That is - several 

mothers in the study stated that the father always supports her choices and typically a mother 

would describe her decision to bottle-feed as one that allowed the father optimal involvement 

and closeness with the baby. 

Stepping outside dominant Midwifery discourse, it is not impossible to empathise with mothers 

for needing to take into consideration what they perceive to be the effects on the father-child 

relationship. Blaffer Hrdy (2000, p. 235) sununarises the relevance of fathers to children as 

follows: 
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In Industrialized countries, disadvantages lo fatherless famlf!es include economic 
hardship, reduced status, and generally declining prospects. Costs to children are 
measurable In poorer school performance, higher rates of delinquency for boys, and 
early pregnancy for girls. In foraging societies, fatherless children are more likely to die. 

Blaffer Hrdy (2000, p. 235) 

Ne\oertheless, breastfeeding is not understood by Midwives to be necessarily incompatible with 

maintaining the father's role of involvement. Indeed, to dominant Midwifery and, arguably, to 

the majority of women who choose breastfeeding, it may appear that maintaining traditional 

roles of the "natural" (breastfeeding) mother and of the protector-warrior father is likely to be 

the most symbiotic and enduring arrangement. What then is at stake for a mother faced with 

raising an infant and considering the role of the father in optimising the infant's survival? The 

complexity of the mothers' options and a socio-biologic theory of father bonding may provide 

an explanation. 

The multiple contributions mothers make to raising infants 

The mothers' contribution to raising infants is not solely in providing suitable food and 

emotional security. According to Blaffer Hrdy, the concept of the trade-offs mothers have to 

make between subsistence and status activities and reproduction activities is well established in 

socio-biology. She states: 

Mothers have always had to make the most of resources at hand while coping with the 
sliding scale of paternal and alloparental help avartable. Mothers make tradeoffs 
compat!ble with their own subsistence, the needs of different children, and their own 
future reproductive prospects. These tradeoffs are made In a world of constantly shifting 
constraints and options. 

{Blaffer Hrdy, 2000, p. 376) 

The human mother has evolved with a capacity to calculate how she can "afford to put so much 

on the line every time she [gives] birth" (p. 267). This is because the investment required in 

attending to an infant makes it even more difficult for the woman to ensure her own survival 

and ability to support previously horn children. With human babies that have prolonged 

childhoods, it makes "a mother so dependent on assistance from others, yet [she must be] so 

uncertain about whether the father would provide it" (p. 267). That is to say, mothers have to 

factor in the possibility of not having the support of the father. Blaffer Hrdy suggests that 

mothers also need to develop some capacity of self-reliance, for example, the capacity for paid 

work in contemporary, western society, and often this is made viable by mothers developing the 

support of non-parental others (that she terms 'allomothers'). Allomothers are women with 

surplus production who contribute to the weaned offspring of others. They are mostly post­

reproductive and their commitment levels usually equate to levels of kinship. 

Based on Blaffer Hrdy's theory, the mothers' desires for "father bonding", revealed in the 

present study, sound very similar to the closeness requirements for allomothers. There are 
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multiple demands on mothers to nurture offspring. In the present situation, where we have 

evolved extra-long human child-hoods, mothers are also typically required to contribute as 

providers. Added to that complication, there are diminishing numbers of unoccupied 

grandmothers and spinster sisters prepared to act as allomothers (paid childcare, a theme in 

Blaffer Hrdy's work, is still a cost not a contribution). It would seem then, that for the task of 

raising a child, few women are likely to choose to work alone. Mothers would give 

considerable thought to developing the optimum chances for their infants' successful rearing. 

The evolved act of calculating an optimal outcome would take place as part of a very complex 

balancing act. The mother has to calculate a balance of her investment and risk in her 

commitment to nurturing the infant and other children, as well as possibly needing to be a 

provider, and in tenns of attracting additional support. Thus, even though contemporary 

mothers may be less certain than ever before about being able to retain paternal support, it 

would make a lot of sense for mothers to consider ways of trying to ensure continuation of that 

support. Therefore, in Blaffer Hrdy's terms, it may be that the bottle-feeding mothers 

consciously or unconsciously try to create a role for the baby's father where his closeness to the 

baby would secure his role as an "allomother". 

How bottle-feeding may be a strategy for father-bonding/(bondage?) 

Sarah Staffer Hrdy used the term "options" in the feeding choices available to mothers, which in 

pre-bottle-feeding times were most commonly breastfeeding or the use of wet nurses. Bottle­

feeding has been another option for infant feeding, widespread since the end of the nineteenth 

century. As a socio-biologic possibility, it is now possible for fathers to bottle-feed. Perhaps 

more importantly for this argument, it now may be possible for fathers to develop the equivalent 

of a 'mothering instinct', a need driven as strongly as that of a mother to continue carin.( for the 

infant. Midwifery and lay beliefs afford considerable importance to 'bonding' for mo!1.iers, that 

is, of forming emotional closeness with their infants through feeding them. There is also a 

growing understanding that it is the touching, stroking and mutual eye-contact that generates 

emotional attachment. Therefore, it is not difficult to imagine8 that, to some mothers, since the 

link between breastfeeding and bottle feeding is no longer considered essential, it might appear 

that fathers through bottle-feeding could achieve the same 'bonding' as takes place in 'mother­

love'. 

'Toe theorising about "father·bondtng" goes beyond v.tlat the molh!lrs said exptlclUy, and as pointed out "Imagines" (or 
speculates) the significance to the mothers regarding Blatter Hrdy's earlier theorising about mothers' options in regard to 
child care, a Hom others and optimal survival of offspring. 
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Blaffer Hrdy states that monogamy raises survival rates for children, but asks about parents, 

When one sex ls forced to accept a breeding arrangement that is grossly 
disadvantageous, as many women In patrtarchal societies must, what prevents mothers 
from defecting? This is where myth and ideology come In. 

(Blatter Hrdy, 2000, p. 258) 

She goes on to attribute mothers' reluctance to defect from their responsibilities towards infants 

and child-rearing as based in symbolism, such as various myths of natural, mother love that are 

culturally circulated and internalised at a very early age into the self-concept of girls. However, 

it is notable that she also points out that, outside of monogamy, adult sexual relations are 

usually sorted out "to favor the sex with the most leverage, usually males" (p. 258). That 

"leverage" for males referred to by Blaffer Hrdy is usually to do with material or status 

advantages and females typically have less leverage dependent on the extent to which a society's 

resources are controlled by males. Even though Blaffer Hrdy does not explicitly state this, it 

would seem also that mothers also have r iduced leverage by the disadvantage of being tied by 

their maternal attaclunent. To the mothers it may not seem ideological and they may believe, as 

fits the misunderstood concepts in the field, that mothers' leverage is reduced primarily from 

'bon~ing/ bondage' developed through feeding th~ infant. 

. 
The capacity of many contemporary mothers to support themselves allows them to be more 

equal to their partners than in previous eras. This would generate different ways that the 

balance of survival and child rearing is approached. In particular, women may be both less 

certain and less concerned about maintaining a monogamous relationship than would have been 

the case in previous eras, when the majority of females survived by exchanging sex and child 

rearing for provisions from a male partner. Blaffer Hrdy recognises such father's provisions as 

their "obligations" and "encumbrances". However, if the commitment to the parents' 

relationship were to cease, the mother is more likely than the father to be burdened with a larger 

proportion of any remaining costs associated with childrearing. Despite "alimony laws" in some 

societies, as Blaffer Hrdy points out, usually fatherless family households have substantially 

below average provisioning for the offspring and the mother. Even so, the mother is typically 

Jess equitably burdened with the other "encumbrance" of child rearing because her 'bonding' has 

reduced her leverage to defect from the responsibility towards rearing the offspring. It is 

possible some mothers think that 'bonding' through breast-feeding can restrain fathers to sustain 

responsibilities. Thus, in calculating an optimal overall strategy in terms of the effects of infant 

feeding choice, a perceived long·tenn survival advantage of a "bonded/bandaged" father's 

reduced leverage to defect would be advantageous and worthy of considerable sacrifice to try 

securing it. To sacrifice the known advantages of brc;i:,tfeeding for bottle-feeding may seem 

well worth the costs. 
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Summary of theorised ''father-bonding/bondage" concept 

The finding that mothers desired fathers to develop emotional closeness to their babies by 

bottle-feeding may reflect mothers' concerns about contemporary society's high levels of 

unstable adult relationships and scarce a\loparental support. The mothers' desire for the father 

to bottle-feed the baby may be understood as an evolutionary adaptation through which mothers 

secure optimal survival conditions for herself and her offspring. If the father were to become 

bonded emotionally to the baby to the same degree as her mother-love, that would reduce his 

potential for having sufficient emotional leverage to defect from his parental responsibilities. 

This theory of father-bonding/bondage is speculative and describes a probable concept not a 

biological phenomenon. Its relevance to explaining the increase in mothers' decisions for father 

involvement from bottle-feeding needs to be tested. 

This chapter has examined some ways that infant feeding is powerfully symbolic of emotions 

and morality, but in distinctive ways for dominant Midwifery and for bottle-feeding mothers. It 

is at this ideological level, even when challenged by up-to-date research evidence, th8t beliefs 

that "breast is best" typically make the Midwifery field impervious to understanding why some 

women choose to bottle-feed their babies. What this chapter has shown, is that the mothers 

have a bottle-centric pen:pective and they believe that they are giving their baby the best. 

However, the bottle-feeding mothers express concern that their values are not respected., Rather 

they are undennined by Midwifery. Imogen expressed her frustration about the injustice of the 

present situation where it is the negative attitude of Midwives towards bottle-feeding that is 

wrong. 

Imogen (01): (Mothers should be toldl it's fine to bottle-feed ttio, You're not a 
second class citizen if you don't breastfeed. And like (Midwives 
say] 'oh, you want to bottle-feed, oh you can't be a .. .' like you're not 
o natural mother then. And that probably 'oh, you didn't hove the 
maternal instincts because if you did you would want to 
breastfeed.' I love him (boby) more than I love anybody else in 
the world, so you can't tell me that that's not bonded because he 
didn't sit on my breast .... (What they say is] just wrong. 

In the eyes of the mothers in this study, bottle-feeding is best. They consider that it provides 

equivalent nutrition, protects the mother's peace of mind and physical recovery, facilitates the 

baby's early development of solid social relationships, and optimises the family stmcture to 

include two equal and unconditionally committed parents. 
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Implications of bottle-centric perspective 

The chapter has developed a substantiated and descriptive understanding of mothers' bottle~ 

centric perspectives, recognising their positive experiences with bottle~feeding and high levels 

of satisfaction of their infant feeding experiences. The analysis has illustrated how some 

women, by prioritising their overall organisation, avoidance. of discomfort and anxiety, and 

optimising inter~relationship dynamics of baby, father, themselves and other children, have 

experienced bottle~feeding as the key to producing their preferred outcomes, and they distrust 

breastfeeding as working against such successes. The evidence in this chapter challenges 

Midwifery's current "deficit" models of bottle~feeding, and offers a way of respectfully 

incorporating the needs and desires of the currently marginalised clientele who do not wish to 

breastfeed. 

This chapter valorises the mothers' bottle-centric perspective, suggesting that it may reflect 

mothers' rational desires for fathers' emotional involvement through bottle-feeding. This desire 

was conceptualised as arising from a socio-biologic strntegy aimed at securing strong paternal 

commitment to the infant. This analysis is coherent with the thrust of this chapter which 

analysed influential concepts pertaining to emotions and morals as they pertain to the bottle­

feeding choice. 
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CHAPTERS· Deliberated, Broad-based Health 
Decision-making by Bottle-feeding 
Mothers 

At the core of this study of bottle-feeding mothers lies the issue of health decision-making. Why 

did these mothers choose to bottle-feed? What role did health professionals play? How will the 

findings of the study infonn Midwifery practice? The International Lactation Consultants 

Association (ILCA, 1996) argues that the predisposing factor of a woman's knowledge of infant 

feeding is significantly linked with a decision to breastfeed, and therefore, almost all women would 

choose to breastfeed their infants if they were fully informed (Hanson & Bergstrom, 1990; 

Tamagond, 1992). What constitutes full information is debatable, and, as with most dominant 

discourses, probably implies sufficient infonnation to secure the agreement of the informant. 

However, knowledge and decision-making involve complex processes of evaluating information as 

well as individuals' feelings, beliefs and values. 

The previous chapter demonstrated that the mothers in this study saw the advantages of bottle­

feeding in tenns of enhancing the family's social dynamics and interpersonal commitment, The 

present chapter investigates the ways in which the mothers' preference for bottle-feeding had taken 

into account issues of health. The mothers' reasoning in their decisions to bottle-feed will be 

analysed within the framework of health decision-making models. The analysis will show that 

those mothers initiating bottle-feeding have acted in accordance with their own knowledge and 

values to actively choose bottle-feeding. They took into consideration factors that go beyond 

medical evidence that breast is best to include such issues as optimising the development of quality 

family relationships. Policy directions such as the Bottle Friendly Hospital Initiative, will also be 

used to explore aspects of health decision-making models. Finally, this chapter will highlight a 

diametric-opposition of values about infant-feeding and infant care. It concludes that it is this 

opposition of values, rather than any lack of knowledge, that underlies the differences between 

Midwifery's pro-breast-feeding stance and bottle-feeding m'>thers' concerns, which are based on a 

broader set of issues. 
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Health-decision-making models 

Health decision models are widely used by health professionals seeking to understand or predict the 

likelihood of people to act in ways that promote their health. This is of relevance to understanding 

the decision-making process of mothers who have bottle-fed. The bottle,,feeding mothers' 

descriptions of influences on their decision-making will be considered together with key factors 

pertinent to related health models, The factors and related models to be examined are: 

Motivation - Rosenstock's Health Belief Model (HBM}; The Health Environment - Green's 

Precede-Proceed model); Self-concept and values - (Rokeach's System of Belief model); 

Confidence-{Self-efficacy models eg Hochbaum's); and Life-style-(Wellness models). 

Motivation 

The Health Belief Model (HBM}, which has been adapted over time, was originally developed by 

Hochbaum, Leventhal, Kegeles and Rosenstock (Champion, 1984} who recognised that an 

individual's perceptions feature strongly in relation to their behaviour. It is not sufficient to be 

advised about a health action. Rather the person must be motivated to take action. Rosenstock 

( 1974) stipulated that in order to decide to take health actions, an individual will usuatly take into 

account the following four components: 

1, Perceived sus_i;eptibility to an adverse outcome: 
2. Perceived seriousness of adverse outcome; 

3. Perceived benefits In reducing susceptibility or enhancing quality of life: and 

4. Perceived barriers evaluated for vlablhly and cost Of overcoming them (eg demands 
on energy, time and money). 

Thus, this section will consider what information the women had about the benefits and 

disadvantages of the choices between breast and bottle-feeding, how much the mothers felt affected 

by the known advantages and risks, and how they chose to act on those perceptions. 

How the HBM applies to dominant Midwifery perspectives 

From a professional, dominant Midwifery perspective, breastfeeding (in a healthy mother) is 

undoubtedly the best source of nutrition for an infant This view is widely promoted in line with 

BFHI policy through ante-natal classes and other public information services, for example, by the 

Australian Breastfeeding Association (ABA). Contemporary infonnation typically suggests that 

breastfeeding has advantages of im1m~al and protective properties for a number of disorders. For 
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example, breastfed babies have a lower incidences of gastro-enteritis, asthma and future obesity. It 

is promoted as a preventative for women's conditions, for example, pre-menopausal ovarian 

cancers. The Health Belief Model would suggest that the benefits are protection against disease and 

enhanced mothering abilities. The professional perspective on the barriers to choosing to 

breastfeed would include low motivation due to not being aware of the advantages and risks; not 

understanding how to breastfeed. Later on it would include not managing well, for example, 

because of difficulties with latching on, not learning strategies to breastfeed as well as avoid pain, 

and having difficulty relaxing sufficiently to allow the let-down reflex to function. 

From the dominant Midwifery perspective one would likely expect to see a focus by mothers on the 

negative consequences of not choosing to breastfeed. However, as the following am,Iyses will 

show, the health beliefs of bottle-feeding mothers do not confonn with this expectation. Rather, the 

mothers inverted the dominant pro-breastfeeding arguments: Instead of particularly weighing-up 

the risks of choosing to bottle-feed, they took a more serious view of the risks of choosing to 

breastfeed. Each case was idiosyncratic, but a pattern of health beliefs shared by bottle-feeding 

mothers can be illustrated. 

How the HBM applies to breastfeeding mothers' health decision-making 

The bottle-feeding mothers did go through the processes of decision-making as described by the 

model in weighing up perceived consequences. The model is often used in relation to health 

screening, to explain why some people do not act to prevent avoidable illness, for example, 

avoiding pap smears. However, mothers make a choice between breastfeeding and bottle-feeding, 

and therefore will act, one way or another. 

Perceptions o(breastfeeding as cause of adverse outcomes 

The process of decision-making will be traced in detail, using Imogen, Mother (01) as an example. 

Imogen, bottle-feeding her first baby, claimed that she had a pre-existing aversion to breastfeeding 

and she said, "physically it repulses me, the thought of doing it". However, she found herself in a 

"dilemma" at seven or eight months of pregnancy knowing that "breast is best": 

Imogen (01): (worrying about) ... did I want to try to br£OStfeed because 
breustfeeding's the best and all that sort of stuff. And that was 
a dilemma. rm thinking, you know, should I try it, but every time I 
thought about It it just was just worrying me sick because I didn't 
want to do it, but I thought oh well maybe I should try. 
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Imogen's partner reported that he came from a breastfeeding family and had found her attitude odd 

but had known about it for seVt..'l'al years before they married and experienced pregnancy. It was by 

then something he accepted. Imogen discussed Midwives' comments, that she would not be 11a 

natural mother", that she would not "develop maternal instincts" and that she would not bond with 

the baby'· These became her criteria of the risks bottle-feeding, In tenns of perceived susceptibility 

and perceived seriousness she dismissed them. To her, being a natural mother involved pregnancy 

and child·birth and feeling love for the child. There was already obvious proof that she had 

'maternal instincts'. With regard to 'bonding', she saw this as a quality developed out of her caring 

for the infant's needs and the infant's attachment to her. As a consequence, she did not regard the 

risks raised as threats by Midwives as being serious risks to her. The suggestion of them was 

offensive and hurtful, but they were not serious considerations. Since she did not see herself as 

susceptiblt, she had no reason to perceive any benefits in avoiding those risks. However, she had 

heard !hat 'breast is best' and hence faced a dilemma in making the health-decision. 

Although not strongly convinced of the benefits of breastfeeding, Imogen wondered if she ought to 

overcome the barrier of doing something she had never wanted to do because Midwives said it was 

best This is what Imogen explained: 

Imogen (01): But then one of my girlfriends so.id, if you're not going to be ho.ppy 
doing [breo.stfeeding] then the bo.by's not going to be. ho.ppy, so 
why stress yourself out even before it's here. So I thought, oh, 
good point, rm not doing it. (bugh) It wo.s the best decision I 
made, 

Imogen saw that possibility of stress as serious and her susceptibility high. She then acted in the 

perceived interests of her health 3nd her baby's health by avoiding stressing over the dilemma. This 

entailed overcoming the advice of professionals that breast is best, and making the decision in 

accordance with issues important to her, namely avoiding stress and unhappiness caused by 

breastfeeding. 

Imogen's case has illustrated how a mother's reasoning led her to take a health-dCcision about 

infant feeding, but not one that would have been predicted by professional discourse. In brief, what 

constitutes a health risk is more contentious than may be recognised in Rostenstock's Health Belief 

Model, 

1 All of these terms, being natural'. 'matemal lnsUncts' and 'bonding' have been contested. For example, Blaffer Hrdy (2000) 
desaibes the politics of attachment theories, and even !hough her research appears to be pro-breastfeeding, she critiques 
the mlsapplicatlon to human beings of studies on sheep which have a Ume-llmlt for successful attachment between molher 
and infanL However, thOse terms are used widely by both the lay community and Midwives and were terms raised by the 
mother, hence their reproduction for the analyses. 
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The same pattern of decision-making was apparent from interviews with the other mothers. Some 

mothers questioned the differences in quality of breast-milk and formula, some were unconvinced 

that bottle-feeding had the short-term or long-term adverse effects of which they had been advised, 

some felt that the serious risks of bottle-feeding were only relevant to Third World Countries, or 

that it was linked to post-natal depression because of sleep deprivation and over-responsibility. 

Others were concerned about discomfort, inconvenience, limits to their preferred levels of physical 

activity, exclusion of the baby's father, and too little time to spend with existing children in the 

family. 

Perceptio,;s of seriousness of differences in quality and immune Properties of breastmilk and 
formula 

Lisa had been bottle-fed herself and this convinced her that bottle-feeding was satisfactory: 

Lisa (11): We were all bottle-fed and we oil turned out alright. 

Possible hann from bottle-feeding was not considered to be relevant and perceived susceptibility 

was low. This facilitated the choice to bottle-feed. Lisa also raised the issue of inferior milk­

formula quality. 

Lisa (It): Maybe they can't put hormones in the formula milk but they do make it as 
close to breast milk as they can in every other respect, So really I see no 
difference .... 

Lisa appeared to have heard about the immunal properties of breastmilk2, but her belief about that 

benefit of breast-milk was something that she minimised3 as not serious, to the point of there being 

no difference. Donna, had previously breastfed twins. She also minimised the differences between 

breast-milk and fonnula: 

Donna (02): These days, the formula is mode with so many extra vitamins and 
other supplements that it is practically the some as breast-milk. 

Some mothers, for ex.ample Lisa and Terri, raised the issue of professional advice that bottle­

feeding increased vulnerability to sickness and infection. Lisa and Terri each countered this point 

2 For lhe analysis, the researcher is guessing that by "Honnones•, Lisa meant lmmunal properties ofbreastmllk, 'Ml!ch ls 
emphes!sed In ante-natal classes as benefiting lhe baby. Professional understanding of lhe effects on honnones resu!Ung 
from either choice of breastfeedll1g or of bottle-feeding doesn't quite fit lhe point she appears to be making, that Is, she feels 
Iha! milk-formula Is designed to be nutritious. Key books oflhe breastfeeding movement use metaphors of breastmllk as a 
medicine, and especially of milk-formula as a carrier of disease or an Inappropriate drug. For ex.ample, Maureen Mlnchln 
(1985) lists re-ea.lied fonnula products and Gabrielle Palmer (1988, p. 272 -274) Includes Min chin's lists In her appendix of 
•formula mishaps". Lisa's observations of Improved fonnula would be supported, in their acknowledgment lhat since lhe 
1960s formula has Improved. However, Minchin and Palmer point out ongoing problems, (some oflhe most recent on the Vst 
,1985) having to do with lack of registmtion). This Is an example of different lay and professional perspectives. 

Although Lisa's reasoning minimises the risks, (and she believed that bottle-feeding had been a healthy option for her 
baby), Midwifery may also be gullty of minimising regarding formula's nutrltJonal qualities, minimising evidence that some 
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by referring to the after-the-fact evidence that their own babies had not ever been sick. Such 

reasoning cannot directly indicate that it was a decision-making issue, however, they each related 

that point to the situation in ''Third World Countries". Terri simply stated that infection rates in the 

research were probably based on Third World statistics, whereas Lisa went into more detail about 

Third World poor sanitation and a tendency to water down milk due to poverty. These she would 

have considered to be serious issues, but she perceived her susceptibility as low stating simply that 

it "doesn't apply to me''. 

Perceptions of benefits of bottle-feeding 

The perceived benefits of bottle-feeding in relation to health include the avoidance of a range of 

negative outcomes including sleepless nights and cracked nipples. Donna felt it was beneficial to 

save herself from exhaustion, 

Donna (02): It's so much MSier with the night time feeds and things like that. If I was 
breastfeeding, especially like with the twins at the age of two, three months, 
thot's constantly up every two to three hours and that would be just too 
exhausting, especially with the other children as well, 

Francine argued that bottle-feeding had the benefit of helping babies recover from sickness, and that 

breastfeeding was a banier to rebuilding the baby's health. 

Francine (OB): I really shouldn't soy that about breastfed babies, but when 
they're sick ... my sister-in-law breastfed both of her children ond 
it would seem to tak£ them a lot longer to get over colds and flu 
ond any illnesses because there was no boostering up, you know, 
you feel like you can actually build them up a bit more with the 
formula than with breastfeeding. 

Perceptions of barriers to successful feeding (bottle-feeding) 

The mothers' perceived greatest barrier to choosing a successful feeding method, which to them was 

bottle-feeding, was mostly the general pressure to feed in ways that, according to Terri (10), suit 

"the hospital staff' rather than the mother. That is, to these mothers, succes:; in bottle-feeding 

depended on overcoming professional pressure to choose breastfeeding. Hence, several of the 

mothers emphasised the importance of being able to stand up for themselves. Terri stated that 

mothers' feeding decisions should be based on ''whatev1.c suits you". Notably, this argument fits the 

reasoning patterns of the Rosenstock model of perceiving benefits,. if action is taken, but subverts 

the dominant professional discourse of breast is best. 

babies do not breastfeed well, and In recent decades the professional refusal to eccepl boWe-feed!ng minimises the rights of 
mother11 to avoid what they perceive es intolerable or simply avoidable problems. 
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In addition to the general pressure to breastfeed and admonitions not to bottle-feed, some of the 

mothers felt that the lack of practical support threatened their success with bottle-feeding. Anne, in 

particular, who gave up trying to breastfeed, was frustrated at the difficulty of being given fonnula~· 

and felt the minimal training in bottle-feeding had led to her making some mistakes which would 

have undermined her confidence. 

Similar health beliefs pattern demonstrated by a baby's father 

The pattern demonstrated in this section is that what breastfeeding mothers had in common was that 

they deeply considered their options and that their definitions of susceptibility and risk did not 

confonn to professional knowledge. The partner of one of the interviewees invited himself into the 

conversation, and analysis of what he had to say shows that he loo could reason in ways that 

inverted professional expectations of health behaviour. In this example, it can also be seen that 

models do not work in isolation, but that other notions such as "values", "confidence" and "life­

style" are inseparable and come into play. 

Both Imogen and her partner felt that bottle-feeding had allowed the father to develop his paternal 

skills and his bonding with the child in a way that would have been severely limited by 

breastfeeding. The father, Brett, had this to say: 

Brett (Father 01): rm so glad now that she didn't [breastfeed], I'm so glad, 
because now rve seen bottle-feeding, and I've seen with really 
close friends breastfeeding, and just the difference between 
the dads and the kids is enortnous. 

This father perceived that the benefits to him were improved confidence and organisation and he 

noted that breastfeeding was a barrier limiting involvement of fathers. He also obviously enjoyed 

and took pride in the role of mentor and role-model to other fathers. He wryly recounted how he 

would often invite one of his friends over to "coffee" because he felt his friend rang up needing 

support whenever he was alone with his children: 

~ Matemltywards refusing to supply formula, especially to mothers who have opted lo breastfeed but later change their 
minds, Is not In line with the BFHI policy, but It may not be an uncommon hospital practice. Many Midwives feel that It Is their 
duty lo help mothers overcome dlfflcu1Ues In persevering with Initial breastfeeding problems and attempt to re-frame women's 
requests lo boWe·feedlng change by encouraging them lo keep trying, sometimes using quite dogmatic tactics. This Is more 
likely to be elfectivr,, ligalnst the wishes of the mothers, where mothers are unaware of how to make their changed decision 
clear. They are not taught procedures to change the paperwork that states their first choice, they may be too emoUonal to 
express their chang.,_,d mind clearly, or they may not understand about where lhey can obtain supplies. The MAIF agreement 
prevents marketing bUi not supply offormu!a. As such, even Iha first BFHI hospital In WA has a shop that sells formula 
(Personal communications, '2001), but unprepared mothers do not necessarily know !his, as Jn the case of Anne. 

118 



Brett (Father 01): I honestly believe that comes from not really having any part, 
except for the little bit of play ... rm not saying that they 
[other fathers] don't love him [baby], don't get me wrong at all, 
but he just doesn't have that confidence that rm able to have 
now. Whereas I can have my kids, their kids, and have them all 
organised and everything going smoothly. 

Brett is constructing meaniµg that fits the health belief model. In his view, breastfeeding makes 

other fathers susceptible to some serious limitations which are: lack of real illvolvement with the 

baby, less confidence, poorer self-efficacy, and poorer organisational ability, 

The analysis applying the bottle-centric perspective of the mothers to a common model of 

motivation in health beliefs. The Health Belief Model, has shown that the bottle-feeding mothers 

did go through decision-making processes. However, the process was followed in unexpected ways 

so that seriousness, susceptibility, benefits and barriers comprise different factors in the eyes of 

breastfeeding mothers as compared to Midwives. Because Midwifery does not recognise the choice 

to not breastfeed as worthwhile, it fails to see that anyone would be motivated to choose bottle­

feeding. 

Environmental Resources 

An influential health decision-making model is Green's Precede-Proceed Model. This section will 

describe the model in relation to the BFHI. The description shows how compelling the model is for 

health professionals since it incorporates a methodology for them to implement an environment that 

will support their preferred health behaviours. Following this description, the negative effects of 

the BFHI for bottle-feeding mothers will be reviewed. 

The Preceed~procede social.environmental model in relation to supporting public policy 

Green (1986), whose interests were in public health, proposed that Predisposingfaclors of values, 

attitudes and knowledge, Enabling factors of skills and resources, and Reinforcing factors such as 

social nonns, are important elements in health decisions and health outcomes. An effective health 

policy will focus on these factors with the intention of optimising those which influence a particular 

outcome. In the case of this thesis, this means influencing mothers to breastfeed their infants. 

Health care offered by professionals and health actions undertaken by health clients are not based 

on a static notion of roles; rather, the health actions that proceed are understood to be very much 

influenced by the care practices that precede them. This accords very closely with Bandura's 
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notions of self-efficacy as not being a matter of free choice, but one that reflects the context and in 

which responsible policy should be playing a useful role. 

The Precede-Proceed Model can be further explicated in tenns of how infant-feeding initiatives 

such as the BFHI are envisioned to work. Regarding predisposing factors of values, attitudes and 

knowledge, to effect a policy, strategies are implemented to influence and re-shape how health 

clients think and feel about specific health choices, As such, pro-breastfeeding education 

emphasises the benefits of breastfeeding and risks of bottle-feeding with the intention that women 

will be perauaded to take on board that knowledge and shape their attitudes accordingly. 

Regarding enabling factors, strategies are implemented to influence the professional skills and 

resources supporting the policy. As such, the BFHI enables Midwives and hospitals to support 

breastfeeding, and the following are some examples: 

• Requiring staff to have skills in managing breast problems; 

• Routinely teaching women aboul expressing milk so lhey can manage their breaslfeeding 
effectively; 

• Moniloring for infanl formula marketing infringemenls (e.g. Advisory Panel on the Marketing 
in Australia of Infant Formula (APMAIF), 1999); and 

• Placing conslraints on professionals' infonning role for bottle-feeding. 

Reinforcing factors, the third set of this model, are closely intertwined wi1h the factors discussed 

above. What the reinforcing factors do is to create an environment where one choice of action, in 

contrast to another (breastfeeding in contrust to bottle-feeding), becomes 'naturalised' with efforts 

made for that choice to appear to be both the obvious choice and the choice which is supported. 

Again, the Precede-Proceed model is designed for supportive intervention. That is, it resists what 

may be the social nonns of certain families or communities who have previously bottle-fed, but 

instead aims lo instil a sense of a different 'social nonn' in line with the policy targets. 

The whole of the BFHI policy is designed to reinforce the pro-breastfeeding and anti-bottle-feeding 

stance of the WHO code in relation to practices in hospitals. That is, without doubt, its intention 

bas been to develop procedures ,mereby the 'nonnal' routine is to have the infant suckling at the 

mother's breast and whereby the alternative of formula feeding is seen to not be nonnal, such as 

requiring informing, consenting and form-tilling administrative procedures. 
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How social-environmental policy models can marginalise client choice 

From the perspective of the bottle-feeding mothers, however, they have felt marginalised by 

services that are not designed to meet their needs: 

Terri (12): ... there is just so much emphasis on breastfeeding being the only 
wey to feed that professionals ore afraid to listen to anything 
about bottle-feeding and how these mothers are coping. It's 
almost a crime to battle-feed in the professionals' eyes .... [If] 
you are just one of those mums who decides to bottle-feed, then 
you don't really get very much respect, they really think you are a 
bit dumb to even consider it. 

Indeed, what the Precede-Proceed model is not designed for is adapting services to clients' 

perceived needs. Examination of this model highlights how in Midwifery tensions involve 

marketing issues, The WHO code, MAIF agreement and BFHI policy all limit the marketing of 

formula companies as well as restricting educational discussion about bottle-feeding. In contrast, 

Midwives are encouraged to 'promote' breastfeeding. For example, Henderson argues that: 

Midwives should become politically and socially active by seeking Input Into media 
articles on breastfeeding that pose a positive view ... utilising mothers' posltlve life 
experiences. 

(1999, p. 30) 

However, the voice of bottle-feeding mothers is rarely heard because the emphasis on policy 

implementation by definition pushes these mothers into the margins. For example, Patti Rundall of 

Baby Milk Action in the United Kingdom (cited in Carter, 1996, p. 150) dichotomises "industry" as 

one group in opposition to "the role of Midwives or the rights of a woman and her baby"; such a 

dichotomy assumes that mothers are against bottle-feeding and therefore negates the rights of 

bottle-feeding mothers and forgets their existence. 

The Precede-Proceed model of environmental resources in health decision-making is the most 

useful in describing contemporary Midwifery's promotion of policy, but it does not directly offer 

any way of aiming to empathise with, or meet the needs of (Edelman & Mandie, 1994), bottle­

feeding clients - for which understanding some other models of health beliefs are more evidently 

useful. 
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Values 

Values are crucial to health decision-making, and are considered in Rockeach's (1979) System of 

Beliefs theory which proposes that behaviour, attitudes, values and self-concept are inter-related. 

Rockeach contended that health professionals make the mistake of confronting others about their 

behaviour because behaviour is outermost and therefore easiest to scrutinise. However, since 

behaviour is more subject to change than attitudes or values, and self-concept is less subject to 

change than values or attitudes, lasting behavioural change requires working outward from ·self­

coricept, through values and attitudes. This analysis will examine how these mothers became 

committed to their values' positioning in relation to the System of Belief theory. 

How bottle-feeding mothers' values inter~relate with their choice 

Raths, Hannin and Simon (1974) listed seven criteria for identifying values that will be considered 

in turn: 

1. A value must be chosen from among altgmaflvas 

Some of the mothers stated that they had always known they would bottle·feed or that they had 

always had an aversion to breastfeeding. Nevertheless, it is clear that all of the women in this study 

were aware of there being another choice- breastfeeding. However, breastfeeding policies, such 

as the BFHI limit consideration of alternatives. The mothers were resentful about lack of practical 

advice about bottle-feeding. They also objected to the way in which everyone felt entitled to give 

their opinion about breastfeeding being the best option. Such pressure often leads to action that is 

short-lived because it results from someone trying to impose their values upon someone else. 

2. A value must ba chosen aftgr carefully consldgdng tha consequences of each attsmatfve 
course of action 

Typical of most mothers in this study, Penny showed evidence of having considered and discussed 

the infant feeding alternatives: 

Penny (07): I made the decision to bottle-feed (baby) in conjunction with my 
husband. We discussed it at length. He had read all the 
brochures about breastfeeding being be.st for the baby and 
everything like that. And we'd discussed about (H, various 
negatives of breastfuding}. So we. mode the decision ... he said to 
me it's ultimately my decision, it would be me who would be the one 
that would have to be fuding her all the time. 

As it happened, Penny had concluded that there could be unacceptable negative effects of 

breastfeeding, such as engorgement and expressing: 
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Penny (07): Another consideration of bottle-feeding was my return to work. In 
my profession [police officer] I would not be in a position to be 
able to vcpress at work to relieve engorgement and maintain 
supply so I would eventuolly end up bottle-feeding anyway. 

Her explanation of what she had taken into account about the benefits of bottle-feeding 

demonstrates the depth of her considemtion on this topic. One broad aspect was that her bottle­

feeding choice would be beneficial for peace-of-mind issues, such as knowing exactly how much 

the baby is drinking, the baby sleeping for longer, being able to have a more organised routine, 

being suited to bottle-feeding because she is active, and not having to take the baby to smoky 

environments when socialising. Another broad aspect of her choice was that bottle-feeding could be 

beneficial to the baby-father relationship. Penny ended her account of her decision with the 

following comment: 

Penny (07): But primarily the reason why I chose to bottle-feed was the 
bonding between her and her father. 

Clearly she had considered her course of action, though she arrived at a conclusion not 

recommended by health professionals. 

3. A value must be chosen fregly 

The mothers in this study had a strong sense of making an independent choice. They commented 

frequently about breastfeeding mothers who had not been allowed to make a completely free choice 

because they were pressured to breastfeed. They argued that not all women were as strong as 

themselves, and nor should they need to fight for their rights. Claire and Natasha each recounted 

other women's experiences of being pushed into breastfeeding: 

Claire (06): ... she [sister-in-law] breastfed at the start, I think becauie the 
midwife pushed her into it. 

Natasha (05): A friend of min'e yesterday, she was ringing me up, and she said oh 
the (unclear) pressure to do it (breastfeed) and that's why she did 
it and she didn't enjoy it most of the time, she was too tired, and 
she felt she wasn't going to be influenced by anybody ... 

Natasha, compared her experiences of the care she received in Ireland where she had her first child 

with the care in Australia where she had her present baby. , She noted her concerns about the effects 

of Australian Midwives' pressure on women and claimed that pressure would have been counter­

productive for her: 

Natasha (05): And I know there's a lot of pressure here to breastfeed, but that 
would nearly make me go the other way and really stand up and say 
rm not doing it, and I don't want to do it and nobody's going to 
make me do It either, 
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Midwifery's limitations to free-choice meant that they lost credibility in the eyes of the bottle­

feeding mothers. 

4. A value must be prized; you should be proud of your choice 

Early in the interyiews with mothers it became clear that they were proud of their choice. Claire put . 
this very simply: 

Interviewer: If you can Just. tell me Claire what it's been like to bottle-feed 
(baby). 

Cloire (05): ~ Well I think it's been good. 

Jackie was obviou,;ly proud of her choicC·and he~ success in bottle-feeding: 
. ~ . 

Interviewer: ,So i.f you can just tell me what it's like for '(ou bottle-feeding. 

Jackie (10): Well I really enjoyed bottle-feeding. I Just felt qLlite comfortable 
with the fact that I knew exactly how much (baby) was r.eceiving. 
I didn't feel that I 'missed out on anything at ~II by ,bottle-feeding. 
I would hold (baby) ·just as close to me as if I was breastfeeding, 
and we spent Just as .much time together. And I felt, yeah, it was 
very successful for both of us. 

5, A value must be publicly afflr,,ned; you must be willing ~ofke a po~itiow 

All of the mothers spoke positively ab Out their bClttle-feeding eXperiences. Their comme~ts were in 

themselves public affinn~tion of their valuing bottle-feeding. What Sandy said. was typical: 

Sandy (09): It shouldn't be bottle is the second class.... I really feel that 
. thClt's the way that when you walk 1hto a hospital. that's how it's 
. looked at. And th.e Nursing Mother's Association, that's a big push 
towards breastfee.ding, and how dare yau bottle-feed. rd like to 
see it treated as an equal [choic_e]. 

Participation in the study was an act of public affirmation. 

Claire (06): The new ones (Midwives) ... they make you feel bod about. bottle­
feeding. Like you're not doing right by the baby. That's what 
came across to me when I was in hospital. 

In Natasha's case, she had to defend her choice against her husband's opposition and thus, even in 

the family arena, take a position in which she publicly affinned bottle-feeding: 

Natasha (05): My husband Wasn't happy at all, he wanted me to breastfeed right 
from the beginning. I couldn't believe it actually, he was really 
pushing, you know, come on you have to breastfeed, this was 
before she was born. And I said I've no intention ... you know, no 
way. I wouldn't be comfortable doing It either you know. You had 
to think ·of ... well will yau mind just sitting down once she starts 
getting hungry, wherever you ore or whoever you were with and 
doing It. 
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Each of the participating mothers in this study had had to take a public stand on bottle-feeding 

simply because they were defying pro-breast-feeding disCourse. Ironically, being forced to take a 

public stand confirmed their commitment to bottle feed. The dominant discourse created the 

conditions for this confirmation. 

6. There must be repetition o(your action, your action will be consistent and in accord with 
your other \ia/ues 

When the mothers talked about how bottle-feeding suited them, that generally meant it fitted with 

aspects of their life they already valued. For example it was consistent with Penny's desire to be 

active: 

Penny (07): I also find it suits me ... rm a very active person and I'm always 
doing things and I would probably find that ... resentful isn't 
probably the right word, but sitting down breastfeeding is very 
time consuming and if you have to do it more regularly than bottle­
feeding, you'd be sitting down ... well I would find that I would 
sitting down and actually thinking of all the things that I need to 
be doing rather than relaxing, and therefore it's obviously going to 
affect how you're feeding anyway. 

Bottle-feeding was also consistent with Natasha's desire to avoid anything unnecessarily difficult: 

Natosha (05): I thought no, I don't want the extra pressure [of breastfeeding]. 
Give me the easy way out and I'll take it {laugh) and it's worked 
out. 

These mothers had sensed that bottle-feeding suited them, would make them feel better, and 

underlying that they also intimated that because it was consistent with their other values they would 

cope better with mothering. 

7. A value is related to vour priorities 

Many of the mothers stated how the choice of bottle-feeding suited their preference to be organised 

with a routine. Coping was a strong theme, whether the mothers were used to coping well or 

whether they were unsure of their mothering ability: 

Claire (06}: I just thought {breastfeeding} was too inconvenient for me and 
because being so young I thought I might get a bit stressed now 
and again when I had him. 

Terri valued family involvement, affection and closeness, and explained that bottle-feeding assisted 

in meeting those priorities in her life: 
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Terri (12): My own parent$ are great (at being supportive) and they just love 
(baby), and also my husband's family are very involved with him as 
well, he gets so much love from them all, Sometimes it's a fight to 
see who gets a turn feeding him. It's lovely to see everyone 
involved with him. 

Midwifery policy prioritises medical evidence that breast is best and supports breastfeeding, 

whereas bottle-feeding mothers tend to prioritise non-medical aspects of the infant-feeding decision 

choosing it so that they can enhance the broad concerns of their babies', their own, and their 

families' welfare. 

This analysis of values, based on the criteria from Raths, Hannin and Simon (1974), has provided 

evidence that these bottle-feeding mothers were committed to their chosen method of infant-feeding 

as it fitted their broader values. The importance of such factors to the mothers is not well 

recognised professionally. This tends to produce the profession's deficit models of mothers who do 

not comply to medical imperatives to breastfeed (Duffy, 2001). The BFHI does not encourage 

women to establish their own value systems. The Health Belief Model of decision-making 

suggests, therefore, that the BFHI and concomitant Midwifery practice will simply achieve outward 

signs of confonnity without commitment. This analysis of the values model has also highlighted 

the importance of the social model of health in the decision-making processes related to bottle­

feeding. In short, health per se may not be a priority. 

Confidence 

Confidence is recognised as a key factor in health decision-making. There is inner confidence, 

which is naturally felt or developed by individuals, particularly in relation to Bandura's notions of 

"self-efficacy" from his Social Leaming Theory (SLT) which he has renamed Social Cognitive 

Theory (SCT) (Bandura, 1986), and Wallston and Wallston's (1982) notion of health-related "locus 

of control" whereby internal attributions of control over health decisions result in better health than 

helplessly being directed by others. There is also an outside shaping of confidence, particularly 

through the design of expectations, using incentives and "reinforcement ", and through "social 

modelling". This section will outline the background to these concepts of self-efficacy, locus of 

control, reinforcement and social modelling as they pertain to the decision to bottle-feed and the 

BFHI. 
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How inner confidence applies to infant1'eeding health issues 

Selfefflcacy 

Self-efficacy affects the choices individuals make in a given situation and is the self assessment by 

an individual of their likelihood of succeeding or failing in a particular task. Efficacy is how the 

individual performs in that task. The theory of general self-efficacy, as developed by Sherer and 

Adams (1983), proposes that general self-efficacy is a global construct. This construct is the 

combination of all life's successes and failures that are attributed to self. This sum total of 

experience and attribution affects individuals' self-expectations concerning a decision to perform a 

behaviour. General self-efficacy is the belief in one's ability to make a decision, achieve goals and 

overcome any obstacles in everyday living. The theory of self-efficacy developed by Bandura 

( 1977, 1982) is situation specific and not generalisable between domains. 

Bandura ( 1977, 1986) argued that a person's behaviour is largely a function of efficacy expectations 

and outcome expectations. According to Bandura, individuals are likely to engage in healthy 

behaviour if they believe that they can successfully perform the behaviour required to produce the 

desired outcome, and if the person is convinced that the outcome will benefit them. Perceived 

barriers and perceived benefits are reflected by the individual's self-concept, and this means, 

simply, how individuals see themselves. Self-concept and self-efficacy are intertwined. 

Although self-efficacy is a relatively recent construct in health care (Bandura, 1977, 1982, 1989), 

research has accumulated to support its application to maternal-child health care settings (Cutrona 

& Troutman, 1986; Froman & Owen, 1989). Self-efficacy scales have been utilised to measure 

parenting skills (Donovan & Leavitt, 1989; Percival, 1990). Percival found that a sense of 

competence and control in the mother assisted her in the everyday care of her baby. She further 

concluded that, when faced with stress, those individuals with low self-efficacy were shown to give 

up easily, and expeiience high levels of anxiety or depression. Conversely, individuals with high 

self-efficacy beliefs were persistent and experienced less anxiety and depression with childcare in 

the early postpartum period (Percival, 1990). Other study findings indicate that a mother's 

perceived self-efficacy is an important determinant of how she copes and the choices she makes. 

For instance, stressors, such as lack of control of events and insensitivity by clinicians, interfered 

with maternal sense of capability in the initial post-partum period (Butani & Hodnett, 1980; 

Entwistle & Doering, 1981; Scott-Heyes, 1982). Furthermore, self-efficacy also gives a greater 

understanding to more specific health related behaviours, such as smoking (Baer, Holt & 

Lichtenstein, 1986), weight loss (Chambliss & Murray, 1979) and health education (Lawrence & 
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McLeroy, 1986). Therefore, self-efficacy is a useful concept to apply in understanding the 

performance potential of individuals (Barnard, 1989). 

Bottle-feeding mothers views o[self-efflcacy 

The importance of self-efficacy and satisfaction with the infant-feeding choice was recognised by 

the bottle-feeding mothers in discussing "confidence". For example, Lisa observed that the 

breastfed babies in the maternity ward w:1ere she had her baby continually screamed which caused 

the mothers to become anxious. The resultant feelings of not coping led to the breastfeeding 

mothers being unable to let down the milk. Terri discussed confidence from the perspective of 

needing overall well-being and choosing what a mother knows she will be happiest with: 

Terri (12): I think you have to be happy doing what you are doing, and 
confident, otherwise you all end up in o mess, 

What Terri implied was that anyone either breastfeeding or bottle-feeding without happiness and 

confidence will run serious risks and be susceptible to ''messy'' outcomes. 

Locus of Control 

A further feature of confidence is locus of control. Its prominence in the health-related literature is 

owed primarily to Barbara and Kenneth Wallston and their colleagues (Wallston, Wallston 1978; 

Wallston. Maides. &Wallston 1976), They developed a health beliefs locus of control scale, which 

has two dimensions, internal and external. Internal locus of control is associated with feelings of 

individual control over personal destiny and quality of health and the decisions made about 

lifestyle. External locus of control is the belief that health is dependent on powerful others, that is, 

the doctor or other medical personnel, or on some combination of chance, luck and fate. 

Researchers have reported that subjects who have an internal locus of control exhibited a higher 

standard of health than those with an external locus of control (Wallston & Wallston, 1978; Lau, 

1982). Abella and Heslin (1984) studied the relationship between health, locus of control and 

values. They concluded that "desiring or valuing health is not in itself a sufficient condition to 

produce a healthy lifestyle. It is also necessary for the individual to believe that he {.ili;) has control 

over his own health outcomes" (p, 288). 

This notion of the importance of choosing for oneself was also prevalent amongst many of the 

bottle-feeding mothers. Many of the interviewees described themselves as being strong enough to 

overcome pressure from Midwives in order to do what they knew was best for them, but they also 
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expressed concern about the unfairness of being put under pressure a:,d wanted to protect other 

women from being placed under the same pressure. One example was Sandy, 

Sandy (09): I was quite switched on in my own mind ... And ... I had the 
confidence to say, this is what I want to do, nobody attempted to 
sway me. Clough) And I think that (pressure by Midwives]'s the 
problem. 

Several of the mothers also described their decision to bottle-feed as influencing the confidence of 

the baby's father. It allowed the father to have an equal role in parenting and be confident of his 

capabilities to fully care for the child without reliance on the mother. 

Terri (12): (Baby's father) is very confident in lookin9 after him (baby) now, I 
can go out and leave him (baby) with his dad and he can take as 
good care of him as I can. 

The literature as well as the perspectives of the bottle-feeding mothers suggest that inner confidence 

is important in health decisions and health behaviours. It is notable that poor self-efficacy and 

external locus of control translates into poor confidence that in turn can explain into inadequate 

performance of health related behaviours as well as associated mental strain and general inability to 

cope. Conversely, high self-efficacy and internal locus of control were described by many of the 

interviewees as qualities from within that had helped to make bottle-feeding successful for 

themselves and the babies' father... There was, however, concern expressed about professional 

attempts to stifle the confidence of women choosing to bottle-feed. This is the dilemma for 

Midwives. How is it possible to empower women with the best medical knowledge without 

disempowering them in ways that affect confidence levels? 

How outer support of confidence applies to infant.jeeding health issues 

Hochbaum's Health Belief Model based on Bandura's social learning theory, recognises that 

behaviour is not dependent solely on such inner-forces as needs and drives, but is affected by 

environmental and social conditions. Similarly, self-efficacy, which is an hmer-drive that is 

important to making health decisions, can be supported socially from the outward efforts of health 

professionals through encouragement, social modelling and reinforcement. 

Encouragement to breastfeed occurs in the BFHI, which emphasises its advantages and contrasts 

these with the risks of bottle-feeding. The concept of outcome expectation (a person's estimate that 

a given behaviour will lead to a particular outcome) is very similar to the HBM's concept of 

perceived benefits and barriers. Incentives can be simple and in relation to decision-making can 
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encompass professional advice such as "breast is best", and that slogan is therefore a strategy of 

encouragement. 

Social modelling is incorporated into the BFHI by its overt support only for breastfeeding. The 

professional literature cautions against undennining mothers' confidence that breastfeeding is the 

right choice, for example by disallowing any visible official sanction of bottle-feeding such as a 

nurse in uniform feeding a baby (HHS blueprint for action on breastfeeding). 

Reinforcement, which can play an important informative and motivational role in health, is 

incorporated into the BFHI such as in its attempts to make only breastfeeding appear normal by 

prohibiting pictures of bottle·feeding and disallowing formula samples and demonstrations. The 

provision of services to assist in the management of lactation problems reinforces the policy's 

promotion of breastfeeding. Within the hospital system, reinforcement occurs through 

accreditation, and in addition the accreditation manuals include recommended procedures for 

celebrating a hospital's achievement and continuation of BFHI accredited status. Behaviour is 

regulated to an extent by outcome expectations, that is anticipation of its consequences 

(reinforcements) but only as those consequences are interpreted and understood by the individual. 

So a consequence that is not valued is an ineffective reinforcer and will not positively influence an 

individual's choice. 

In maternity hospitals in Perth, external methods of building confidence are applied to support 

breastfeeding. The down-side of the policies is that they do little to build the confidence of bottle­

feeding mothers, and can seriously undennine it The literature points out that a Jack of confidence 

has negative health consequences. Guidelines to not demonstrate fonnula preparation in groups is 

intended to make such practices seem unusual. The result for women wanting to bottle-feed is a 

sense of isolation, and a lack of preparation which lowers their sense of self-efficacy. 

Social modelling effects on bottle-feeding mothers 

Social modelling is where observational learning takes place. Through modelling (imitating) the 

behaviour of the observer changes. Opportunities to observe others perfonning the required 

behaviour enhance expectations of mastery. For modelling to affect a person's self-efficacy, 

however, the model must be similar to the observer in their characteristics and effort. The BFHI 

seeks to minimise modelling of bottle-feeding. However, the mothers in this study felt that bottle-
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feeding should be better supported through the use of better information and modelling practices. 

This is what Erica had to say on the subject; 

Erica 03: [Hospitals should organise for bottle-feeding to be demonstrated 
better to moke it less daunting.]I think a bit more support far new 
mums is so important for their self-esteem and confidence, which 
in turn reflects on the baby, 

It is worth elaborating the point that the value of reinforcements and social models is in the eye of 

the beholder. From the perspective of bottle-feeding mothers, Midwives are less useful models than 

pharmacy shop assistants. It has been shown that mothers seek reinforcement of their own beliefs 

(Hauck, 2000), and the mothers in this study were no exception. 

Anne (04): Everyone [at playgroup] breastfeeds except far me. . .. some of 
them are doing 50/50 now, you know, topping up, and they all ask 
me questions now because their babies are now on formula .... And 
that's the thing as well, nobody tells you anything about the 
formula. You go to the chemist and the chemist down at (sh~pping 
centre) they've been wonderful, like they tell me when I ask 
questions exactly what I need to know about the formulas. The 
clinic nurses don't. 

An interesting finding concerning confidence and modelling was that at the time babies were 

weaned, bottle-feeding mothers considered that they felt more confident about their knowledge of 

babies• nutritional intakes. Former breastfeeding mothers, who were unclear about formula 

preparation turned to bottle-feeding mothers for advice. 

Penny (07): I get asked a lot of questions about how much she's drinking and 
that sort of question by the mums that are (breast)feeding, and 
they sort of ... they're obviously looking at getting organised for 
weaning and that sort of thing, they've just got no concept of how 
much their child is actually drinking at the moment, so when 
they're actually weaning them, a couple of girls said oh I only made 
up a bottle of 40 mis. I mean she was drinking 40 mis when she 
was born. Whereas now she has a full bottle 200 - 220 mis. The 
girls have sort of got no idea about how much milk to give when 
they're weaning and that sort of thing. 

What this section on confidence has shown is that the mothers spoke about the importance of inner 

confidence in coping well as a mother. They were concerned that health care services did little to 

support the confidence of bottle-feeding mothers and may even jeopardise it. The intention and 

some of the guidelines of the BFHI when analysed in terms of the outer support they offer for the 

different types of infant feeding can be seen to have this unfortunate down-side for bottle-feeding 

mothers. Some of the limitations on educating mothers about formula also meant that breastfeeding 

mothers knew very little at weaning time and they turned to the bottle-feeding mothers for advice. 
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Life-style 

The life-style elements of health are interpreted differently by different theorists usually in wellness 

models. This analysis of the mothers' lifestyle choices will consider various wellness models that 

focus on: self-actualisation; enjoyment and satisfaction; degree of choice in particular 

environments; self-responsibility; and relational connectedness. 

Wellness as self-actualisation of a preferred life-style 

Pender sees wellness as a state in which the person's potential for self-actualisation is emphasised, 

and argues that this also implies a focus on social, political and justice issues fanning part of the 

decision-making process (Pender, 1987). In Midwifery, efforts to remove barriers 10 the self­

actualisation of a woman comfortably breastfeeding her baby would be examples of this. The 

WHO Code, BFHI breastfeeding targets, and professional support for such guidelines all centre on 

making a united, global effort to assist in the urgent need to reverse the trend to bottle-feeding that 

was very damaging in under-developed countries. In Australia, there have also recently been calls 

for workplaces to be organised to allow breastfeeding or for funding to support mothers to stay at 

home whilst breastfeeding. The BFHI policy supports a social goal of improving community health 

standards. However, this can be contradictory to notions of choice in self-actualisation that are 

outside of this dominant, pro-breastfeeding discourse. Pro.breastfeeding policies make it more 

difficult for a woman to confidently reach her potential of designing a life-style that permits her to 

adhere to her own values ifit is her choice to bottle-feed. 

Wellness as enjoyment of life 

Ardell (I 979) describes wellness as a positive approach lo well-being and something that is done 

because the approach is satisfying and enjoyable, not because the individual wants lo avoid disease 

or live a very long life. That is, a wellness approach acknowledges 1ha1 people make their own 

choices about health behaviow· to suit their lifestyle preferences. The bottle-feeding mothers' 

clearly use a wellness approach in their decision-making. For example, Jackie was sympathetic to 

women in contexts that allowed no choice except lo breastfeed, but she felt that their misfortune 

should not constrain her from taking advantage of her more fortunate situation: 
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Jackie (10): At the moment it's just. .. you know, it's really forced down their 
[Australian mothers'] throats to breastfeed. And I know thot's 
the notural thing, but that's not whet everybody wonts .... Around 
the time I was having {baby) this Kosovo thing ... I can remember 
looking at the TV ond thinking, w.dl If I was in Kosovo I would 
breastfeed my baby because I would hove no choice. But, [here] 
you hove o choice ... 

Wellness as self-responsibility 

Further, wellness has been described as: positive, focused on health not illness, and Berne and 

Shantzis (1986) concluded that the key to wellness was self-responsibility, Self-responsibility has 

been critiqued by Hunt (1994; pp. 93-94) as: 

••. A concept which lacks reference to the Interconnected nature of women's lives; the 
principle of personal control which Is Inherent In the notion of self-responsibillty reflects 
the ordered world of work more than It does women's dally experience. 

It has been suggested that women's lives may be dominated by the social networks in which they 

are embedded (Gilligan, 1982). If this is so then individual concepts such as self-responsibility may 

become complicated by the demands of others and the context which shapes women's lives (Hunt, 

1994). 

Findings of the present study suggest that women take into account both the desire for an ordered 

life and the advantages that order offers to enhance their social networks and relationships. That 

would describe their sense of self-responsibility in needing to find ''what suits" their lifestyle. Lisa 

compared herself to another mother in hospital with her, who had a screaming breastfed baby. 

There were observable benefits demonstrated by the differences in: 

Lisa (11): ... how organised and reloxed I wos. And when my husband came in 
we could enjoy the baby. 

Wellness as connectedness 

Labonte's (1993) finding that 'peoples experiences of health were more about their experiences of 

capacity and connectedness than about their experiences of disease or disability' (p.15) has 

relevance to the prioritising of father-baby-bonding that was important to many of these mothers, 

and also to the babies' and the mothers' connectedness with other children, grandparents and 

neighbours. 

Donna had previously had twins and had become aware through experience that bottle-feeding was 

a better option for her. For example, she considered that breastfeeding carried risks to her ability to 
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cope, including exhaustion. the baby being less content, an inability to know if the baby was hungry 

or just grizzly and not having sufficient support from others to cope with the feeding demands. By 

choosing to bottle-feed, she was avoiding those risks. Donna especially valued the lifestyle benefits 

of connectedness offered by bottle-feeding, including the ability to be more relaxed and confident, 

and the increased participation and involvement by others in caring for the baby: 

Donna (02): ... (Partner could participate more) o.nd everyone else as well. Like 
grGndparents and even the children, they wanted to help by 
bottle-fee.ding, o.nd tho.t wo.s giving them time to get to know him 
(boby) as well. 

The present study found that most of the interviewed women claimed to have jointly taken into 

account that bottle-feeding would enhance the father's paternal bonding and minimise his feeling of 

exclusion in caring for the baby. The special relationship afforded by supplying nutrition and 

having the ability to perfonn 100 percent of the variety of care needs was considered to be a 

privilege: 

Penny: We'd discussed the fact that [breastfeeding} it's quite o. selfish 
method of fee.ding, the fact that he wouldn't be too involved in the 
feeding o.s such, 

Many of the mothers in this study valued the connectedness between father and baby that they felt 

was achieved by bottle-feeding. 

Desire/or wellness professional support of client options based on client values 

Having considered wellness models, it would appear that in addition to their strong focus on 

happiness, connectedness and relational harmony, which are values underlying these mothers' 

health decision, there is an often mistaken aspect of the model that does not apply to these mothers 

which is the view that for wellness professional advice is irrelevant. This assumption comes from 

the notion that being self-responsible and capable of making the right decision for oneself should be 

able to happen independently. Whilst infonned decision-making does assume the clients' abilities 

to decide, infonned decision-making does not preclude professional advice. In a practical sense, 

this can become difficult and even paradoxical because policies on professional advice is for advice 

to be promotional of a particular choice, and promotion is not generally aimed at encouraging 

clients to take personal responsibility in making choices. What this examination of wellness models 

has shown is that the mothers' values underlying their life-style priorities are in keeping with their 

lesser emphasis upon health gains from breastfeeding and their disbelief about the risks of bottle­

feeding. This is directly in opposition to the values of dominant Midwifery, which takes the largely 
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biologically measured stance that 'breast is best'. These differences in values will be considered 

next. 

Diametrically opposed values of professional Midwifery and bottle· 
feeding mothers 

A problem underlying the different perspectives of bottle-feeding mothers and professional 

Midwives is that even where they have shared knowledge of benefits and risks they assign different 

values to each factor. For simplicity of explanation in comparing the values of these two groups, 

this analysis will assign high and low valuing for a number of recognised factors that influenced 

bottle-feeding mothers' health decision-making. 

Table 2 
Diametric opposition of Midwives' and bottle-feeding mothers' values concerning the benefits 
or risks of factors in choice of Infant-feeding method 

immune properties of 
breastmilk 

+ "natural" attachments via 
lactation 

+ 

+ 

+ 

+ 

+ 

Risk of poor bottle 
h ene 
Techniques 
care and 
mana ement 

for breast 
lactation 

Breast postponing home 
routine 
Self-efficacy for 
breastfeedin 
Self-efficacy for bottle­
feedin 
Not knowing breastmilk 
intake 
Cracked nipples & breast 
en or ement 
Broken sleep from 
breastfeedin 
Father bonding from 
feedin 

+ Easy access to fonnula 

x 

x 

x:, 

x 

x. 

x 

x 

x ' '· 

x 

x 

x 
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This comparison illustrates how the two groups' assigned value rankings are diametricaJly opposed. 

For example, the benefit of natural attachments via lactation is highly valued in Midwifery but is 

considered to be of little benefit or to be a non-existent factor by bottle-feeding mothers. 

Conversely, the benefit of father-baby bonding is highly valued by the bottle-feeding mothers but is 

considered to be of little benefit or a non-existent factor by dominant Midwifery. Another example 

is cracked nipples and breast engorgement. That factor is assigned a low value by Midwifery 

because breast and milk management can be taught to mothers, However, it is assigned a high level 

of seriousness by the bottle-feeding mothers who prefer to avoid pain, discomfort., inconvenience, 

disruption to their routine, and curtailment of physical activity. In short they would see breast 

management as unnecessarily focusing on coping with a problem. 

None of the models explored in this chapter absolutely rules out an intention for health 

professionals to be more considerate about clients' lifestyle preferences and individual values and 

choices. Only the wellness health decision-making models generally prioritise this aspect. The 

majority of the wellness models have been developed with an implicP.tion of people coping with 

wellness outside the arena of professional advice, which is not want bottle-feeding mothers appear 

to desire. 

-This chapter has demonstrated how mothers actively choose bottle-feeding. The analyses have 

illustrated the process by which health decisions are made, and has pointed out oppositional and 

competing values dividing Midwifery's medically infonned, pro-breastfeeding perspective and that 

of the bottle-feeding mothers who take into consideration a broader range of issues. The chapter 

has explored dimensions of health decision-making including motivation, environmental factors, 

confidence, values, and lifestyle issues. This has highlighted the many differences between the 

perspectives of bottle-feeding mothers and Midwifery. The discussion has considered the pressures 

on Midwives to meet Baby Friendly Hospital Initiative targets that arise from discursive insistence 

that choices must be contingent on the medical evidence that breast is best, and that medical 

evidence alone will lead to breastfeeding being the better choice. This is what lies at the heart of 

the present conflict between Midwives and bottle-feeding mothers. However, in this chapter, the 

analyses demonstrate that while mothers follow nonnal, health decision-making processes, as 

descnbed in the theoretical models, they reach conclusions incongruent with those of professionals. 

Nevertheless, the mothers make reasoned and logical choices to not breastfeed. The Baby Friendly 

Hospital Initiative (BFHI) policy has been shown to conform to a model of targeting and refining 
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professional ideals without fully accounting for client choice, .oud the processes underlying clients' 

informed decision-making. 

Many health professionals have despaired over the issue of clients having seemingly irreconcilable 

differences between knowledge and practice. This chapter explains the differences by showing how 

these bottle-feeding mothers share some knowledge with Midwives but assign diametrically 

opposite value-weightings to specific dimensions of knowledge. Furthermore, compared to 

professionals, mothers consider a much broader set of factors to be relevant to their infant-feeding 

choice. 

Women in this client group appear to see themselves as professional mothers and consumers of 

infant-feeding advice. They consider themselves to have the right to be assisted to make their own 

fully-informed choice. This chapter argues that contemporary bottle-feeding mothers' health 

decision making for infant-feeding is best encapsulated by the wellness model which focuses on 

self-responsibility and enjoying life and relationships more than on avoiding or curing illness and 

disease. However, it differs from that model by desiring professional support in otherwise self­

directed choices, and those choices are based on broad, complex factors by which they seek to 

optimise and keep their short and long-term welfare and family relationships. None of the 

commonly available health-decision models adequately pinpoints what this study identifies as these 

mothers' largely unmet expectation from Midwives - that health professionals should primarily be 

a flexible and competent support facilitating their personal priorities. In the words of one mother, 

the bottle-feeding decision had resulted from a serious process of reasoning: 

Penny (07): (As to why I was going to bottle-feed) ... it was a conscious 
decision, and that decision had reasons behind Jt, it wasn't 
something that I Just plucked out of the air and decided to do. 

Implications for health decision-making 

Bottle-feeding mothers follow processes of making a genuine commitment to a choice. They expect 

to be supported by professionals in making that choice and achieving their goals. Professionals 

needs to develop greater understanding about the point where their persuasive role changes to a 

pressuring and marginalising role in the eyes of the client. 
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The diametrically opposed values of bottle-feeding mothers and Midwives have been identified and 

Midwifery may be able to develop more empathetic relationship_s by being more sensitive to the 

depth of commitment some mothers make to bottle-feeding. 

There is very little research that supportively addresses mothers1 long-tenn, social concerns, such as 

fathers possibly 'bonding' bCtter if they_ can be equally involved in feeding. Instead, there is 

currently a focus on how to make fat~ers and/or both ~arents take up subjective positions ·preferring 

breastfeeding. Furthennore, there appears to have been no developments in improving support to 

improve success for this group of clients. 
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CHAPTER 7 · One-sided Advice from Professionals 
versus Bottle-feeding Mothers' Desires 
for Full Information, Practical Advice and 
Support 

The majority of bottle-feeding mothers expressed concern about inadequate standards ofbottle­

feeding information, practical advice, or support from Midwives and related health 

professionals. Indeed, the undertones of the women's narratives suggest that some mothers and 

their babies were rendered vulnerable by the limited professional advice about milk-substitute 

fonnulae. A description and investigation of those concerns provide the major foci of this 

chapter's analyses. At the heart of this chapter's discussion lies the interpretation of what 

constitutes responsible infonning practices. Medically, it is considered responsible and 

"appropriate"1 to "explain the benefits of breastfeeding and the costs and hazards associated 

with bottle-feeding" (WHOfUNICEF, 1981)-in other words, to point out that 'breast is best'. 

The chapter will argue that policy constraints on Midwifery, including the resultant widespread 

use by hospitals of referrals for fonnula information to phannacies or chemist shops, are 

paradoxically creating a culture of bottle-feeding dependent upon lay adviCe and support. Final 

sections of this chapter develop the analysis and discussion offering practical suggestions that 

address a number of points about educational standards that bottle-feeding mothers considered 

unacceptable. These are collated with what the mothers regarded as useful infonnation. 

Investigation of bottle-feeding mothers' concerns about information 

A major concern expressed by the mothers was the inadequacy of infonnation about bottle­

feeding. Typical of the mothers' views was Anne's admonition of Midwifery services: 

Anne (04): (The hospital's) antenatal classes (are) nat interested in teaching 
about bottle-feeding - they need to promote that a bit more for 
first-time people. 

It is evident that Anne was unaware that contemporary, maternity hospitals policy is precisely 

opposed to promoting bottle-feeding. Midwifery professionals have been socialised into 

promoting breastfeeding with the result thiit their professional culture has naturalised the 

suppression of bottle-feeding information. As a consequence, their pro-breastfeeding practice 

remains uncontested and professionals are unaware of any negative outcomes of their practice 

'The term "appropriate" ls used In the NHMRC's (1996) Infant Feeding Guidelines for Health Wor1m:S, 
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for bottle-feeding mothers. This is difficult for mothers to understand. In their view 

standards of fairness and professionalism had been violated by withholding bottle-feeding 

infonnation. They were perplexed, frustrated and strongly critical about this aspect of their 

experience of establishing appropriate infant-feeding. 

Mothers' Criticisms of Professional Information Standards 

All of the mothers valued and desired useful, practical information about bottle-feeding. There 

were patterns in the mothers' criticisms, which will be discussed in this section under the 

following categories: (1) bias and distortion in the infonnation provided to them, (2) the 

mothers' right to choice, and (3) Midwives' failure to provide bottle-feeding information and to 

direct the mothers' to better sources. 

Category 1- Bias and Distortion in lnformatiolf provided 

One-sided pro-breastfeeding advice and omissions from bottle-feeding advice 

Jackie was concerned that no bottle-feeding information was provided and that women were 

pressured through inappropriate methods of presenting information: 

Jackie (10): The antenatal classes ... never even mentioned bottle-feeding. I 
think it should be included and I think that ... we have choices, •.• 
I wanted to have same input [by participating In the present study] 
inta if we can help any women know that It's okay to bottle-feed. 
Stop trying to force it down women's throats and give them no out. 
Because o lot of women don't want to breastfeed. 

Penny criticised antenatal education practices for telling women that breastfeeding is the be-all 

and end-all, and for not telling them anything about the advantages of bottle-feeding: 

Penny (07), a lot of new mums are told that breastfeeding is it, and that's the 
be-all and end·all .... And they're not actually given any facts about 
bottle-feeding and the fact that the formula does stay with them 
for longer and they do sleep better. There's just different pros 
and cons with everything ... 

Furthermore, Penny argued that there is prominent advertising about why breastfeeding is 

wonderful, but nothing supporting bottle-feeding: 

Penny (07): So I do feel sorry for mums that end up feeding, that can't 
breastfeed, But I wish that a lot of people would understand the 
reasons why. They're obviously listening to all the attention or the 
advertising or the information that's coming around about 
breastfeeding, how wonderful it is. They're not actually seeing any 
information coming out about why bottle-feeding is good 
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Imogen and her partner were so disgusted about the bias toward breastfeeding and against 

bottle-feeding that they walked out of the antenatal classes: 

Imogen (01): The only thing they mentioned about bottle·feedlng is negative. 
It's going to cost you o. lot of money, the sterilisation, because 
you've got to be so careful with newborns, o.nd this sterilisation, 
So there wasn't anything positive about it, there were Just o. 
couple of negative things mentioned ond then tho.two.sit. Bo.ck to 
breastfeeding. And that's when we went {lo.ughi 

These excerpts from Jackie, Penny and Imogen illustrate an expectation, widely.voiced in the 

interviews, that women should be allowed to make an infonned decision. Just what an infonned 

decision entails, however, is problematic. Health policy developments rightly maintain some 

scepticism about free.choice, since attitudes are shaped (Bandura, 1997) and because changing 

thinking is an important part of the process of policy development. Nevertheless, the current 

practices surrounding the way infant.feeding education policies have developed, for ex.ample 

through the BFHl, lean more towards the suppression ofinfonnation, and suppression does not 

fulfil the professional responsibility to allow an infonned choice in health decision-making. 

Professional information /acking credibility 

The bottle-feeding mothers did not believe all of the pro-breastfeeding, anti-bottle-feeding 

infonnation. Jackie, for ex.ample, had assessed for herself the differences between breastfeeding 

and bottle-feeding and was not convinced that bottle-feeding was harmful: 

Jackie (10): I think if I'd really felt ... if I'd really believed that my children 
were going to be in any way deprived by being bottle-fed, then I 
wouldn't ho.ve done it, I Just guess I'd never really been convinced. 

Being unconvincing is likely to be interpreted by Midwifery as a need to be more convincing. 

Yet the message of this study is that feeding mothers want the right to make an infonned choice. 

This means they need to be provided with full infonnation about all methods of feeding. 

Some mothers considered that there was a tendency to simply glorify breastfeeding without 

accounting realistically for its problems: 

Terri (12): They say a11 this stuff about bondirg, holding your baby close and 
oll of that, but really I hold (baby) close too when I bottle·feed, 
so I think it is a load of rubbish oll this talk about bonding, I think 
it is a lot easier to bond with your baby if you are content and the 
baby is content and you are both not all stressed out over the 
feeding and how much he is toking, ond all the breast problems and 
cracked nipples ond everything H, How could you bond with your 
baby if you felt like that? 
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The relevant policies for infant-feeding health care recommend giving pro-breastfeeding advice. 

Promoting any one aspect is persuasive at the expense of accuracy, and particularly exaggerates 

the significance of particular outcomes. Evidence-based practices would not support 

exaggeration - for example, claims of statistical significance may still affect only a minority of 

cases. Overstating one side of the story leads to scepticism. For example, Claire believed that 

there was little difference between bottle-fed and breastfed babies: 

Claire (06): I just thought you know so mony people are against bottle-feeding, 
I just thought rd answer it [advertisement for recruitment to the 
study] and tell my side of it. I don't think there's anything wrong 
with bottle-feeding. They say that they didn't come out as 
healthy or developed ... 

Some mothers suggested that the compelling research was irrelevant to them. Lisa and Terri 

argued this in relation to differences between her context and that of the Third World: 

Lisa (11): 

Terri (12}: 

I think a lot of the talk is about third world countries, where there 
Is poor sanitation and where they water down the milk as they are 
not able ta buy It as they are so poor. My children have all been very 
healthy so all the talk about bottle-fed babies being Jess healthy 
doesn't apply to me. 

They say that breast milk prevents the baby getting infections, but 
[baby] has never been sick since he was born, maybe It's all the 
statistics on the third world countries ... 

This observation should not be overlooked. Current policies are the result of international 

pressure to talce a global approach to infant feeding issues, including, as reflected in WHO and 

NHMRC guidelines, that the greatest risk in infant feeding is from inadequate cleaning of 

equipment and improper reconstitution of substitute milk formula. Although a highly unpopular 

point to make professionally, there is considerable truth in these mothers' assumption that the 

overall risks to the bottle-fed babies of healthy mothers in affluent contexts are not comparable 

to the risk factors in poverty-stricken contexts2
• 

Policies are tending to promc.te breastfeeding to ever-higher standards. Some of it, such as 

advocating six months of exclusive breastfeeding, is in response to contentious research 

findings about breast/bottle differences over shorter periods of time, This might imply to some 

mothers that it is worthless to breastfeed for shorter periods. Penny illustrated that point: 

2 Paradoxically, much of the force behind the pro-breastfeeding movement was reactive against infection rates In Third 
World counlrles where battle-feeding could have disastrous consequences amidst poor sanllalion and poverty (Palmer, 
1983). However, the unfortunate incidence of AIDS and HIV, especially In many African countries, has resulted ln a re­
examination of lhe wisdom of 'breast is best' policies for all (for example, Gill Sledel, 1999). Siedel. a South African 
researcher, forwards a strong case for taking Into account the real (though regrettable) discrepancies In llving standards 
and the coJTefaled differences In Infection rate risks from bottle-feeding. Professional literature such as "The Health 
Exchange" (for example, The International Health Exchange, April 2001) provides evidence of widespread problems 
such as water shortages (p. 4) \'Allch are not problems affecting mostWestem Australians. 
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From what I've sort of read about breastfeeding, for it ta actually 
be of any benefit, you know the antibodies and the colostrum, you 
have to actually do it for an extended period ... 6 months sort of 
thing. And o lot of mums I've sort of spoken to so.y I'll only feed 
for 6 weeks and then I'll put her onto the bottle. I thought, well, 
why even bother. 

The Midwifery field seems typically to be interested in finding ever more effective ways of 

persuading mothers to breastfeed. However, the findings in this section have highlighted a 

problem: The field1s present educational practices do not meet the mothers1 standards of 

credibility. 

Category 2 - The mothers' right to decide 

The mothers' viewpoints were that only each individual mother can know her own attitudes 

about breastfeeding and bottle-feeding. Penny explained this as follows: 

Penny (07): I'm not adverse to breastfeeding, but everything has its pros and 
cons. And everyone is entitled to make their decision based on 
how they weigh up those pros ond cons. Everyone's attitudes are 
different towards different ideas and they feel differently 
towards different things. 

There was resentment that Midwives tried to make the feeding decision for the mothers. As 

Imogen explained, there was a sense that mothers should work out what is best for themselves: 

Imogen (01): They're just saying, well, let's all breastfeed and that's your 
condition from the time you can even think about a child, is breast, 
breast, breast. And there is·a different woy, and it doesn't mean 
it's wrong or it's right, it's whatever suits you and whatever's best 
for you, And for us the bottle was the best thing. 

Bottle-feeding mothers considered it foolish that a woman would be persuaded by hospital staff, 

and also considered it unacceptable that hospital staff could consider that they could make the 

decision for a mother: 

Terri (12): I just think whatever suits you, just :ud your baby whatever woy 
suits you, ofter all you ore the one looking ofter the baby, not the 
hos pi to I staff. 

There was a consistent opinion that the infant-feeding decision is best made by a mother who is 

aware of her own attitudes, can obtain professional infonnation, can work out what will suit her 

and who is not influenced by others• preferences. Infant-feeding is seen as a personal decision. 
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The NHMRC Guidelines (I 987) on patients' choice insist on the clients' right to a choice3
• Most 

health carers would understand the intention of this policy on choice as being aimed at 

preventing highly invasive medical procedures against the wishes of a patient (such as radical 

cancer treatment). This policy has not been widely considered in relation to health choices such 

:is. infant~feeding. This lack of recognition of breastfeeding pain ignores the fact that some 

women find it to be physically invasive, and (amongst other reasons for not choosing 

breastfeeding) want to uphold their right to not be subject to that course of action. 

Guidelines about choice do not insist that patients have a right to be helped to feel good about 

the choice that they make, Herein lies a strong ethical issue about the caring nature of nursing 

and Midwifery. 

Jackie (10): [People giving ante-natal classes] should be saying, if you feel very 
strongly that breastfeeding is not what you want then ... cover the 
bottle-feeding, give it a bit more time. They don't actually give it 
any time at all ... And because it's not covered, that's not a good 
thing. It should be covered in all of the antenatal classes ... So 
that that mother, you know, that first time mum that goes in 
there wanting the best for her baby, but knowing that she can't 
breastfeed, knowing that she desperately doesn't want to 
breastfeed and she's going to struggle with that, can go away and 
enjoy the rest of her pregnancy thinking, well, bottle-fe~.ding is 
accepted and she'll feel better about it, 

Many of the mothers spoke of wanting attitudinal changes from Midwives, for example, 

suggesting that the stigma of not breastfeeding could be removed (Sandy, 09), that bottle­

feeding should be promoted (for example, Atme, 04), and that mothers should be supported. 

Francine had this to say: 

Francine (08): I just think there's so many more people who should realise that 
breastfeeding may not be best for their child or for their 
situation. They should be able to get literature or information or 
50/50 breastfeeding. When you're in hospital you should get the 
brochures on breastfeeding, the brochures on bottle-feeding, or 
the classes in the hospital. And support of whichever way ... not to 
be ... you know, made to feel that you're going on the easy way, or 
you're giving up on something, or you're not bonding, just all the 
things that are thrown at you. 

However, even though the mothers expect that their choice to bottle-feed should be treated with 

respect, the policies and guidelines infer that professionals should not demonstrate approval of 

bottle-feeding. That' is, the BFHI policies have led to practices in some contexts which evade 

the best standards of teaching about bottle-feeding before the birth because demonstrations to 

3 The setting of breastfeeding targets has Inherent potential contradictions to the client-choice policy of lhe National 
Health and Medical Research Council's (NHMRC) (1987) guidelines. Those guidel!nes can be summarised as: (1.) 
Choices In health care; (2.) The right to be Informed: (3.) The right to safety; (4.) The right to be heard; and (5.) The right 
to redress. In the light of this study, several of those Ideals are not being met In the best way possible In serving women 
who bottle-feed (Duffy & Hunt. 2001). 
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groups are not allowed and apparently cover only the risks of bottle-feeding education. This 

approach has left these mothers feeling that they were only told the negatives rather than being 

fully prepared. A fundamental principle underpinning health-care is: First do no harm. Where 

there is professional input highlighting only negative consequences, it could be conjectured that 

this may do hann to mothers who bottle-feed their babies. 

Category 3-Midwifery'sfailure to provide bottle1°eeding information, & the mothers' better 
sources 

The NHMRC Infant Feeding Guidelines for Health Workers states that, 

The primary objective of the WHO code Is lo provide safe and adequate nutrition for 
Infants by protecting and promoting breastfeeding, and by ensuring the proper use of 
Infant formula, when It Is necessary, on the bas ls of adequate Information [etcJ. 

(NHMRC, 1996, p, 55) 

Professional Midwifery faces a dilemma regarding drawing the line between educaiing mothers 

about bottle-feeding and indoctrination to promot bottle-feeding. Dangers associated with poor 

preparation for infant feeding are recognised and documented in the NHMRC guidelines. 

Confusion over how and when Midwifery and hospital policies should be responding appears to 

be leaving the important aspect of bottle-feeding infonnation, advice and support vulnerable to 

unacceptable outcomes. 

The first point of analysis will be to explore the reasons underlying the failure of Midwifery to 

satisfy the mothers' needs in respect of knowledge. In particular, it will highlight the problem of 

how various policies that allow for bottle-feeding education have been interpreted with 

increasing degrees of dogma. The second analytic point, Better Sources for Bottle-feeding 

Support, will suggest that the code aims to restrict bottle-feeding education to being offered by 

health professionals. When interpreted dogmatically, the Code paradoxically contradicts its 

own intentions: Current practices leave open the way for such minimal standards of education 

by health professionals that mothers frequently feel unprepared. They are then sometimes 

forced to supplement their knowledge, either from trial and error, or from alternate sources such 

as pharmacists, who are recognised as valid and useful providers (NHMRC, 1996), as well as 

baby food ·companies and various lay advisers. 

Bottle-feeding Mothers Questioning How Much Midwives Know 

The mothers' perceived a lack of Midwifery knowledge on bottle-feeding. Anne gave a detailed 

account of her frustration in regard to the inadequate levels of bottle-feeding education she had 

received. Unaware, as many mothers are, of the policy line that tranSlates into postponing and 

minimising educational discussion of bottle-feeding - more than once Anne articulated her 

peiplexity about the lack of information from Midwifery and Child Clinic health professionals: 
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Anne {04): 

Interviewer: 

Anne: 

Whereas the clinic nurses they don't really ... I don't know whether 
they just don't know the information or they just don't tell you. 
Because the clinic nurse said ... well one of them said I don't need 
to go onto the over-6-months. They told me I didn't need to go 
onto like the next formula. They Said that was Just the company 
trying to persuade the customers and get more money out of us 
for the formula, Then when you 90 to the chemist they S<f'f to you 
no, you need to 90 onto the over·6-months because the over-6-
months hos got 50% more vitamins, 50% more iron and all this sort 
of stuff. So you think well yes I should be going onto that because 

He's needing more iron. 

Yes, as he's going onto food and he's messit9 about with his milk, I 
would like as much milk as you con get into him and then if it's 
going to hove 50% more iron, and as he's messing about a bit it 
doesn't matter too much if he wastes a bit at the end of the d<f,f, 

The literature suggests that iron supplements are necessary after six months of age 

(Cunningham, Jelliffe & Jelliffe, 1991; Hartmann, Cox & Duffy, 1997). It is likely that due to 

the historical opposition to fonnula marketing generated by the WHO-led, BFHI, pro­

breastfeeding campaign, that current NHMRC guidelines are for Midwives to stipulate that all 

formulas on the market are equivalent and that formula upgrades are unnecessary. To mothers, 

however, it appears that Midwifery professionals are unable or unwilling to give the most up-to· 

date advice about which is the best formula to use 4. The participant observation phase of this 

study found that it was routine for hospitals to refer mothers' inquiries about bottle-feeding to 

the chemist. Therefore, Anne's statement seems credible that it would have been the chemist 

who would have gone into more detail about the properties of formula. Whether the 

development of different stages of formula took place as part of clever marketing or to develop 

genuine improvements in formula cannot be decided by this analysis - however, the mother's 

confidence in the more detailed levels of information provided by the Chemist should signal the 

danger of losing credibility that the Midwifery profession is creating for itself by referring 

discussion of formula to other sources. 

This same mother continued her discussion of problems she bad experienced by not being fully 

infonned. Anne lamented not knowing about there being three different fonnula types - up-to~ 

3-months, 3-to·6-months and over~6-months5
: 

• This would suggest that Midwives have contradictions In how they understand their responslbllitles to maintain up to 
date knowledge of Infant fonnula. It appears from this study, from the general tone of the Infant Feeding Guldellnes for 
Health Workers, and also from the lack of any fonnal, rouUne tesUng of Midwifery knowledge of Infant fonnura (c.f. BFHI 
assessments), that since Midwives are so strongly discouraged from discussing fonnula, there may be gaps In how 
much they know, and certainly variations In how they understand their responslbl!lty to lnfOITTl mothers, as Is discussed 
In the present chapter. 
5 Whilst a contentious point ls the degree to 'Milch different fo1TT1ulae are necessary or are part of a marketing strategy, a 
fo,mer pro-breastfeeding point commonly raised in Midwifery ante-natal classes was the fact that human mllk changes 
quality over time to meet the development of the baby (Cunningham, Jelllffe & Jelliffe, 1991), wtiereas al that time most 
fonnula mllk-substitutes were a of single standard. 
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Anne (04), 

Interviewer: 
Anne: 

I only found out the other day, which someone didn't tell me and I 
mean he was 5 months old when I found out (laugh), that the 
Karlcare that I've been using you're only meant to be using up to 3 
months old (laugh). I was meant to be going onto another formula. 

A different one, 

Well this one's apparently a first infant formula and only meant to 
be used up to 3 months because it's got L.C,P.s in it and the Omega 
oils, the fish oils and things for the brain. But no one told me that 
until I went in there and the pharmacy assistant says, by the way, 
is your baby over 3 months old? Yes. She said, you're not 
supposed to be using that formula, you're supposed to have gone 
onto the next formula, they've got about 3 in the range. 

Anne's descriptions of her negative experiences highlight some other issues where Midwifery 

appears to be failing to deliver timely advice. Anne described how finding out that she had 

been unaware of what she should have done made her feel as if she had acted badly: 

Anne (04), Yes, so things like that you don't realise until people tell you, they 
90, oh by the way ... and you're sitting there going ohhh, geeze, like 
I've done something really bod now. It is very frustrating and 
confusing for o first time mother. 

It is worth considering the lengths to which breastfeeding education, in contrast to bottle· 

feeding education, aims to build a strong sense of self-efficacy in mothers. Self-efficacy is 

enhanced by good preparation and support. It is believed to be domain specific (Bandura, 1997} 

so that would apply to infant-feeding skills and knowledge. Good preparation assists in a 

mother's infant-feeding success and enjoyment of caring for her baby (Price, 1988; Tarkka, 

Paunonen and Laippala, 1999). However, ante-natally, in professionally-provided classes, 

discussion of bottle-feeding is minimised and postponed as a strategy to encourage women to 

choose breastfeeding. Women are well-prepared for breastfeeding being taught about the milk 

supply and how to protect it and they are shown in advance of the birth various techniques to 

cope with possible breastfeeding difficulties, such as expressing milk should a mother and her 

baby become separated. Because ante-natal education and policies such as the BFI-Il work 

towards an idealised promotion of breastfeeding, the situation for women who will bottle-feed is 

rarely discussed in the profession, however, it is important to be aware that there are negative 

consequences which were described by the mothers in this study. Not least of all, as Anne's 

conunents above demonstrate, a negative consequence of inadequate preparation for bottle· 

feeding is that it is undermining at the emotional level, thus risking the best development of a 

mother's sense of self.·efficacy. 

The other point arising from Anne's candid discussion suggests that inadequacies in bottle­

feeding education can inadvertently leave weaning mothers and their babies vulnerable, The 

professional guidelines, where they translate into a reluctance by Midwives to demonstrate 

making-up bottles and reluctance to discuss formula, impact on breastfeeding mothers who later 
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may feel inadequately infonned about how to change to bottle-feeding or what to do at the 

weaning stages. In such cases, experienced bottle-feeding mothers, rather than Midwives or 

other hospital workers, can become the credible sources of infonnation: 

Interviewer: Do you learn much from tolking to other mothers ot playgroup and 
places like that? 

Anne (04): Na not really because everyone breastfeeds except for me. I'm 
the only one who bottle-feeds, and then when their babies are 
being bottle-fed, which some of them are doing 50/50 now, you 
know, topping up, and they all ask me questions now because their 
babies ore now on formula, and (baby)'s been on that since 
basically day dot and yes, so they start asking me questions now 
(laugh) about the formula, Asking me how much (baby) drinks now 
so the wheels have turned aroU11d the opposite way now, they're 
actually asking me all the questions and finding out what formula 
I'm on, 

This set of circumstances described by Anne highlights how the set of guidelines may have 

become overly idealised, resulting, in some cases, in what could apr,car to the mothers to be the 

neglect of appropriate health worker advisory duties. This latter issue is extremely complicated. 

In the mothers' perceptions they are marginalised. However, professional definitions of 

appropriate infonnation constrain the advice given about bottle-feeding. Findings from the 

participant observation phase of the present study indicated that there was a defacto delegation 

to phannacies in place whereby hospitals routinely referred ante-natal mothers to the chemist 

for advice on fonnula and bottle-feeding. Additionally, the interviews with mothers suggest 

that in antenatal settings and in hospitals there was a broader sense of a 'gag'6 that restricted 

discussion of bottle-feeding, other than to point out the problems of bottle-feeding. 

The NHMRC (1996) guidelines document states: 

The WHO code also states that feeding with infant formula should be demonstrated only 
by health workers or other community workers, and only to the mothers or famlly 
members who need to use It. In giving this information health workers should Inform 
parents and others of the hazards of improper use of Infant formula (WHO code Artlcle 
6.5). 

(NHMRC, 1996, p, 55) 

The code, in attempting to restrict fonnula companies from marketing directly to mothers of 

infants under six-months-old, opens the way for Midwifery to almost have a monopoly on 

bottle-feeding education. Although hospitals are obliged to mark off on a mother's care plan that 

the basic sterilisation and preparation has been covered, many of the mothers complained about 

standards, for example, only being shown once even when requesting to be shown again 

(Claire), not remembering having been shown or not having been shown due to trying 

unsuccessfully to breastfeed whilst in hospital (Anne), or they remarked about having to help 

'The source of the term "gag• rs Macklin's (1993) "Enemies of PaUents". 
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other bottle-feeding mothers who had not been adequately educated, for example, Lisa who was 

concerned about education standards generally, and who explained: 

Lisa (11): There is no class about bottle-feeding, not that I needed one 
onyway, os I knew how to do it, But the young girl down the street 
hod no idea. I had to go down and show her how to make up a feed. 
She hadn't been shown in hospital. Of course: she.: co.me home.: on 
the early discharge program after 48 hours, I told her she can call 
on me anytime: if she n.:.:ds help or advice about what milk to use 
or how much to give. 

The WHO guidelines propose that the education function for bottle-feeding be taken seriously 

and to high standards, but in some cases, this has come to be formally (and arguably informally) 

interpreted as being minimal. This latter point will be demonstrated using the following piece of 

documentation as an example to show how the WHO code has interpretations added to it, that 

often further define and restrict professional understandings of health worker responsibilities. 

The original WHO code was aimed at marketing companies, and now NHMRC guidelines go 

further, for example, by defining the educational role of professional health workers. 

WHO Code 
Interpretation of health APMAIF'S Interpretation of 

workers reaponslbllltles the Australlan agreement7 

Artie/a 6.5 No routine formula preparation 

Feeding with infant fonnula, 
classes 

whether manufactured or home Mothers or family members who 
prepared, should be will be feeding with inf.mt 
demonstrated only by health formula need re11ponslble 
workers, or other community Instruction on cleaning, 
workers If necessary; and only to sterlllsatlon, preparation, safe 
the mothers or famlly members storage, and feeding techniques 
who need to use 11; and the which decrease risks. Full 
Information given should include explanations should be given on 
a clear explanation of the the potential hazards associated 
hazards of Improper use. with not following correct 

procedures for any of these 
steps. For example, 
gastroenteritis; dangers of 
understrength and overstrength 
formula; nursing bottle caries; 
problems arising from using 
products other than Infant 
formula; risks associated with 
the early Introduction of solids. 
Instruction should ba given only 
to parents or family members 
who need to use it, Ideally on a 
one-to-one basis, Incorporating 
adult learning techniques and 
hands-on experience. . 

(NHMRC, 1996, p. 75) 

1 In the source NHMRC (1996) document, the AF'MAIF extensions are mostly concerned with markeUng Issues, 
deflndlng font sizes, regulaUng what Idealised pictures are, and then also defining how Australia's trade practices cannot 
fully resbict markellng. 

149 



It is concerning to notice how the code has become interpreted in increasingly dogmatic terms. 

There are three aspects that I will describe: 

1. In the "Interpretation of health workers [sic] responsibilities" the column of the NHMRC 

guidelines has become, "No routine formula preparation classes", and it appears that the 

sense has changed from disallowing personnel from formula companies from demonstrating 

preparation, to disallowing 11routine preparation" by health workers. The BFHI assessment _, 
profiles, for example, check for the following: "Does the policy prohibit demonstration of 

formula preparation as part of routine antenatal group instruction? [emphasis addedr1
• In 

part, this policy of ideally having one-on-one education makes it less accessible to mothers 

and makes it appear less normal, but it is also more difficult for Midwives to organise 

provision of that education. 

2. The issue of demonstrations being given "only to the mothers or family members who need 

to use it [knowledge about bottle,.feeding]", raises another problem that the interpretation of 

who needs to use it has, as shown in 1 above, dogmatically become in practice, post-natal 

women who have begun bottle-feeding. Hence, antenatal preparation does not take place 

despite research findings showing that mothers retain little of what they learn from 

education shortly after the birth (Bailley & Sherriff, 1992), and despite the fact that many 

mothers intending to breastfeed are bottle-feeding soon after discharge from hospital 

(Hauck 2000). This is a disturbing element of the BFHI because even the NHMRC 

guidelines state that people who need to use formula include mothers who do not wish to 

breastfeed. 

3. The mandate that ''the information given should include a clear explanation of the hazards 

of improper use [emphasis added]", by many of the mothers' accounts has frequently come 

to mean - 'should only explain the hazards and basic preparation, and must offer as little 

practical advice as possible'. This is not to argue that avoiding risk is probably the most 

important part of what people should know about bottle-feeding. However, the point is that 

although the guidelines suggest that techniques should be used to make the education 

successful, this bit of the guidelines seems to be taking secondal}' place to the BFHI 

restrictions. 

This pattern of increasing constraints on bottle-feeding advice and information accords with the 

study's findings that in the eyes of the bottle-feeding client group, Midwifezy is providing 

inadequate delivery of the information and advice they feel they need. However, in a dogmatic 

interpretation of the professional policies, Midwifery's restricted role, where the BFHI is 

followed to the letter, could be argued as being "best practice". In addition, there are pragmatic 

reasons arising from resource constraints that encourage such dogmatic interpretations of the 
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code - and unfortunately the result is tightly restricted professional assistance to this client 

group. When I asked a highly active professional association office bearer what the BFHI has 

to offer so that intending bottle-feeding mothers can be adequately trained before they give birth 

(personal conversation), she became flustered but was quick to admit this was a problem. She 

explained that the policy is to not train mothers in groups, such as nonnal ante-natal classes, and 

claimed that the next thing Midwives should develop is a strategy to train mothers individually 

but so far everyone has been too busy to get around to doing that. Given the voluntary nature of 

involvement in such professional organisations, this lack of time is understandable. However, it 

does not justify the Midwifery profession's failure within its BFHI capacities to develop this 

aspect of its service. 

Better Soyrces for Bottle-feeding Support 

Midwives and hospitals are failing to meet expectations of many bottle-feeding mothers. The 

WHO Code's Article 6.5 proposes that only health workers or other community workers should 

provide education and demonstrations of feeding with infant fonnula, and that the mothers are 

entitled to advice. 

Health workers are committed to promoting optimal health and development for all 
infants. When Interpreting these guidelines health workers should accept that mothers 
who do not breastfeed need appropriate Information about Infant formula and Instruction 
about Its use and preparation. All mothers are entitled to appropriate support and advice 
so they can adequately feed their Infants. 

(NHMRC, Infant Feeding Gulde1lnes for Health Workers, 1996, p. 13) 

In disentangling this impasse, attention will be paid to the question of what support or advice is 
1appropriate', since there are different answers for the Midwifery field and for bottle-feeding 

mothers. The Midwifery position has increasingly stringently developed practices of being pro­

breastfeeding and in effect being anti-bottle-feeding. For example, the Baby Friendly Initiative 

assesses hospitals' provision of infonnation about breastfeeding, and as a close reading can 

show, its accrediting assessments look particularly for evidence of the absence of bottle-feeding 

marketing which in tum results in placing strong limits on bottle-feeding education: 

(1) A written breastfeeding pollcy: 
• "Does the policy prohibit the display or distribution of materials which promote 

breastmilk substitutes, feeding bottles, teats and dummies? 
• Does the pollcy prohibit demonstration of formula preparation as part of routine 

antenatal group Instruction? 

(3) Training staff to Implement breastfeeding policy: 
[Various techniques and Information about breastfeeding], and: 

• Are the antenatal services free from promotional materials for breastmllk substitutes, 
feeding bottles, teats and dummies? 

• Do pregnant women confirm that they were not shown how to make up a bottle as 
part of a group demonstration? 

(6) Give newborn Infants no food or drink other than breast-mllk, unless medlcally 
Indicated. 
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Are any supplements given to breastfed babies given only In cases of acceptable 
cllnlcal Indications, fully lnfonned parental choice or other ra·ason beyond the control 
of the Trust? 
Is the facility free from promotlonal materials for breastmllk substitutes, feeding 
bottles, teats and dummies? 

NB: Breastfeeding mothers may choose to give their babies a supplementary feed.- It 
Is the Trust's responslblllty to ensure that mothers are encouraged to breastfeed 
their babies excluslve1y and that any decision not to do this Js made after being 
fully Informed of the benefits of exclusive breastfeeding and the risks of the 
supplementary feed, 

(www.babyfriendly.org.uk/matem.htm) 

These BFHI assessment conditions do not strictly place a "gag" (Macklin, 1993) on Midwives 

and hospitals, but the guidelines appear to commonly be interpreted as a gag in many Western 

Australian hospitals, given some variation from setting to setting. In fact, only one hospital in 

Western Australia had achieved Baby Friendly accreditation and many private hospitals' 

administrations saw accreditation as being unattainable (Researcher's telephone enquiries made 

to Director of Nursing level, 2001). Nevertheless, such policy documents have a powerful 

impact on all hospital practices. They are regarded as documents that can benchmark high 

quality Midwifery and hospital practices and have relevance for the mandatory reporting of 

breastfeeding rates. to the government. Thus, as .empathetic as some individual Midwives, other 

health workers, or hospitals may be towards bottle-feeding mothers' desires for strong. support 

and information, as professionals they need to confonn to various institutionalised constraints. 

Without dismissing professional constraints on infonnation standards, the analysis will now turn 

towards understanding the situation whereby bottle-feeding mothers have reported gaining the 

infonnation they considered useful from a range of unofficiaI,sources. 

Terri was dissatisfied with her Child Health Nurse's negative attitudes: 

Terri (12): I actually only went to the clinic once, I don't think she opproved 
of me bottle-feeding, she gave me one of those looks when I said I 
was bottle-feeding, so I Just didn't go back, I get the baby 
weighed at the chemist ond the girls there are all over him, want 
to hold him and all; I just got no positive vibes from the child 
health nurse, so I thought I don't need that. 

Thus, Terri found the wannth and positive reception at the Chemist preferable to the official 

provision of care. Note that the guidelines to provide "appropriate stipport and advice" typically 

in the Midwifery profession would not be understood as having suggested providing such 

advice with wannth or "positive vibes". 

Francine found it inconvenient to not be offered written documents to prepare her to best cope 

with bottle-feeding. The solutions women found to such problems illustrate that the WHO 

code's preference for infant fonnula to be demonstrated only by health workers or other 

community workers is not working well in practice. The policy may have led to a 'gag' against 
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marketing workers providing demonstrations but it has not led to what mothers consider to be 

satisfactory educational standards for bottle-feeding and nor are mothers using health workers as 

their only source of infonnation: 

Francine (08): They don't tell you if the bottle-fed babies, you know, do they 
need extra water. do they need ... it's only ·from listening to other 
people saying you should give your baby water, or they may get 
constipated. There's no actual documentation to say, you know, 
this is going to happen maybe sort of thing. That was hard. 

Interviewer: So where did you get the information on bottle-feeding? 

Francine: Just from family who've bottle-fed. My mum obviously, she 
battle-fed. And just picking up bits and pieces along the way. 
Clinic nurses and things like that. And you know, making big 
mistakes and working them out sort of thing. 

Anne, too, had discussed learning by making mistakes when complaining of her. inadequate 

preparation. She was not given practical guidance in choosing teats: 

Ann, (04), teats ... That's a bit of a learning experience as well. No one tells 
you anything about that, you just have to learn by trial and error. 

Additionally, Anne appeared to have taken up an inappropriate fonn of demand feeding with a 

bottle that made her baby vomit: 

Anne (04}: I made a mistake in the beginning because no one told me and I 
was stuffing him full of milk and then he was chucking up, and I 
didn't realise I was supposed to not do that ... I started going, 
what's going on, like, and they're going, oh no, you're not supposed 
to feed him that much milk, you're supposed ta feed him this much 
milk,_ and wait 3 hours before you give him another bottle of milk. 
You find that information out once you've mode a mistake. 

Hearing bottle-feeding mothers describe that they had to learn by making mistakes, or stating 

that, in their opinion, useful sources of infonnation were available to them because they were 

"lucky", is extremely concerning. Relying on being lucky (and therefore risking being unlucky) 

and requiring access to good lay sources of support, especially where b'TOUp support for bottle­

fceding is discouraged, is a situation far removed from women having the right to access from 

professionals the infonnation and support they feel is adequate and appropriate. 

Francine's desire for written advice led her to actually contact the fonnula company who then 

provided her with brochures: 

Francine (08): We got some mare information on the new 526 Gold that we 
wonted to try and found out if there were any complications, like 
constipation and things like that. Found out all about it ... I rang 
the company and asked them ta send me some brochures, 

Other women received more patient and more useful advice from sisters and mothers. The fact 

that sisters and mothers, if available, probably enjoy helping and are likely to have less time 
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limitations than professional Midwives do, needs to be taken into consideration. Nevertheless, 

some of the mothers discussed assistance from these sources with regard to strong criticisms 

they were making about the official provisions for them having been inadequate. 

Imogen was grateful that her sister taught her rigorous and practical methods of bottle 

sterilisation: 

Imogen (01): I do think they needed to be more ... how to clean the bottles 
properly, when to change the solution, things like that which you 
just sort of take for granted, but when you've never done it 
before it's all totally new. But I was lucky again, my sister had 
bottle-fed her four children, so she come down and showed me 
how to use the microwave steriliser and how to clean the bottles 
properly, and just little things that I didn't know. 

Claire commented on her disappointment with the hospital, stating that she really learnt abouf 

bottle-feeding from her mother: 

Elizabeth (Interviewer): ... did they show you much about making up feeds and 
sterilising equipment in the hospital? 

Claire (06): Well the midwife I had she showed me once and then she told me 
to go do it myself ... I was obit disappointed with that. 

Interviewer: 

Claire: 

Did you go through the whole procedure of making up the feed 
with you? 

Yes. On the first day she did, but then I needed to be reminded. 
And that was it. She just said you can do it yourself now ... I 
stayed with (my mum) for the first two days I think, and she was 
doing all the Milton for me, showing me how to prepare it, when to 
change it, and making the bottles up and things like that because I 
had no idea. And then I moved out and did it all myself with my 
boyfriend, So my mum practically told me everything to do, 

This section has shown that bottle-feeding mothers may often tum to other sources for support. 

While it is desirable for all mothers, whatever form of infant feeding they are using, to have 

social support systems, it is concerning that this study found the bottle-feeding mothers to be 

dissatisfied with professional services and, that for some mothers, their access to information 

they trusted appeared to rely on the chance of them having lay support. Furthermore, the 

various policies arguing for primacy of promoting breastfeeding appear to have been taken up in 

practice as postponing demonstrations of formula preparation. The profession should be 

mindful that not providing high standards of bottle-feeding information, advice and support can 

result in undennining bottle-feeding (and weaning) mothers' competence in caring for their 

babies, as indicated by the findings of this study. Having won the advantage of being the 

official provider of infant-feeding information, Midwifery health providers will need to deliver 

on the obligation they cany. This study's findings strongly indicate that that will require not just 

constraining manufacturing companies from what they previously undertook as their 

154 



educational functions, but should also involve improving the official Midwifery standards and 

delivery of bottle-feeding information. 

Proposed infonnation standards to meet bottle-feeding mothers' expectations 

The Midwifery field would benefit from developing its understanding of the mothers• right to 

make a fully informed decision. Much of the reticence to providing information appears to be 

based on confusion over the difference between marketing, which is controlled by a WHO 

agreement, and the important role of providing information for mothers' education. The 

standard demanded by bottle-feeding mothers is to be told the advantages and disadvantages of 

both breastfeeding and bottle-feeding. The infonnation would have to allow for stating 

Midwifery's advice that breast is best, openly discuss well-researched issues including the 

contention in the field, and also allow a consumer perspective, based on research, such as stating 

both sides of what breastfeeding mothers have liked and disliked as well as what bottle-feeding 

mothers have liked and disliked. 

Based on transcript data of identified flawed infonnation, useful tips from Midwives and useful 

tips from other sources, the fr•Criwing is a summary of suggestions that may go some way 

towards meeting the criteria ofthL 1ttle-feeding mothers' information needs. 

Credible claims 

Claims about immune properties, gastro-enteritis, allergies, intelligence, obesity, SIDS and 

other issues should show percentages of effects in both breastfed babies and bottle-fed babies, 

so that mothers can calculate the risk to their baby and the gain, if any, of choosing a specific 

feeding method. 

Relevance 

• The infonnation should also, as far as possible, indicate the relevance to the intended group 

of readers (for example, educated women living in metropolitan areas of First World -

studies with similar populations, sanitation, disease and climate factors). 
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• Infonnation about benefits and risks could be developed to assist this client group8
• Some 

mothers reported being put off by the goal of feeding for at least 6 months. If outlining 

gains of breastfeeding, it could be useful to mothers if Midwifery research were to develop 

a chart showing not just the ideal 6 month outlook, but the benefits (or lack of benefits) and 

problems or lack of problems at specific m.1lestones: for example,_ 3 days = colostrum; 6 

weeks=?"•, 3/4 months=?•, 6 months=?•, tonger= need iron supplements. This would be 

most useful if it were combined to show the milestone's relations to the range of risk 

percentages for conditions of obesity, asthma, SIDS and so on. 

(NB* No specific points will be developed for this suggestion. I did try developing such 

information to suit mothers' needs, but it is a substantial task requiring an 

innovative methodology. Most research has contentious findings so justifying 

using one finding rather than another is beyond the scope of the present study. 

Additionally, the statistical figures where given (significance/effect levels) do not 

always readily translate into understanding the real level of risk. However, as 

further research, this would be a useful development for the field.) 

Other information requested 

Formula properties: 

• 
• 
• 

How to choose best brand 

Differences between brands of formula 

Cost 

Information on managing bottle-feeding: 

• Support phone number 

• 

Age/size appropriate feed size range 

How and when to increase intake 

Proper cleaning of bottles 

Infonnation about teats 

Managing conditions: 

• Thickened fonnula for reflux 

• Lactose-free for colic 

8 The Linkages Project (2001) developed a pamphlet, Risks and realities: FAQs on breastfeeding & HIVfAIDS, for use 
by Health Professionals In poor countries v.rith high HIV levels to assist mothers In making an Informed decision about 
their feeding choice. It offers ways of calculat!ng risk to a CXJmmunlty by multiplying the risk of being Infected by 
breastfeeding (14 per cent) by the percentage of Infected mothers. This sort of ca!culat!on may be useful to health 
workers. What mothers In this study's context would benefit from is calculalions of the risk or benefit to them accordlrig 
to their circumstances. The NHMRC and WHO reoogllse hltmolhe!S v.h:I do notwsh to breastfeed ll;!Ql.iregcxxl Jnformaticn .tiout -
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Accessories that increase convenience: 

• Weaning dishes 

• Microwave sterilisation of bottles 

Some of the points included were raised by mothers describing infonnation that improved their 

experiences of bottle-feeding. Others were tips gleaned from mothers, sisters and women down 

the road. A striking aspect of this list, however, is that the NHMRC guidelines (1996, pp. 55-

60) include nearly all of these points. The guidelines document itself demonstrates the 

marginalisation of bottle-feeding infonnation, amounting to six pages in a document where the 

rest of the_ hundred pages ·focuses on breastfeeding, and substantial appendices about the 

Marketing Codes and Australia's agreements are attached. 

The mothers were strongly critical of bias in infonnation standards especially in ante-natal 

classes, poor support for their own training in bottle-feeding, their experiences of making 

mistakes with fonnula and that sources other than Midwives held more credibility regarding 

bottle-feeding advice. These alarming findings show that the principle of "feeding with infant 

fonnula should be demonstrated only by a health worker or other community worker ... (WHO 

Code Article 6.5 cited in NHMRC, 1996, p. 55)" is vulnerable in a context where the profession 

withdraws its support rather than increases it. Whilst the 'NHMRC guidelines discuss that in 

Australia Chemists can play an important part in educating about fonnula, from this study it 

appears that hospitals and the Midwifery profession's interpret'!ltion assumes playing the least 

part, so that routinely Chemists are used as the referral point for infonnation about fonnula 

feeding. By leaving Midwives1 access to infonnation about formula as an entirely personal 

decision, it exposes those Midwives choosing to stay ahead in the field to outrage by "Baby 

Friendly" professionals assuming that to protect breastfe.eding all Midwives must refute bottle­

feeding mothers' needs. This study has identified from bottle-feeding mothers that _confusion 

arises, and has pinpointed areas of the policy that explain why this may be the case. However, it 

is outside the scope of the present study to establish the extent to which M.idwives face tensions 

in this confusing area of bottle-feeding information in their work acting as antenatal educators, 

maternity carers, child health nurses or administrators infonning hospital policy. Certainly, 

however, it appears that high standards are not applied systematically and may indCed be 

dangerously dependent upon the confiden·ce of individual health providers to act wisely despite 

apparent contradictions, 
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It would appear that WHO/UNICEF anti·marketing principles are being misapplied and 

mistakenly generalised to the educational functions of Midwives. Furthermore, the minimal 

conditions for pro.breastfeeding "informed consent" to bottle·feed, of covering the benefits of 

breastfeeding and risks ofbottle·feeding, also seem to be applied as the benchmark of standards 

and extent of detail for this service. As this chapter has shown, such a minimal approach is not 

considered to be of an adequate standard by this client group of bottle.feeding mothers. It does 

unfairly marginalise bottle.feeding mothers. 

Implications for Information standards 

• Professional discussion needs to occur, concerning the difference between marketing and 

educating, and addressing the guidelines' requirement for adult learning techniques. What is 

known, is that early education is better for retention of information, and that good training, 

early learning and group support aid self·efficacy. These adult learning principles are given 

primacy for breastfeeding education, but have secondary importance for bottle·feeding 

education. 

• Unbiased information needs to be developed and should take into account the issues 

relevant to mothers (ie Western Australia is First World, and has mostly urban households 

with good sanitation). 

• The Midwifery profession needs to develop better dissemination of information and training 

during the antenatal period for intending bottle.feeding mothers. Where upholding BFHI 

standards is a concern, information and training may be offered to women individually 

rather than to groups. Nevertheless pro·active steps will be required to increase the 

credibility amongst mothers that Midwives have expertise in bottle·feeding, and the 

problems of delaying dissemination of bottle·feeding information to assist mothers who 

change early from bottle·feedi1 , i mothers weaning their infants should be addressed. 
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CHAPTERS· Hospital Procedures' Effects on 
Midwifery, Mothers and Infant-feeding 

The focus of this chapter is on issues related to the bottle-feeding mothers' perceptions that 

service to them as a group was unsatisfactory in hospital settings. Individual experiences in this 

regard were by no means uniformly unsatisfactory, and the analyses will highlight some main 

problem areas, as well as aspects of service that they found satisfying. Bottle-feeding mothers 

are a minority of Australia's maternity hospital clients, however, their status as a client group is 

that they have specific needs that are different from the breast-feeding client group which must 

be met (NHMRC, 1996). Hospital systems should meet the needs of multiple stakeholders. It is 

in the procedures and practices of the system that enactment takes place of the "dynamic 

interplay" (Bandura, 1997, p. 485) in balancing the needs of all stakeholders. Therefore, in 

order to describe such interplay, the study1s investigation into the Midwifery profession's own 

understanding of its role in infant feeding will also be presented and discussed. Since some of 

the mothers1 interview responses, directly or indirectly, inferred that public hospitals were less 

supportive to bottle-feeding mothers than private hospitals, the study's observations of 

differences that might account for some private hospitals' better reputation amongst bottle­

feeding mothers will be discussed. This chapter has particular relevance to the research 

question addressing the professional dilemma of deciding the best procedures to support 

mothers who choose to bottle-feed. 

Bottle-feeding mothers' perspective of hospital procedures 

The interviews with bottle-feeding mothers elicited criticism and praise which will each be 

described in turn. 

Mothers' criticisms of hospitals 

The bottle-feeding mothers' criticisms included unwelcome pressure on them at various stages, 

unsatisfactory education on making up feeds and sterilising bottles, poor provisions for bottle~ 

feeding, and particular problems experienced by those women who elect to breastfeed but 

change their plans whilst in hospital. Some of the bottle-feeding mothers who were happier 

with their own hospital experiences saw themselves as especially capable of, or lucky in, having 

survived the system and they raised c·oncems about how other less strong or less experienced 

· mothers would cope. 
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Unwelcome pressure at various stages 

The bottle-feeding mothers' experiences in hospitals at particular stages. such as pre-admission 

interviews, during the birth and immediately following the birth, were times when interactions 

with Midwive:i made them feel under pressure. Jackie, for example, showed how the 

interactions at admission where she had felt negatively judged resurfaced for her at the time of 

delivery. 

Jackie (10): I was 10 em's and I had to push for the baby's head was high, and 
I didn't trust that she [the midwife] would be able to get me 
through because ... I guess because she was so positive about 
breastfeeding, And she grabbed my hand and she said, we'll get 
through this. And I looked at her and I didn't trust her, because 
she'd questioned me abOut my feeding. 

This kirid of mistrust and misunderstanding between client and midwife is very concerning, not 

least of all because, as is shown in the transcript, a woman can close off conununication with 

the midwife who would have had no idea of the mental tonnent suffered at this very vulnerable 

time. 

The strong sense of Midwives working against the bottle-feeding mothers also intruded into 

what should have been the special first moments of a mother getting to know her child. For 

example, Claire described her experiences immediately following birth whilst still in the labour 

ward: 

Claire {06): [In the labour ward] I said I'll have a bottle-feed. She took a 
while to get it ... she wasn't very happy. My mum was there to sort 
of say she wants ta bottle-feed, let her do what she wants. So 
they got me o bottle. 

This mother found pressure intrusive and unacceptable. 

Unsatisfactory education 

Several of the mothers felt that even though they had been shown the basics of bottle-feeding in 

hospital, their education was not very thorough, and this applied to public and private hospitals. 

Claire's entire hospital experience was coloured by a sense of not being professionally 

supported. 
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Clo.ire (06): ... the midwife I had she showed me once [how to mo.ke up o. feed] 
o.nd then she told me to go do it myself .... I wo.s o. bit disappointed 
with tho.t. On the first do.y she [showed me how to mo.ke up o. 
feed], but then I needed to be reminded. And that wo.s it, She just 
so.Id you co.n do it yourself now. 

While Imogen was praising her hospital for not pressuring her and for being helpful with night 

feeds, she also raised reservations she held about the standard of her education. 

Imogen (01): But there was no, tno.ke sure the bottles are reo.lly clean, in as 
much as, you know, you've really got to scrub the bottles rather 
than just give them o. wash around, which is who.t I was doing 
thinking they were cleo.n. No, when to change your solution. Even 
though it says on the thing when to cho.nge. it, but that's all new, I 
didn't know about that. 

Natasha praised the standard of support she had experienced in her hospital, explaining that the 

hospital provided all the bottle-feeding equipment and made up the feeds during her stay. But 

she too felt that she had not been adequately prepared 

Natasha (05): It was all there ... Tho.t was the problem. They didn't actually show 
you how to feed her or anything. 

Education standards are hard to pinpoint, and uncertainty over learning something new or low 

levels of confidence by the learner may be unfair measures of the competence with which the 

education is delivered. Nevertheless, it was a point raised by several of the mothers and 

therefore warrants further discussion. All maternity hospitals would have care plans that 

include the basics of making up feeds, sterilisation of equipment and advice such as how solids 

should not be introduced too early. An explanation for such expressions of disappointment by 

mothers is that the overall standards of preparatory education have been reduced as other 

changes have taken place in maternity care. As pro-breastfeeding policies have been 

implemented, antenatal preparation for bottle-feeding has disappeared from classes with the 

result that the first briefing (or first demonstration, or first hands-on experience) many new 

mothers receive may be during postnatal education. This does appear to amount to a worsened 

situation for bottle-feeding mothers compared to previous times. If their education is offered 

just at the point when they are least able to retain learning (Bailley & Sheniff, 1992), it can lead 

to additional problems. 

Lisa made a further observation that highlights another problem about bottle-feeding education 

with regard to current pro-breastfeeding policies. 

Liso. (11): Mothers who change over to bottle-feeding o.fter o. few weeks 
reo.lly don't know anything, they don't know how to make up a fuel, 
they just ho.ve to reo.d it on the tin, or ask someone. who is bottle­
feeding. 
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To only demonstrate bottle-feeding procedures to mothers and family members are already 

doing it, means that the majority of mothers return home without having been shown the proper 

procedures of weaning their infant. The intention, of course, is to not make bottle-feeding 

appear normal, The NHMRC (1996, p. 58) guidelines emphasise the importance of ensuring 

that parents are sufficiently educated in bottle-feeding, given the findings that as many as 30 per 

cent of Sydney mothers make mistakes reconstituting fonnula. The guidelines state, "when in 

'dvubt, parents should check with an early childhood nurse, phannacist or doctor" (p. 58), Prior 

to the rei::~t policy changes, all mothers were given bottle-feeding education before leaving 

hospitai, however, as Lisa's observation points out, its absence from breastfeeding mothers' care 

plans does not always result in the somewhat idealised WHO Code policy guidelines for 

professional demonstrations. That "feeding with infant fonnula should be demonstrated only by 

health workers or other community workers, and only to the mothers or family members who 

need to use it", makes the system vulnerable to error and poor service. In some settings, those 

''who ,;~ed to used [formula demonstrations]" are defined as those antenatal instances where 

bottle-feeding has already begun. However, delayed and insufficient demonstrations caused 

dissatisfaction. Mothers needing demonstrations once home may have little interest by that 

stage in pursuing professional advice. 

Poor amenities for bottle-feeding mothers and their babies 

The mothers noted that the level of care and attention in hospitals was less for those bottle­

feeding. Terri's comments implied that there were no hospital facilities aimed at helping this 

group of clients. 

Terri (12): I think [mothers who bottle-feed] are ignored, don't get o.ny help 
or informo.tion o.nd o.re genero.lly left to thefnselves. 

Francine felt that the layout and routines of her maternity ward had caused her some 

inconvenience. 

Francine (08): ... Because I had the caeso.rean I was laid up for 2 days, but after 
that I was expected to go o.nd leave the room, you know, if the 
baby's crying because he's hungry, you have to get dressed, leave 
the room, go to the nursing station, get your own bottle, heat it up, 
o.nd come bo.ck o.goin. 

Interviewer: Would the staff not hove done that for you? 

Fro.ncine: No. 

Francine's description shows several ways that it macfo her hospital experience wipleasant. It 

forced her to leave a crying baby, and that is not ideal for establishing closeness. Bottles had to 

be made up individually, which is inefficient. It also reduced the opportunities she may have 

had to stay within the privacy of her own rooming area and therefore maximise rest and 
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recovery. Such inconvenience would have been reduced if, as in other hospitals, bottles had 

been brought to her. As equipment was not available in her own area, the requirements bore 

little relevance to how .Francine was likely to organise bottles at home. 

Claire felt that the Midwives had refused to assistance her with breast pain. 

Claire (06): I wanted tablets to dry up ,the milk but they wouldn't give them to 
me. 

Although there are three medical ways to suppress milk (diuretics, Bromocriptine which is a 

Parkinson's Disease drug being trialed for this purpose, and oral contraceptives with no 

oestrogen), these are generally considered unsafe and are not recommended. Furthennore, they 

would have to be perscribed by a doctor. It is likely that Claire was expected to confonn to the 

contemporary approach of avoiding nipple stimulation. It is beyond the scope of this thesis to 

investigate, or comment on, the relative risks of medical interventions in comparison to breast 

engorgement, or the extent to which the current advice may be intended to leave breastfeeding 

as an option. Nevertheless, this negative incident for Claire shows that she was not adequately 

assisted in preparing for bottle-feeding in that by expecting tablets she was obviously unaware 

of current practices. 

This incident highlights the dangers of a pro-breastfeeding system that results in bottle-feeding 

mothers not understanding what will be expected of them. If a mother was adequately advised 

prior to giving birth, she would be in a better position to organise a prescription in advance. 

Antenatal advice by Midwives focuses only on breastfeeding, and infonnation provided by 

hospitals prior to admission consists of pamphlets only about breastfeeding. 

Anne, who attempted breastfeeding without success, was also inadequately prepared to cope 

with the situation, It was a problem for her that she felt inadeqWltely supported in both methods 

of feeding. 

Anne: (04): when you're: trying to find someone: to give him a bottle: when you 
know that you don't have: enough milk to give to him, that was 
really hard. There was just no support, no support at all. It would 
take: 15 minutes for someone: to come: down once: you've: pressed 
your buzzer to help you attach him. And once: they get there to 
help you they'd get your breast and your nipple: and shove the 
baby's fo.ce: into your breast. There was just no compassion, no 
time: spent with you, it was just like go go go, this is how you do it, 
learn how to do it. 

Erica, the other mother in the study who changed very early from attempted breastfeeding, also 

felt that she had not been adequately supported to bottle-feed: 
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Erica (03): I think especially in a public system, hospital system, the Midwives 
and that don't hove enough time to spend with you. If you do want 
to try breastfeeding the Midwives don't have enough time to spend 
with you, showing you exactly how to do it, how to get the baby 
attached and everything. I mean they give you a quick run down 
and that's all they've got time for. 

· Anne complained that instead of being supported in her decision to change to bottle-feeding she 

was forced to try expressing to start the milk flow. 

Anne (04): ... you'll be sitting there expressing'· and there's absolutely nothing 
in the bottom of the bottle and I'm thinking ... (laugh) my baby's 
hungry like you know, surely you're going to help me feed him. 

She was shocked that her hospital made it so difficult to obtain fonnula. 

Anne (04): .. .If I'd hove been like with it a bit more and thought it out o bit 
more I could've asked my husband to go to the shops and get me-. 
some stuff, but, when you're told, oh no, you've got to go bock to 
your room and stick him on the breast ogofn ... 

This mother felt doubly victimised. Firstly, she did not receive as good lactation support as she 

felt she would in some hospitals; and secondly, bottle-feeding provisions were kept from her. 

Changed plans whilst in hospital or later 

The accounts of Erica and Anne, the two mothers in this study who had intended to breastfeed 

but for various reasons changed their minds show interesting parallels. Each of them seemed 

dissatisfied with poor levels of assistance while they were struggling to breastfeed. 

Erica (03} (gave up breastfeeding not enough milk}: [The staff} just sort of 
grab the baby's head and plank it there and you know, if the baby's 
got it whether you feel comfortable or not. 

Each of the mothers noted that the hospitals required mothers to bring in their own equipment, 

but there was not much preparation for these mothers. 

Erica (03}: I never actually went into hospital saying I'm going to be bottle­
feeding. So no there was not really any information given to me .... 
I think [mothers choosing bottle-feeding} were sort of shown 
where-. everything was and everythirg and basically you had to take. 
your own gear in with you, your own bottles, your own formula and 
everything, and I don't know if they actually showed them how to 
do it. Thc-.y were just shown where all the sterilising gear was and 
sort of this is what you con use. 

For Anne, who had not expected to need her own supply of fonnula, changing to bottle-feeding 

was frustrated by the lack of assistance and obstructions to the change. 
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Anne (04), I just did not have the information and everything beforehand. 
Like they didn't 5'1'( to you 'you know your milk might not come 
through for o couple of days', or 'you might need. to bring in a bit 
of formula, if you go and buy yourself one of those little trial 
pocks for $3 at the chemist, you know, bring that in, and bring 
yourself a couple of bottles and a couple of teats and we'll supply 
the sterilising equipment', You know, 'we'll supply all that, but Just 
bring it fn Just in case you need it'. No. I wasn't told any of that, 

The point made about not supplying fonnula to unprepared mothers needs highlighting. 

Mothers who intend breastfeeding and then do not, for whatever reason, feel tricked by the 

policy in some hospitals not to supply fonnula or teats. Not been advised to prepare for the 

event of failing at breastfeeding was distressing, therefore the hospital added to the feeding 

difficulties rather than efficiently and positively helping to implement the mother's subsequent 

decision to bottle-feed. It was discussed as an issue that could only catch out first-time mothers. 

Some other fully bottle-feeding mothers were also critical of how the system appeared to have 

adverse consequences for babies whose mothers started and then gave up breastfeeding. Even if 

actions did not affect them or their babies directly, part of the hospital experience included 

noticing how other mothers and babies were badly treated and marginalised by the system. Lisa 

bad been concerned about the level of suffering amongst other mothers on her ward. 

Lisa (11): [Re: other mother in ward not be.Ing given formula] it's against 
their rules ... they are not allowed to offer mothers a bottle in 
hospital, and mothers are not allowed to ask for one either .... The 
doctor needs to order it .... unless you are. all set [with bottles] it 
can be o long time before the. baby gets a feed. 

Erica spoke in defence of first time mothers against the pressure put on them to breastfeed when 

they do not want to. 

Erica (03): I think a lot of mothers, especially new mothers, have pressure 
put on them Jn hospital ... breostfee.ding's first, breastfeeding's the 
best. breostfeeding's the only thing to do. And if It's physically 
not possible, or emotionally if they can't handle it, it's very 
difficult to get over if they've got Midwives ond sisters putting 
pressure on them to do it when they just don't feel comfortable or 
whatever. 

Some mothers talked about signing consent forms in the post-natal period for their babY to be 

given formula. Anne seemed intrigued by this requirement and was even sympathetic to 

hospitals wanting to cover themselves about liability issues. 

Anne (04): And I noticed that they did give him formula once in the middle of 
the night and I had to actually sign to s~ that I approved that 
they'd given him formula in the middle of th~ night or samething 
like that. So it's a real liability issue os well I guess. 
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The examples given above outline the mothers' dissatisfaction with levels of health care that 

they experienced or observed. In any service provision including health care and Midwifery, 

there can be a problem ofW1realistic expectations by clients. That could not be readily clarified 

from this kind of data ~lone. However, several of these issues raised ai,pear to be effects of 

conforming to hospital policies that promote and support breastfeeding without having 

sensitivity towards the particular needs and desires of bottle-feeding mothers. 

Mothers' praise of hospital 

Praise by some of the mothers about their hospital experiences typically concerned services or 

staff atti~des that fitted well with the mothers' bottle-centric perspectiv.~ of the advantages to 

them in bottle-feeding. Aspects that were praised included efficient administrative procedures, 

supportive staff attitudes, and night-time support for the mothers' quality of sleep. 

Non-judgemental, efficient administrative procedures 

Although the reputation of Midwives pressuring mothers to breastfeed appeared to be far 

reaching and a cause of dread amongst mothers electing to bottle-feed, several mothers 

described a feeling of relief to have not been pressured and some mothers even felt supported. 

Hospital admissions procedures were quite widely discussed by the bottle-feeding mothers in 

this respect. 

Donna did not perceive her admission procedures to be pressured. Although she had been. Biven 

pamphlets about breastfeeding by the hospital, she felt that her decision to bottle-feed was 

accepted. 

Donna (02): When I went to the pre-admission at the hospital they gave us 
pamphlets and asked, would you prefer to breastfeed or battle­
feed, and I said, definitely bottle-feeding. And so, it didn't seem 
that there was anything else to S(f>{ then. From them, from their 
point of view, oh you're bottle-feeding, that's fine. 

Donna· also explained that she had previously had bad experiences with breastfeeding. There 

was a perception by her and others that first-time mothers came under more pressure from 

Midwives to not choose bottle-feeding. 

Another mother, Penny, strongly perceived that the administrative task of pre-admission, 

instead of being used opportunistically to pressure her into choosing breastfeeding, had been 

carried out efficiently by the hospital to ensure effectively supporting her choice of bottle­

feeding. 
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Penny {07): [The Midwives] actually have a pre-admission interview a couple of 
weeks before you're due and they ask you questions about how you 
intend to feed and those sorts of things. They obviously ask you 
questions about medical conditions and stuff, but I thought it was 
good how they asked how you intended to feed. And they 
obviously toke note of what's writhm in the notes because ofter 
she was delivered they actually checked wi'th me that I was still 
definitely bottle-feeding. I actually never hod the chance to give 
her her first-feed, she was in the humidicrib after delivery. They 
fed hir and there was no problems at all. 

However, as Penny pointed out, the current reputation of Midwives is of being a force to be 

reckoned with when they pressure new mothers to choose bottle-feeding. 

Penny {07) {continued): And I was actually ... I was dreading going to hospital 
and having to cope with the Midwives giving me the third degree 
about why I wasn't breastfeeding {laugh) .... I was actually quite 
surprised by the attitude of the Midwives in the hospital, I never 
hod any comments made to me or ask whys or wherefores. 

For the Midwives to have been non-judgemental in administrative interactions was surprising to 

some of the bottle-feeding mothers as well as being an aspect they praised in tenns of having 

benefited from efficiency in their hospital experience. 

Supportive cm11me11ts by .,·taff 

This same mother seemed pleased with affinnation about her bottle-feeding decision by some 

Midwives. 

Penny {07): And in actual fact some of the Midwives come up and were saying 
they were pleased that someone had the gumption to stand up and 
do what they actually [want] to do. Ando couple of them turned 
around and said that bottle-feeding was far better off for the 
family as a unit rather than breastfeeding, it saves a lot of the 
resentment that husbands feel when suddenly it's mum and the 
child and the husband's on the outer. 

To pro-breastfeeding Midwives such anti-breastfeeding comments might appear extraordinarily 

unprofessional, if not opinionated, even though the phenomenon is documented in the literature. 

Yet, anti-bottle-feeding discussion, about how breastfeeding diverts from the traumas of poorer 

health, worse parenting, lower int~lligence and so on, is routine and considered acceptable. 

Night time support 

Two mothers, one from a public and one from a private hospital, both praised the Midwives for 

caring for their babies over night. 

Imogen {01): I didn't have him at all, which was another adva~toge, you know, 
I'm in hospital for Si)( days and never fed this baby once at night. 
BEAUTIFUL. Sleeping tablets (laugh), ... And Uke o'ne midwife at 

167 



night time, I said, you know, about the fifth night or something, I 
said, maybe you should wake me up, maybe I should feed this kid 
at night. And she said, Why? You're going ta have him when you 
get home, we'll take him, he's bottle-fed, don't worry about it, you 
get a sleep. 

· Imogen was very grateful for the extra sleep, and also appeared impressed that the midwifC:. hac.! 

put her at ease that the baby could be cared for because he was bottle-fed, and therefore she 

should use that advantage of bottle-feeding. Penny similarly, was pleased about the convenience 

of having her b"aby cared for at night while she slept: 

Penny {07): I also found that the Midwives were quite happy to take (baby) of 
a night. I'd do o last feed at midnight soy, and it was good that I 
could actually wheel her into the nursery and then get a goad 
night's sleep. And I knew that come 6 o' clock they would wheel 
her bock in again, when she woke up far the morning feed, 

Note that the inferred health care goals of recovering after the birth underlying these accounts, 

of feeling strong enough to cope once at home and having rested to assist recovery, were 

supported by the Midwives and those goals are compatible with getting good sleepiThis was in 

fact an advantage of bottle-feeding, that, as Penny notes, did not apply to breastfeeding mothers. 

Penny: (continuing) Whereas the breastfed babies' mums would do that, 
but then the Midwives would hove to wheel the baby in, woke up 
the mums sa they could feed them. Sa they weren't achieving 
anything, they weren't actually getting a decent rest. 

The above examples illustrate how there was praise by some of the bottle-feeding mothers, and 

this occurred for both public and private ho-spitals. What these analyses of bottle-feeding 

mothers' criticisms and praise have shown is that these mOthers' experiences and levels of 

satisfaction were varied. While some mothers were pleased with aspects of hospital practices 

that suited their bottle-feeding decision, more mothers were critical of practices they 

experienced in hospital that did not suit bottle-feeding. 

Based on the mothers' descriptions, it would seem as if hospital experiences vary from being 

very disappointing and frustrating to being praiseworthy. However, in general, the levels of 

satisfaction depend on a few main factors. One is whether mothers perceive that their decision 

to bottle-feed is respected or not, typically based on their treatment at admission, whether or not 

their decision is supported or challenged in the labour ward, and in the levels of helpfulness 

staff show towards them whilst establishing feeding. Another factor is the perceived levels of 

even-handedness by Midwives and hospital policy, for example, damaging perceptions of spite 

can arise over disagreements about breast care or difficulties in obtaining fonnula when mothers 

decide to give up breastfeeding. A further factor is bottle-feeding mothers perceptions of how 
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hospital facilities match up to their needs, for example, nursery care was appreciated, and 

convenience of bottle-feeding equipment and adequacy of bottle-feeding education seemed to 

be important to the mothers. 

Investigation of professional perspective of hospital practices 

Phase Two of this study, which explored the construction of Midwifery knowledge through 

participant observation and content analysis of professional infonnation lends support to the 

bottle-feeding mothers' opinion about the dominance of pro-breastfeeding practices and policy. 

Evidence of this may be seen in the areas (1) professional forums; (2) professional contacts' 

attitude~ and (3) how hospitals are shaped for particular client groups, which will be discussed 

in tenns of their shaping of Midwifery practices. 

Of interest is the degree to which pro-breastfeeding policies and practices are supported 

professionally, at the level of the organising bodies of professional Midwifery. groups and from 

the perspective of influentially-placed individual professionals, such as Nursing Directors. 

Context also makes a difference. In this study, it was found that mothers perceived a difference 

of standards in attitudes amongst different hospitals, with some perceiving greater pressure in 

the government sector of hospitals and more support for bottle-feeding mothers in the private 

hospitals. However, one of the two mothers in the study who was a failed breast-feeder also 

claimed. that her friends received better lactation assistance in a private hospital than she had 

received in a public hospital. As such the difference across sectors was of interest in the 

participant observation stage of the research. 

Professional forums shapiug Midwives' practices for care 

Professional associations are a useful sources for gauging and describing dominant discourse, 

since it is a professional objective to develop and disseminate information. During the period of 

this study, .Australian professional Midwifery journals continued to report on BFHI progress in 

different Australian states, celebrating success stories. There was no debate of the concerns of 

bottle-feeding mothers. My attendance at meetings coincided with my first experiences of 

incidentally mentioning to Midwifery colleagues that my research focus was mothers' 

experiences of bottle-feeding (i.e. I was not researching breastfeeding). It was clear that some 

of my peers were stunned and appalled to the extent that one !Ong-standing colleague even 

commented, "Do we want to know you?" This was a sharp reminder that observance of BFHI 

principles was a requirement to be accepted in the group. Meetings rarely focused on infant 
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feeding issues, although notes were made of changes in other countries or states. The BFHI 

received some administrative attention such as mention of progress and needs for monitors and 

assessors. Meetings were generally more pre-occupied with the imperatives of advancing a 

professional association. Specifically, there were urgent concerns about recruitment matters, 

that were considered potentially to have the·capacity to deprofessionalise Midwifery, and legal 

developments on home birth issues. 

Meetings of professional associations, not surprisingly, attract some of the field's most 

committed members. Their goals is to improve infant and maternal health. Professional 

Midwives see themselves as epitomising caring. So what did these forums suggest about 

Midwives' views on the marginalisation of bottle-feeding? Firstly, the group is apparently 

united in its support, and in many cases its passion, for the BFHl's advancement of 

breastfeeding. They are, however, treating BFHl1s principles and imminent future growth as a 

fait accomp/i. Heated debates over infant feeding took place many years ago, but breastfeeding 

is nciw an uncontested discourse. Raising bottlefeeding· issues, as I was, raked over old, tired 

ground in an inappropriate context. Participation in such professional groups carries a burden of 

responsibility and a time-consuming commitment. Questioning attitudes to bottle-feeding 

would have inappropriately threatened the smooth running of meetings, which brought together 

a time-pressured group of over-stretched volunteers who wanted to stay focussed on their 

agreed directions in order to meet their many and varied responsibilities. 

In summary, the local professional association meetings were set on course and could ill-afford 

the time and energy to question the principles behind the BFHI. This was a result of time, 

rather than any predisposition to not care. Ruzak (1978, cited in Hunt, 1994, p. 225) described 

the stages in social movements. These are (1) consciousness-raising, (2) policy detennination, 

and (3) institutionalisation. It would seem that in Australia, and most probably globally, the 

breastfeeding movement is finnly in the third stage. 

Professional contacts shaping Midwives' attitudes for care 

Members of professional association groups would typically hold the most identifiably 

'professional' attitudes within the profession including a commitment to developing and 

upholding policy. Professional associations, like policy documents, represent 'idealised' views 

with a coherence rarely achieved in real hospital contexts. The association meetings appeared 

to mirror the dominant "impenetrable" breast is best discourse (Seidel, 2000), but some of the 

same people from the group held key professional positions in hospitals, and on an individual 
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basis were more amenable to giving slightly different perspectives on the implications as they 

understood them of the pro-breastfeeding policies. 

I approached some of these professionals directly to investigate the differences between public 

hospitals and privat~ hospitals. Questions asked included, "What percentage of mothers leave 

this hospital breastfeeding their babies?", "Is this hospital BFHI or not?" and "Is this hospital 

striving towards the BFHI accreditation?" 

At the time of the study, government breastfeeding target rates were 90% at hospital discharge. 

An immediate difference in investigating this was that public hospitals all responded to the 

question, most giving over-estimated figures such as 93.% that they then corrected downwards 

into-the 80 per cents1, although one public hospital claimed they were.not allowed to g\ve out 

figures. In comparison, private hospitals avoided giving out figures, although one hazarded a 

guess at "about 90%". Two of the private hospitals contacted stated that they were not striving 

to become BFHI accredited - in one case the reasons given were that mothers needed the 

nursery and used dummies, and in the other case, the explanation was that the Midwives would 

have liked to, but the doctors would not let them close down the nursery. 

At the time, for the whole of Western Australia, only one government hospital was BFHI­

accredited and a further three government -hospitals were considered to be close towards 

achieving accreditation status. These are very low rates, and one key player attributed the slow 

progress-of the policies to Western Australian hospitals being parochial and predicted that many 

would follow suit once the additional accreditations showed the viability_ ofBFHI for this state. 

Hospitals shaping Midwives' caring: Questions of sector 

I made some telephone enquiries and worked on a. variety of maternity wards as a participant 

obseiver in order to understand issues arising from the interview data: Are government hospitals 

more pro-breastfeeding than private hospitals? Can any differences be accounted for in tenns of 

different resourcing levels? Whilst on duty, I looked for overall patterns and differences 

relevant to bottle-feeding procedures. 

I These downwardly adjusted figures accord more closely with Donath and Amir's (2000) analysis of rates prior to 2000 
being below the government targets of 90%. What Is also Interesting Is that amongst maternity staff on maternity wards 
who were not In admlnlstrafive positions, many In non·BFHI hospitals also over-estimated breastfeeding policy: Several 
Mldv.ives, In casual comments, appeared to strongly believe that the non-BF HI hospitals they worked In were already 
BFHl-accredlted. · 
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Observations of three types of maternity ward 

-The observations will be presented as composites of three different types of maternity ward: -

(1) a pro-breastfeeding private hospital, (2) a near-BFHI public hospital (ie aiming for 

accreditation), and (3) a pro-bottle-feeding private hospital. Max Weber's work suggests-that 

"ideal types" are a starting pOint for research alld provide a framework for specific instances. 

Initially I had expected to find mainly binary public and private sectoral differences. However, 

it appears _that most government hospitals will more uniformly and overtly support the BFHI 

principles, whereas more clear distinctions are observable in the private sector. My 

observations compared how staff made sense of their environment and their Midwifery culture, 

how resourcing levels of the equipment and staff support affected services, and ·how each 

hospital offered nursery services. 

At the pro-breastfeeding private hospital, ante-natal mothers enquiring about what to bring if 

they are bottle-feeding are told that nothing is needed as everything is provided. However, if 

they have special bottles they would like to use they should bring those in. At the near-BFHI 

public hospital, mothers are told that if they have attended the bottle-feeding class they should 

have a sheet listing things to bring in; Mothers must bring in their own formula, and the hospital 

does not advise the use of dummies but they can be brought in. The hospital also provides 

bottles but mothers can bring their own to use. When requesting advice on what kind of 

formula to bring in, the response is that they cannot advise because that would be seen as 

supporting particular companies, but Chemists may be able to make a recommendation 

(i.e. NHMRC (1996) guidelines are followed to the Jetter). At the pro-bottle feeding hospital 

mothers are advised that everything will be provided. 

Therefore, whilst all hospitals allow for bottle-feeding and the use of dutnffiies, there are 

differences in the attitudes and practical support for bottle-feeding. Midwives aiming for the 

hi~est professional standards wOuld rank those hospitals in reverse order to the bottle-feeding 

mothers' ranking, 

To the bottle-feeding mothers, the near-BFHI hospital is superficially polite, using their request 

for information as an opportunity to subtly tell mothers they are doing the,wrong thing. It is 

unhelpful in that it cannot or will not even advise on the choice of formula. It is uncaring in that 

it does not even provide the basic nec_essity of a simple menu item for its smallest, most 

vulnerable patients. Bottle-feeding mothers, interviewed for this study, complained that the 

hospitals helped them but in actual fact they do not want to. The BFHI policy is, after all, 

designed to persuade mothers to choose breastfeeding, but has little more to say about 
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supporting those mothers who will pW"~ue the choice to bottle-feed. On the other extreme, the 

pro-bottle-feeding private hospital is considered by bottle-feeding mothers to be sympathetic to 

their needs. 

The pattern of differences continues in the hospitals' practices regarding levels of support for 

exclusive and non-exclusive breastfeeding. Once mothers have begun bottle-feeding their 

choice is quite firi.nlY established; However, with breastfeeding practices it is more complicated 

in that some mothers will want to express milk or have feeds supplemented by fonnula "top­

ups'', for various reasons. It is these less definite situations, where the options are more 

contentious in the Midwifery field, that the hospital policies led to differences in approach. The 

pro-breastfeeding private hospital would be pro-active in telling a mother with bleeding nipples 

to "rest her breasts" and would tube-feed the baby so that its sucking patterns did not develop to 

reject the breast in favour of artificial teats, whereas the near-BFHI public hospital would 

encourage the mother's perseverance in order to not threaten the milk supply unless the mother 

herself adamantly refused to tolerate the discomfort. I observed how one mother, known to be a 

heroin-user who had taken Speed before delivery, was treated very respectfully with a midwife 

patiently assisting her to position the baby correctly, helping the baby to latch on, and giving the 

mother .lots of praise for trying and encouraging her. The baby (that was nicknamed amongst 

staff as the 'Speed baby') had to be administered phenobarbitone and be monitored. It is notable 

that the present WHO position on this would recognise drug problems as contentious, and many 

American hospitals would be unlikely to recommend breastfeeding by a drug-user. In the near­

BFHI hospital, there were several drug-addicted mothers. When I made a collegial query about 

whether bottle-feeding would be recommended, the response was that this hospital never 

reconunends anything other than breastfeeding. In stark contrast, the pro-bottle-feeding hospital 

would routinely offer breastfeeding mothers the opportunity to have their babies taken to the 

nursery while they slept at night and the babies given "top-up" feeds of fonnula to prolong their 

sleep. Thus there were observable differences between both the attitudinal levels of enthusiasm 

for the use of breast or bottle, and the practical levels of facilitating easy accessibility or barriers 

to the use of fonnula and artificial teats. 

The most noticeable factor which has been used in this chapter's definitions of types of 

hospitals, and which appeared to have the greatest differentiating influence between maternity 

wards, was the balance between rooming-in and nursery care of babies. A typical busy night 

shift will be described for each of the three types of hospitals observed, comparing work-load, 

the main functions of the nursery, and the effects on feeding outcomes. 
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Comparison of night shift on three types of maternity ward 

Pro-breast Private Near BFIIl Public Pro-bottle Private 

Staff 1 on delivery, Delivery ward in 1 on delivery, 
3 on wards + partial separate section from 1+ JEN on nursery, 
rotated duties in ward, & 2 answering ward 
nurse'"'' 4 on wards bells 

Patients 20 mothers*: 3 ante- 28 mothers: 5 ante- 30 mothers: 4 ante-
natal & 17 with natal & 23 with natal, 9 with babies 
babies, babies rooming-in, 18 
+ 6 babies without (NB Maternity ward babies in nursery. 
resident mothers, separate from 
transferred from neo- hospital's sick baby 
natal unit of unit. But, jaundiced 
children's hospital babies rooming in 

under lights, 
newborn twins 
rooming-in, babies of 
various drug addicted 
mothers including 
"speed" baby 
roominu in.) 

Nursery functions Care of 6 recovering O resident babies. 10 nursery-care 
fonncr neo-natal care 1 baby wanned for babies beingjust 
babies, fed with 30 minutes. born, very small or 
expressed milk or sick. 
fonnula. 8 nursery-babysat 

babies: 2 breastfed 
2 breastfed babies wilh nole to take to 
baby-sat but not to be mothers at 7 .30 am; 2 
nursery fed. breastfed being given 

fonnula top-ups; 2 
One breastfed baby bottle-fed; 2 newborn 
tube-fed while babies to be breastfed 
mother advised to but given fonnula 
rest bleeding nipples. overnight. 

In the pro-bottle-feeding private hospital, the staff ratio was slightly better than the other 

hospitals and the night shift had a sense of quiet order. The nursery was used mainly for babies 

who had returned from specialised neo-natal care to the mother's private hospital after the 

mothers had returned home. Thereafter, it was used to support breastfeeding mothers allowing 

them to have a rest where necessary in order that the mothers would cope later with 

breastfeeding demands. 
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In the near-BFHI public hospital it was very rare for mothers and babies to be separated, even to 

the extent of sick, jaundiced babies being treated in rooms with the mothers, where the bright 

lighting around the mothers could concern some health professionals, and, as described above, 

even where mothers were drug users. The nursel}' was a relic of hospital architecture used 

mostly as a communal store room, and most of the Midwifel}' work was done in the wards 

especially assisting mothers to achieve breastfeeding. Staff morale was high, reflecting a strong 

sense of achievement in following the professional wisdom in difficult circumstances. This 

account will also describe two examples of Midwives' enthusiasm to put in extra effort that 

supported breastfeeding. One was the "Speed" baby being fed the mother's expressed 

colostrum by syringe (which is more time-consuming than feeding with a bottle and artificial 

teat but helps babies to not reject the breast later); the midwife enthused loudly about how good 

this was for the baby thereby encouraging the mother, who seemed to visibly grow in 

confidence and was successfully coping suckling the baby herself within a few hours. Another 

example was a different midwife setting off to collect a mother and twins from the delivel}' 

suite. She joked that the only way she could cope on such a busy night was if the mother bottle­

fed, but this was said in such a way as to convey professional pride in recobrnising that 

breastfeeding took time and care to establish and she knew it was her role to encourage that if at 

all possible. That mother was indeed also supported that night to successfully suckle her twin 

babies. Mothers who did use fonnula had to sign for informed consent, as recommended by 

NHMRC (1996) for all hospitals. However, this type of hospital's form had more time­

consuming procedures to produce and enact for every bottle of fonnula. Additionally, the form 

used included a lengthy statement about the hospital's pro-breastfeeding policy. Not all 

mothers read the form, but from the perspective gained from the interviewed mothers, this was a 

marginalising ritual that advised mothers that they were not doing the right thing by their babies 

and asked that their agreement be signed thereby confirming that they did this knowingly. Such 

a focus on a policy, which is not designed to suit their needs, would have contributed towards 

their resentment of Midwives. 

In the pro-bottle-feeding private hospital, it was much more likely that mothers and babies 

would be separated both in tenns of treating babies with health or development issues, and 

especially as a babysitting service to mothers. In the interviews, two of the mothers who spoke 

glowingly of aspects of their hospital experience referred specifically to this service that 

allowed them a break to sleep. Midwifery management saw their role as being client-oriented, 

and staff conveyed to mothers that it was their job to make sure they left hospital well-rested. 

Compared to the near-BFHI public hospital, which had comparable staffing and patient ratios, 

the workload was chaotic and stressful. Compared to the other public and private hospitals' 

orientation towards rooming-in there were an extra eight babies being fed, changed, and 
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comforted by staff rather than mothers. This latter point may well be an expected outcome of a 

private hospital's client focus, except it had the effect of forcing some comers to be cut by stafl: 

in this case at the expense of breastfeeding mothers' needs. 

Two examples of the disadvantages to breastfeeding mothers and babies will be descnbed. On 

a fairly busy night the midwife in charge of the nursery set about in the evening to prepare for a 

mother and newborn baby to be returned from delivery. She ordered that the mother be 

administered a sleeping tablet and the baby be brought to the nursery where it would be fed 

fonnula. In response to my query about the mother needing to breastfeed, she was emphatic that 

the particular obstetrician involved would "go mad" if the mother did not sleep. There was a 

stamp at the ready in the nursery for gaining mothers' consenting signatures. Although it was 

about 10.30 pm and the mother could viably have been helped to breastfeed and thereafter be 

administered the sleeping tablet, it was clear that the nursery could not be left understaffed for 

any longer than absolutely necessary and so bringing in the newborn baby was the most time­

effective solution. It is disturbing that the mother was compliant in agreeing to procedures but 

in the morning was confused and distressed that her baby had not. been brought to her to feed at 

night. She was also quite docile in accepting an explanation that in this hospital they always 

make sure the mothers get sleep, The hospital did have lactation consultants on day shifts who 

may have been able to help mothers in situations like this, but the procedures were far from 

what is known to be ideal for establishing lactation. 

The second example was that by very early morning the nursery midwife had to prioritise her 

tasks. Without discussion she wrote instructions on some paper napkins, "Don't wake mother 

before 7.30", and placed them on the cots of two exclusively breastfed babies who were being 

looked after in the nursery. One of the babies was unable to be pacified for the period of 

approximately four hours until then and had to be taken to the mother at about 6.45am. While 

this might seem an unremarkable event, it illustrates that the stress levels for staff were high, 

and any short-cut that kept staff in the nursery rather than releasing them to the wards needed to 

be taken out of desperation to cope with all the babies in the nursery. The time of 7.30am may 

not have been arbitrary since it coincided with the shift change-over and thus re-allocated the 

task to the day staff. The significance of this is that it demonstrated that priority had to be given 

to ensuring that bottle-feeds, including top-ups to breastfed babies, were completed since those 

bottle-feeding tasks had undeniably been assigned to the nursery. Whereas, tasks on wards for 

those breastfeeding mothers who expected their babies to be brought in as soon as they were 

ready to feed again were the only ones that could be delayed without as much direct 

accountability. My observations would also suggest that such actions were seen as a necessity 

based on the intensity of work in feeding so many infants in the nursery. It is doubtful that it 
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was based on actions reflecting a pro-bottle-feeding professional judgement by individual 

Midwives. As an example of how individual staff might be pro-breastfeeding in that hospital, at 

the beginning of the night shift, one staff member who should have handed-over stayed behind 

for an hour to settle a baby with expressed milk using a cup and spoon. The problems of an 

excess workload in comparison to staff: feeding ratios in hospitals with strong rooming-in 

policies, indicate one aspect of how hospitals orientate more towards one group than towards 

another. The problem. caused by a hospital policy that favoured nursery services to rooming-in 

but did not employ sufficient staff to cope with the nursery demands as well as have staff 

adequately assisting breastfeeding mothers, oriented itself (at night time) more towards 

supporting bottle-feeding mothers in ways they would find satisfying, but which may have 

marginalised the other group. 

Participant observation suggests that the greatest differences in hospitals, that might explain the 

different perspectives of the mothers, lies in the different orientations of the hospitals to 

interpreting the policy, more than sectoral differences (ie public vs private) or differences in 

resourcing levels. Many public hospitals, especially those aiming for BFHI accreditation are 

oriented towards a pro-breastfeeding policy - with exacting standards of rooming in, few 

dummies/pacifiers, and nurseries used only occasionally for low-demand communal resources 

such as weighing machines and warming machines, and storage of nappies. There are also 

private hospitals that are pro-breastfeeding, although not to such exacting standards. Subtle 

differences such as freer use of dummies, formula being available for "top up" feeds with less 

fuss and more at the mothers' discretion are common in private hospitals, and rooming in is 

encouraged in pro-breastfeeding private hospitals, although if mothers request it babies can be 

brought out to the nursery. In the pro-breastfeeding hospitals rooming-in is encouraged even for 

bottle-fed babies. In contrast, some private hospital nurseries are hubs of activity at night, with 

most babies being bottle-fed or supplementary fed while the mothers sleep, or they are venues 

for babies to be changed and watched and from where, to varying extents, nursery staff follow 

mothers' requests for babies to be brought to them at feeding times. It is hospitals fitting the 

latter description which two of the interviewed bottle-feeding mothers praised for allowing them 

to sleep, and which are defined here as being pro-bottle-feeding due to the lack of adherence to 

Midwifery policy guidelines, and unfortunately also the compromising of establishing 

breastfeeding for willing mothers in some cases. 

A surprising finding was that although most hospitals are aware that breastfeeding targets are 

considered to be signs of successful management. several private hospitals in Western Australia 

do not appear to consider that accreditation will benefit them if it means compromising their 

client-focus. In fact, in some hospitals the use of nurseries is insisted upon by doctors who may 
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well see that as the marketing-edge and standards of service that private hospitals have over 

public hospitals. There is a trend to relax BFHI standards in terms of allowing some limited use 

of pacifiers and supplementary feeds rather than exclusive breastfeeding, but this will still not 

encompass the specific nursery issue that private hospitals are unable to give up. The 

accrediting claimed by Midwifery through the BFHI is therefore somewhat diminished, and 

highlights an issue for Midwifery that the balance between policy requirements and 

Midwifery's potential influence need to be appropriate to community standards or risk 

becoming ineffective. There is government backing of $4 million to implement staff training 

and promotion of breastfeeding, but more time is needed to see how far that might influence 

private hospital policy orientations in Western Australia. 

The findings about professional and hospital procedures need consideration in relation to the 

full picture of infant feeding practices. Current policy, based on UNICEF/WHO (1989) Ten 

Steps to Successful Breastfeeding and BFHI guidelines, encourages hospitals to promote 

breastfeeding at every possible stage of contact and includes procedures to encourage 

breastfeeding within half-an-hour of the birth. It appears that in the near-BFHI pro­

breastfeeding hospitals, or at least with some Midwives, this professional recommendation is 

attempted even with mothers who state their preference to bottle-feed or have put their choice to 

bottle-feed in writing. Not surprisingly, such attempts to ignore their election to bottle-feed 

were perceived by the mothers as undue pressure. The reputation of Midwives for acting in this 

way was more widespread than the practice, but it did occur. It indicates a failure to recognise 

the provision in the policies for infonned consent that allows mothers to choose and be 

supported in bottle-feeding. 

Most professions draw boundaries for what are acceptable practices and they refer clients 

wanting or more suited to other services to practitioners in different fields. For example, 

chiropractors offer bone manipulation whereas mainstream general practitioners offer anti­

inflammatory drugs to clients suffering back problems, and psychologists offer counselling 

whereas psychiatrists offer drugs to clients with mood disorders. However, the Midwifery 

profession is not in a position to distance itself from bottle-feeding. Under health care 

structures in Australia, Midwifery has two client groups for which it is responsible for 

establishing infant nutrition. There are its breastfeeding clients who follow the preferred 

method of infant feeding, and then another 17-23% of clients in Australia who bottle-feed. 

The present situation in hospitals appears to be that one group's needs are being met at the 

expense of the others' needs. The dominant discourse has trialed and developed optimal 

breastfeeding strategies in the Baby-Friendly Hospital Initiative, however, that policy is 
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presently almost oblivious to the specific needs of bottle-feeding mothers. That is not to say 

that the practices in all hospitals marginalise their needs. Bottle-feeding mothers appear to be 

most impressed where maternity ward policies allow night time nursery care for babies. 

However, those hospitals which run tightly staffed night-time nurseries do appear in some ways 

to be compromising the conditions for those mothers who wish to breastfeed their babies and 

who are also encouraged to use the nursery. 

The dominant discourse would argue that since breast is best, any advantage of hospital care 

should go to breastfeeding mothers. However, that suggestion is highly flawed because, as this 

present chapter has shown, pro-breastfeeding policies in some hospitals have marginalised 

bottle-feeding mothers, leaving them feeling dissatisfied in ways that reflect badly on the 

Midwifery profession. When considering problems such as the plight of mothers who bottle­

feed and have not been prepared for what to expect or how best to cope, their plight contrasts 

markedly with the current antenatal preparation for breastfeeding which has exemplary 

standards. Recent developments for women intending to breastfeed mean that, routinely, they 

are advised in advance about such things as avoiding nipple soreness and other breast pain, and 

they are guided by specialist lactation consultants. By comparison, the Midwifery profession 

has made no recent advances in the care practices supporting successful outC"omes for clients 

who have chosen to bottle-feed their infants. 

Suggested future directions for hospitals' bottle-feeding services 

It would seem that major improvements in services for bottle-feeding clients could be made 

even within the main thrust of BFID types of policies. The BFHI requires a written policy for 

breastfeeding, but what does not appear to be widely appreciated is that this does not exclude 

hospitals from also having policies for bottle-feeding. The BFHI explicitly does not and cannot 

prevent the bottle-feeding choice although it requires informed consent. 

What is a bottle-feeding policy likely to look like? Based on the findings of this chapter, and 

with the intention of staying close to BFHI and NHMRC requirements, I will offer several 

tentative suggestions that of course would require further investigation and discussion in the 

field. The suggestions are mostly intended to serve as a clarification of opportunities to provide 

a very high standard of services to this bottle-feeding client group. Many of the opportunities 

already. exist but may be applied haphazardly with the result that many bottle-feeding mothers 

feel inadequately supported. 

179 



Suggested directions for bottle·feeding policies to complement BFHI breastfeeding 
policies 

1. Mothers1 rights to be supported in their informed choice to bottle-feed should be 

respected, and this should not imply that the hospital in general is not pro­

breastfeeding. 

2. Informed consent includes having been advised that breastfeeding is recommended 

and having been infonned of the risks associated with bottle-feeding and benefits of 

breastfeeding. It is a two-way process that also allows health providers to ensure 

that they uphold each mother's decision. 

3. Infonnation provided by profossionals should be factual, and should include levels 

of contention and levels of relevance to specific client groups. Therefore, full 

information will not be limited to the informed consent requirements but can 

include anything in the field that is backed by rigorous research and has not been 

discredited. 

4. Hospital administrative staff and Midwive., need to understand when and how to 

deal with bottle-feeding clients in ways that are even-handed and that avoid 

pressuring or marginalising the clients. 

S. Useful, up-to-date and thorough preparatory education needs to be developed for 

bottle-feeding, including discussion of breast care for non-breastfeeding women. 

6. Supporting educational pamphlets on bottle-feeding with practical advice and well­

developed illustrations should be available to ante-natal clients and in maternity 

hospitals. However, support materials should observe the NHM:RC rules of not 

promoting specific fonnula brands and not using misleading wording or idealised 

images of bottle-feeding. 

7. Antenatal demonstrations to individuals of making up milk substitute fonnulas and 

sterilising bottle-feeding equipment must be pro-actively offered with minimal 

inconvenience to prospective bottle-feeding mothers. 

8. Care plans should have upgraded standards of bottle-feeding education, minimising 

administrative inconveniences of informed consent, allowing for repeated 

demonstrations or supervised practicals until mothers feel confident, especially for 

mothers in hospitals that provide made-up formula, and paying particular attention 

to the practical and educational needs of mothers changing from breastfeeding. 
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9, Provisions suited to supporting bottle-feeding can be offered. Sleep support through 

nursery care can be made available to this group of clients. Improved provisions 

should be designed and developed, for example, mobile trolleys for individual 

preparation of fo1111ula, bottle-heating and equipment sterilisation could allow 

bottle-feeding mothers and babies the same levels of convenience, efficiency and 

privacy as afforded by rooming-in when breastfeeding. Midwives may choose ·10 

develop high levels of knowledge to support bottle-feeding and their skills should 

be recognised and not penalised by hospitals or the Midwifery profession. 

10. Where services suited to supporting bottle-feeding are implemented, full resourcing 

needs to be allocated to ensure that resources for breastfeeding support are not 

jeopardised, and vice-1-ersa. 

The need for good infant feeding support, not only for breastfeeding but also for bottle-feeding, 

is not new, of course, It was even stated in the original WHO Code. For example, Article 4. 1 

states that governments should be responsible . to plan, provide, design and disseminate 

infonnation, and it listed areas of responsibility including "where needed, the proper use of 

infant fonnula, whether manufactured industrially or home prepared" (WHO, cited in NHMRC, 

1996, p. 66). It is the failure to develop this part of the policy into system-wide improved 

practices consistent with contemporary expectations of service that accounts for most of the 

differences and difficulties in mothers' experiences. For many of the mothers, support is simply 

common sense. For example, Erica added in writing the following clarification to her transcript: 

Erica (03): Perhaps an idea for maternity hospitals [is they] should have a 
Breastfeeding Team who would go around and take the time to 
teach mums how to breastfeed in a comfortable relaxed manner, 
not rushed. This would take work off the nursing staff and make 
new mums especially more relaxed. They could also have 
information and do practical run-throughs of sterilizing bottles 
and making up formula for mums who choose to bottle-feed. Even 
though they can read the instructions on the formula tin it can be 
daunting for someone who hasn't done it before. I think a bit more 
support for new mums is so important for their self-esteem and 
confidence, which in turn reflects on the baby. 

There appears to be uncertainty and contestation over the extent to which Midwives must 

pursue their duty to promote breastfeeding before accepting and enacting their seemingly 

contradictory duty in supporting mothers who make the informed choice to bottle-feed tenns. 

Ongoing confusion prevails, with hospitals and Midwives responding to vague clauses such as 

"where needed" to establish their apr,roach to servicing this group. Such uncertainty in some 

cases may make the service provider stake-holders cautiously place limits that are too extreme. 

The vast focns in policy and development being on breastfeeding, has played a major part in 
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establishing conditions preventing or "gagging" open discussion of the need for improved 

services to the bottle-feeding client group. As such, what appears to underlie most of the 

problems is a lost understanding about the importance of supporting the client group of 

infonned and consenting mothers who wish to bottle-feed. The original contribution of this 

study regarding bottle-feeding support is its extrapolation of common areas of confusion and 

suggestions as to how solutions may be approached. The study highlights that the bottle­

feeding client group can indeed benefit from its services and offers suggestions for how 

Midwifety may begin moving forward. It proposes developing Midwifery services for infant­

feeding that respond to the diverse needs of both broad groups of infant feeding clients. 

However, such a proposition will be extremely challenging to meet since that will involve 

overcoming what are now institutionalised marginalising practices for bottle-feeding. 

Implications for hospital procedures 

• Hospitals, in conjunction with relevant individual Midwives, regional bodies and 

government organisations as necessary, should develop methods of providing exemplary 

services to both client groups, breastfeeding mothers and bottle-feeding mothers. 

• It will require more sophisticated strategies at the hospital level than appears to presently be 

the case. Recognition that both types of infant feeding can be supported well, but the facts 

that the mothers in different client groups will have different needs, such as infonnation, 

and arguably nursery rest provisions, and that those needs require proper resourcing, must 

also be considered. 

• However, several improvements to redress situations where bottle-feeding is marginalised, 

may be easily achieved with a better understanding of the scope of current policies. For 

example, the need for a written breastfeeding code does not preclude the need for a 

complementary bottle-feeding code intended to provide a high standard of service to this 

client group. 
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CHAPTER 9 - Summary of findings, Implications for 
practice, and Proposed Caring-Options­
Responsive model for Midwifery 
Services 

This sununary chapter reviews the findings of the thesis, draws together the implications for 

practice, makes suggestions for further research, makes recommendations to improve client 

satisfaction, and outlines a proposed Options-Responsive-Care model for Midwifery services in 

overseeing the establishment of infant feeding. 

Review of findings 

The study has listened to the \ oice of bottle-feeding mothers and has found them to be 

intelligent and caring mothers who have made a considered and coherent decision to bottle-feed. 

It has also found that bottle-feeding mothers feel marginalised by Midwives, and investigations 

of this suggest that it has become enshrined in Midwifery policy to cater to breastfeeding 

mothers. ln practice, this results in professionals not giving as much care in tenns of relevant 

information and support resources to bottle-feeding mothers. As well, the current "Breast is 

Best" (BFHI) movement is shown to be deriving its momentum from and contributing to unfair 

negative attitudes associating bottle-feeding with uncaring mothering, an association that has 

been discredfied by the present study. Such a situation has far reaching implications for practice 

being contradictory to what should be setting Midwives apart - which is their caring role as 

health care providers. While this study recognises that encouraging breastfeeding is desirable, it 

argues that too little recognition is given to the mothers' right to choose and be respectfully 

supported in bottle-feeding. The thesis makes practical suggestions for how the Midwifery 

profession and hospital practices might better serve bottle-feeding clients. 

Research Achievements 

The aims of this study, were to add to the knowledge of infant-feeding by: 

I. Developing a descriptive understanding of the experiences of bottle-feeding, specifically 

incorporating the perspectives of mothers. 

2. Exploring how Midwifery professional knowledge might be enhanced by the study's 

findings. 
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3. Examining the relevance of current theories of health and decision-making about infant­

feeding. 

Research Questions reMvisited with summary "responses" 

The broad research question was: 

Broad Question: What are the experiences of bottle-feeding mothers? 

Broad Answer: Bottle-feeding mothers are marginalised by pro-breastfeeding Midwifery 
policy. 

• They make a deliberated, broad-based decision on feeding prior to the 
birth. 

• They are content with their decision and convinced it helps them cope 
well. 

• They are dissatisfied with current lack of appropriate services for their 
needs. 

The research sub-questions reflecting two competing professional goals for Midwifery with 

regard to bottle-feeding practices were: 

Sub-Question A: How might understanding these mothers' experiences lead to improved 
method,· of encouraging future mothers to make the feeding chojce of 
breastfeeding {or their infants? 

Answer A: Nothing directly targeting improving breastfeeding rates, but an improved 
approach:-

• Improve neglected aspects of bottle-feeding infonnation and services. 

• Discuss both options for feeding, keeping infonnation factual and 
professional. 

• Encourage more committed choices by helping mothers identify their 
values. 

• Understand and redress negative effects of marginalisation. 

SubMQuestion B: How might understanding these mothers' experiences suggest solutions to 
the professional Midwifery dilemmas of when, and in what ways, a mother's 
choice to bottle-feed ,fhould be accepted and supported? 

Answer B:• Mothers make decision before birth. 

• BFHI allows for infonned choice, so be respectful. 

• Offer unbiased information on both feeding options. 

• Pro-actively offer individual antenatal bottle-feeding preparation 
training to mothers who have decided to bottle-feed. 

• Develop useful information for bottle-feeding clients. 
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The research sub-question reflecting the broader theoretical underpinnings of health decision­

making was 

Sub-Question C: To what extent do current theories about health decision-making account/or 
the decision lo bottlefeed? 

Answer C: Current theories do not adequately address the reality of women's infant­
feeding decisions. 

• The dominant decision-making theory is health promotion entailing 
Environmental Resources (i.e. education and support for pro­
breastfeeding policy). The bottle-feeding decision is regarded as a 
failure of policy. 

• Environmental Resources (as BFHI) is incompatible with recognising, 
as Wellness models do, the importance to mothers and depth of concern 
for protecting their lifestyle, values and desires in relation to their infant 
feeding choice. 

• Wellness models emphasise mothers' desires to make their own choice, 
but &re incompatible with the mothers' wish to also be fully 
professionally resourced, such as being professionally infonned of both 
their feeding options and supported in either choice. 

• This thesis will propose a "Caring-Options-Responsive" model of 
Midwifery services, with increased capacity to respond to bc,ttle-feeding 
mothers' preferred style of health decision-making and client­
professional relationships. 

Findings in relation to specific research themes, and implications 
for practice 

The study's finding of bottle-feeding mothers' experiences of marginalisation led to the 

investigation of further themes, as detailed below: 

Pressure by Midwives 

This was found to be mostly due to pro-breastfeeding policies. An implication was identified, 

that the role of Midwifery needs to be clarified with respect to its responsibility for establishing 

all infant feeding. In light of the fmding of the marginalisation of bottle-feeding, issues of 

clients' rights to a choice and how to provide for the bottle-feeding choice should be reviewed. 

Mothers' bottle-centric beliefs and post-decision attitudes about their choice 

The finding that the mothers' liked bottle-feeding and did not see themselves as failed 

breastfeeders or suffer guilt is contradictory to the domim;nt. literature and "Breast is best" and 

"Baby friendly" discourses. The following are some implications arising: 
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• The systematic analyses of this study add to the research base an accurate and updated 

description of bottle-feeding mothers' beliefs, fear1:, and hopes. 

• Detailed deconstructions of bias have demonstrated how some knowledge that is highly 

regarded in the Midwifery profession is marginalising, for example, how the supposed 

moral need for Midwives to save bottle-feeding mothers from guilt is false, and how the 

association of bottle-fr·:::ding and bad mothering is unfounded but still relentlessly 

perpetuated 

• The identification of bottle-feeding mothers1 desires for the emotional involvement of the 

father with the baby and related hypotheses about a new 11father-bonding/bondage" concept 

have highlighted the importance of understanding the symbolic meanings of bottle-feeding 

if empathetic professional-client relationships are to be developed. 

Bottle-feeding mothers' decision-making processes 

The study discovered that the mothers deliberated on their choice, often choosing sodal reasons 

especially the phenomenon (to them) of 11father-bonding", which in some cases is the deciding 

factor in their opting to bottle-feed. The value-weightings given by the mothers and by 

professionals to specific issues are diametrically opposed. 

Several implicatbns arise from these findings: 

• These mothers expect to be fully assisted by professionals in making their own choice and 

achieving their goals. 

• The bottle-feeding mothers showed evidence of following processes to make a genuine 

,;.ommitment to a choice. This is an aspect that could be further investigated in tenns of the 

dilemma of deciding professionally the point where our persuasive role is changed to a 

pressuring and marginalising role in the eyes of the client. 

• In identifying diametrically opposed values of these mothers and Midwives about relevant 

factors in the infant-feeding choice, Midwifery may benefit by being more sensitive to the 

depth of conunitment some mothers make to bottle-feeding. 

• There is very little research addressing mothers' long-tenn, social concerns, such as fathers 

possibly developing closer emotional ties or "bonding better, sic" if they can be equally 

involved in feeding, but instead existing research has a focus on how to force fathers and/or 

both parents take up subjective positions of preferring breastfeeding. 

• There is little research testing or developing tests of or useful responses to bottle-feeding 

mothers' values, for example their perceived enhanced maternal sleep when the father 
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bottle·feeds in relation to the mothers' feeling of coping better. Nearly all the recent care 

developments relate to enhancing breastfeeding care, and ways breastfeeding mothers can 

be assisted to cope or to persist with breastfeeding. 

Standards of ante.natal and post-natal information 

The analyses have showed that mothers' dissatisfaction with "biased" infonnation, a perceived 

lack of relevance to their needs was a cause for concern because of the way the BFHI is 

interpreted and practiced in many settings. Policies are serving as a "gag" on professional 

infonnation about milk sub_8titute fonnulas, and that educational role for bottle·feeding 

infonnation is referred to pha.nnacists/chemists. 

Implications identified include, 

• The need for professional discussion of and development of information, practical support 

and advice wi"thout disregarding policy constraints. 

• The need for unbiased infonnation to be developed and presented with regard to the issues 

relevant to mothers' actual situation (ie Australian metropolitan context is First World, 

mostly urban households with good sanitation). 

Variati'!ns in serviCes at differen~1'hospita/s 

The investigation identified three main types of hospitals in Perth, Western Australia, that 

showed the public hospitals to typically be oriented towards breastfeeding, and private hospitals 

to vary; whereby the greatest identifiable difference in orientation centred on how each 

maternity hospital provided any roomlng·in and night nurseiy facilities. Each hospital system 

worked in the favour of some clients and not others. The implications are: 

• Midwifeiy should develop more sophisticated, strategies at the hospital level or system level 

to deal with diversity in its client groups. 

• Improved understanding of the scope of enacting policy may also be beneficial to 

Midwifery. For e,cample, written bottle·feeding policies are not a fonnal requirement but 

could be helpful for ensuring more fairness in delivering bottle-feeding services alongside 

and complementing the BFHI policies for assisting breastfeeding clients. 
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Suggestions for further research 

• Investigations of awareness about marginalising effects for bottle-feeding clients of current 

pro-breastfeeding policies amongst Midwives, child health nurses and hos!'ital 

administrators. Qualitative studies could identify indicators of attitudes and problems for 

Midwifery practice. Quantitative evaluations of levels of understanding and levels of 

concern across the profession could inform future professional development directions. 

• A theory speculating a socio-biological concept of bottle-feeding's possibilities for "father­

bondinglbondage" was forwarded regarding the increasing desire by bottle-feeding mothers 

to involve fathers in feeding infants. This theory of what the concept entails has 

explanatory potential for the symbolic meanings and implied worth of infant feeding 

options, and hence the associated strength of feelingi; and commitment to this choice 

(despite having no more validity than other feeding-bonding theories). This study's 

hypothetical socio-biological argument detailing the meaningfulness to bottle-feeding 

mothers needs to be tested and refined using in-depth interviews with mothers, or mothers 

and fathers, whose desires about infant feeding include father-bonding. Its relevance is that 

understanding infant feeding discourses may lead to improved empathy with bottle-feeding 

clients. It may be beneficial for future cross-disciplinary studies such as Barclay and 

Lupton's (1999) on changing family structures and 'new fatherhood'. 

• The present study identified the new and puzzling phenomenon for Midwifery of the 

mothers' desires specifically for fathers' emotional "bonding with the baby" by bottle­

feeding. This could be investigated to develop other hypotheses of its relevance, or to 

understand its capacity to threaten rapport with professionals who may dispute its 

importance. 

• Investigate pro-breastfeeding ante-natal education differences between breastfeeding 

mothers and bottle-feeding mothers in the style (qualitative question) and in the extent to 

which (quantitative question) they had deliberated over the advantages and disadvantages 

according to their perspective of feeding both options and in reviewing their personal values 

before committing to one choice. The hypothesis would likely be that in BFHI contexts a 

higher rate of breastfeeding choices are made without full deliberation, and hence with less, 

and possibly inadequate, levels of commitment. 

• Testing "self-efficacy/ confidence building effects of ante-natal training for bottle-feeding". 

Comparisons of bottle-feeding mothers from control groups using current BFHI ante-natal 

classes, with mothers from experimental groups where mothers are pro-actively provided 

ante-natal demonstrations of fonnula preparation and other practical advice. Hypothesis is 
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that training will improve self·efficacy levels, possibly leading to increased confidence and 

its associated benefits. 

• Extrapolation of infant.feeding research findings that have relevance to Australian child­

bearing women's contexts. For example, showing level of risk in Metropolitan areas to their 

child of gastro·enteritis, obesity and SIDS. Risk shown in easy to understand percentages 

and indicating probability without breastfeeding and with breastfeeding for milestones of 

1 month, 3 months, 6 months and 2 years. Factors of mothers1 health and so on to be 

incorporated. This would be an enormous task involving philosophical and statistical 

decisions about how to interpret the data, with the goal of providing clear, accurate risk 

assessment materials for use by mothers. 

• A large·scale survey of hospitals to compare bow they balance care provisions for bottle· 

feeding and for breastfeeding clients, and to find out the range of facilities and services 

offered to, or withheld from, bottle·feeding clients. 

• Investigation of policy and administrative issues regarding the issues at stake such as 

changes in funding or in associated costs should BFHI breastfeeding policies be 

supplemented by complementary policies for high quality bottle·feeding support. In 

addition, addressing possibilities of finding new ways to meet desires of different 

stakeholders, such as the use of dummies, allowance for nursery rest periods to support 

rooming in, improved bottle.feeding facilities and other contentious issues. 

• Case studies or action research projects investigating the viability of using bottle-feeding 

policies to compliment breastfeeding policies. 

Recommendations to improve client satisfaction 

Responsibility for bottle·feeding clients, in ways that may well improve Midwifery's 

relationship with all clients, will be outlined for the following: Sensitivity to differences; 

information development and provision; and better support within the BFHI. 

Sensitivity to differences: 

• Bottle·feeding mothers' desire to be fully informed. 

• Recognition of bottle.centric perspective. 

• Recognition of strength of values, feelings and desires underlying preference for bottle· 

feeding, for example, desire for father·bonding. 
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Information development and provision: 

• Full ante-natal feeding preparation education. 

• Weaning education including usual intake levels for all mothers. 

• Developing and disseminating consumer infonnation, for example on types and purposes of 

different fonnulas. 

Support within the BFHI: 

• Training for practitioners regarding difference between professionalism and pressure. 

• Individual ante-natal formula preparation training. 

• All information about either breastfeeding or bottle-feeding to be factual not marginalising. 

• Development of complimentary hospital policies for bottle-feeding. 

Proposed Caring-Options-Responsive model of Midwifery services 

Drawing together the findings, implications and recommendations regarding the bottle-feeding 

mothers' needs and desires and the role and constraints of professionalism for contemporary 

Midwifery, a new model of care for the profession is proposed, and its approach will be 

outlined. 

A New Approach: A Caring-Options-Responsive Model 

'Caring' 

'Options' 

is the overall humanistic stance of respect and of encouraging clients to be 

responsible for their own health decisions in order to enjoy health. 

relationships and family dynamics according . to their complex personal 

circwnstances, values and priorities. 

is an approach to allow clients to seek and obtain full infonnation about their 

options. Information should be presented in ways that are meaningful and 

relevant to the client, for example in terms of enviror.mental, social and 

personal circumstances including available health care facilities, standards of 

sanitation, previous individual and family health history, and lifestyle 

aspirations. Health professionals can and should still state that what is their 

reconunended option, and can ask clients to respect their need to suggest 

which is best, but in the nonnal course of care provision the profession will 

not withhold or distort information about the other viable options. 
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• 

'Responsive' is the recommended orientation towards client needs and desires. Health 

providers should also be responsive to the choice that each client makes, 

adequately providing training, infonnation and practical support to meet the 

needs and concerns of client groups for any viable option. 

The study's findings abOut bottle-feeding mothers' experiences, including problems caused by 

pervasive marginalisation of this client group by Midwifery professionals, have all contributed 

knowledge applicable to the proposed approach that could potentially become a new theoretical 

model of Midwifery care. 

Such a model seems appropriate for professionally supporting healt• issues arising in relation to 

a dilemma or complex choices necessary for making life-adjustments to accommodate changes 

such as life-cycle events. This is how the mothers in this study appeared to perceive the issues 

of infant-feeding. It is suited to contemporary, westernised, democratically minded clients who, 

ideally - like the bottle-feeding mothers in this study - feel capable of being self-responsible for 

a health issue, have sufficient logical thinking capacity to mentally assess infonnation, and who 

are motivated to decide the best approach for themselves according to the criteria they choose 

based on their own values, Its relevance to client groups without all those ideal qualities, 

however, may need adaptation. Such a model would be suited to social contexts where levels of 

affluence allow choices, where democratic values encourage negotiation and personal 

responsibility, and where health providers are willing to support clients rights to benefit from 

those aspects of their social context. 

The proposed Caring-Options-Responsive model whilst based on the existing humanist, Caring 

models of Nursing, highlights professional goals for the infant feeding field, which, in the eyes 

of many mothers, requires a 'health' decision rather than an 'illness' decision. Compared to the 

disease prevention model underlying the BFHI, it would allow more flexibility and negotiation 

to provide bottle-feeding services alongside Midwifery's breastfeeding services. Proposing a 

model with potential to increase flexibility and negotiation, however, will undoubtedly signal 

alann by some quarters of the Midwifery profession fearing erosion of hard-won BFHI 

achievements. However, health systems need relevance to their primary purpose of serving the 

public, and without sufficient system-responsiveness will deteriorate anyway as disaffected 

clients and those clients' sympathetic supporters come to regard the facilities, including staff, as 

alienating, self-serving bureaucracies (Bandura, 1997). TI1e present bottle-feeding mothers' 

sense of marginalisation appears to be already moving thilt client sector towards having such an 

unfortunate perspective of the Midwifery professk,., and some hospitals' maternity services. 

Given the extent to which bottle-feeding mothers' choices reflect their aspirations to support 
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their own stronglyMheld values, there is liicely to remain this client sector rejecting Midwifery 

services perceived to be obstructing rather than assisting them in shaping their own destinies. 
' . As such, balancing the tensions between pressure and alienation with the tensions between 

personal liberty and social control should be a vital consideration in :defining future directions 

whereby Midwifery may enhance and broaden its relevance to contemPorary clients. 
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CHAPTER 10 - Conclusion 

Reflective overview of the study's research into bottle-feeding 
mothers' experiences 

This study of bottle-feeding mothers' experi,mces and the implications of those experiences.for 

midwifery has progressed from modernist beginnings to a postmodemistjr,umey to explore and 

explain the experiences of bottle-feeding mothers in the context of currem midwifCry policy and 

practice. From what had been conceived and anticipated as a comp!i~ated but singularly 

describable 'object' of the aforementioned "mothers' experience", this study discovered 

unexpected levels of intricacy and complexity in the multi-faceted phenomenon of infant- · 

feeding. Consequently, the thesis has examined those experiences In tenns of dis'courses and 

sets of inter-related relationships involving midwifery health care policies and practices, lay 

practices, and the subjectivities of bottle-feeding mothers and "Baby-Friendly" midwives. 

The study has analysed the respective constructions of reality by th!.i·two groups,. bottle-feeding 

mothers and pro-breastfeeding midwives, and has drawn attention to mutual 'deficit' models 

each group holds of the other. The study claims that current policies marginalise bottle-feeding . . 

mothers, and identifies the power relations between midwives and mothers in an analysis that 

refutes power as being a one-way process - at least in contemporary, We.Stem health care, 

systems. As Foucault proposed: 

Thls Is Just a hypothesis, but I would say It's all against all. There aren't immediately 
given subjects of the struggle, one the proletariat, the other the bourgeoisie, Who fights 
against whom? We all fight against each other. (Foucault 1980; 208) 

(cited In Porter, 1998, p. 224) 

The research project evolved as the findings emerged that for mothers and midwives 

perceptions and experiences of infant-feeding were not of any 'fixed, singular reality'. Rather, 

they were discourses comprising "practices that systematically form the objects of which they 

speak. (Foucault, 1974: 48-9)" (cited in Porter, p. 210). Postmodernist, hermeneutic 

assumptions of multiple realities were thus adopted to analyse the multiple discourses of infant 

feeding, in the context of the dominant midwifery discourse of "Breast is best". There are 

several important findings for midwifery practice. One is that the mothers' experiences of 

bottle-feeding were positive and even joyful in relation to the impact on their life-style, families 

and values, and this has not been widely discovered or published in existing, contemporary 

research. Another important finding is, in bottle-feeding mothers' perspectives, midwives either 

did not know or did not care about how best to bottle-feed. 
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This project, in line with the thinking of Porter (1980), has incorporated a mixture of modernist 

and postmodernist assumptions and techniques in an attempt to conceptually untangle the 

resentments of both bottle-feeding mothers and midwives towards each other. It stops short of 

merely analysing power, and still holds to the assumptions of social theory that, "it is possible 

rationally to explain social reality and, in doing so, point to weaknesses in the form that society 

takes. Thus, it implicitly points the way to progressu (Porter, p. 225). This present study has 

identified a number of insights by mothers and it has sought to tum mutually destructive 

discourses and practices into constructive improvements in midwifery's client relations and 

services. This will require an openness by the midwifery profession towards seeking ways of 

respectfully engaging with all new mothers to establish infant-feeding in ways that accord with 

the mothers' needs and expectations. Further, it will need a commitment by midwifery 

professionals to developing more sophisticated strategies for adequately meeting the diversity of 

its responsibilities. 

Significance of study's key findings 

The fact that the mothers in this study intelligently considered their decision to bottle-feed has 

seriously challenged the deficit model of bottle-feeding mothers. The analyses provide valuable 

insights into the reasoning behind these women's choices. These highlight the need to question 

the constraints of dominant professional discourses which may be limiting midwives in their 

capacity to meet the standards of advice and support expected and desired by mothers who 

choose to bottle-feed. Indeed, James Carter contended that: 

midwives need lo ensure that the siren voices from both activist groups and Industry are 
treated in an objective and dispassionate manner. There Is strong evidence for the 
contention that they should be given greater support and guidance on how to do so. 

If midwives are nol provided with more objective and professional guidance, there 
will always remain the risk that, even unwlttingly, they may compromise their professional 
responsibllltles to those placed In their care. 

(Carter, 1996, p. 153) 

The study has explored the bottle-feeding mothers' complaints aboul contemporary midwifery, 

and has sought to develop a deeper understanding of the Australian· context of midwifery and of 

the complexity of issues, constraints and possibilities for the field. Specific dilemmas 

surrounding present professional practice have been explicated by examining key policy 

documents and their interpretation by professional health providers. The thesis has advanced 

positive suggestions about the kinds of information that could be useful to midwifery's clients . 
• 

Strong ideological constraints and resource constraints, consistent with an overly rigid 

interpretation of policy directives related to WHO and BFHI guidelines have led to practices in 

some midwifery care settings that suppress information on bottle-feeding. Based on the 
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interviewed mothers' point-of-view on the problems of not being sufficiently prepared together 

with what they said they had found out that was useful for bottle-feeding, recommendations of 

standards of infonnation and practical advice were outlined. The study's findings and relevant 

recommendations. have pointed towards the profession addressing its current failings of counter­

productive dogma by moving towards an approach that to be descriptive shall be tenned the 

'Caring-Options-Responsive' model of midwifery services. 

In this proposed 'Caring-Options-Responsive' model, clients could seek and obtain full 

infonnation about their options, and the infonnation would be presented in ways that are 

meaningful and relevant to the client. This study indicates that in meeting the needs of new 

mothers, based on findings of their decision-making processes, 'relevance' should include 

realistic assessment of the client's environmental, social and personal circumstances by 

evaluating the impact of available health care facilities, standards of sanitation, previous 

individual and family health history in relation to the client's lifestyle aspirations. Midwifery 

could and should openly state the preferred approach for clients, which currently is 

breastfeeding, and it should ask clients to respect their need to suggest which is best. However, 

in the nonnal course of care provision, midwifery should not withhold or distort infonnation 

about other options, which in this case is bottle-feeding. midwives would also respond to the 

choice that each client makes, adequately providing tr:i.ining, infonnation and advice to meet the 

needs and concerns of both breastfeeding and bottle-feeding mothers. The overall 'care' stance 

would be one of respect, and of encouraging clients to be responsible for their own health 

decisions in order to enjoy their health, relationships and family dynamics according to their 

own best way of identifying and then meeting their personal priorities. 

Final reflections 

On reflection, this study has ultimately developed henneneutic goals, whereby I have taken on 

the role of 'interpreter' for two groups, primarily the bottle-feeding mothers and also the 

generally pro-breastfeeding midwifery profession. The investigation of the experiences of 

bottle-feeding mothers- has combined modernist interview questions asked of mothers with a 

postmodern· critique of the midwifery field, and has drawn on a variety of qualitative 

techniques, especially phenomenology and participant observation, to elicit the often-competing 

perspectives of the bottle~feeding mothers and midwives. Kurt Mueller-Vollmer's light-hearted 

and apt description of the reputed origins of henneneutic thinking is a suitable metaphor for 

how daunting and humbling the research experience feels, as I offer the findings of this thesis as 

a contribution to the field of midwifery: 
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The etymology of the tenn hermeneutics carries an obvious relation to Hennes, the 
messenger god of the Greeks, and suggests a multiplicity of meanings. In order to 
deliver the messages of the gods, Hennes haei\ to be conversant In their Idiom as well as 
In that of the mortals for whom the message i,ras destined. He had to understand and 
Interpret for himself what the gods wanted ti'o convey before he could proceed to 
translate, articulate, and explicate their Intention to mortals. 

(Mueller-Vollmer, 1986, p. 1) 

Whilst identifying clearly with the role of a messenger 'out certainly not as a god, I hope this 

thesis will be taken up by midwifery as a worthwhile imessage about the benefits of avoiding 

dogma in providing services to clients, whether or not those clients ultimately choose to act on 

our professional preference or to take up alternative viable and legal options. Suggested 

directions for services to bottle-feeding clients outlined in the thesis are intended to point 

towards such a possibility. 

The thesis has aimed to do justice to 1he participating bottle-feeding mothers by using their descriptions, 

criticisms and suggestions, and hr.s also aimed to do justice to the dedication of many highly committed 

professionals in the field of midwifery. As well as description, the thesis has provided a constructive 

message that is paraphrased below. My hope is that listening to the mothers in the study can usefully 

inform the midwifery profession on how to enhance its relationship with all women who are their clients: 

Last word on behalf of bottle-feeding mothers 

Bottle-feeding mothers enjoy what to them are relational, personal and 

health-related benefits of their Infant-feeding choice. Mothers desire 

professional midwifery support services of Information, advice and 

practical assistance that will allow each mother to make her own Informed 

decision to optimally balance her values In nurturing and caring for her 

baby. 

Elizabeth Duffy, Perth, Western Australia 
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Appendix A: (Informed consent form for mothers participating In study) 

Consent Form 

By signing this document, I am giving my consent to participate in a research study 

investigating bottle feeding experience. The study will be submitted to Edith Cowan University 

as a requirement for a Doctor of Philosophy thesis. 

I understand that I was selected to participate in this study because I am bottle feeding my baby, 

living in the Perth Metropolitan area, and over 18 years. 

I understand that an audio-taped interview (taking approximately one hour) will be conducted 

in my home at a time convenient to me. I will be asked to describe feelings, thoughts and 

experiences that relate to bottle feeding my baby. l also understand that the researcher will 

contact me in 1-2 months for a follow up telephone interview. 

I have been informed that participation in this study is entirely voluntary. I can refuse to answer 

any specific questions and I can withdraw from the study at any time. 

I understand that no personally identifying infonnation will be associated with the descriptions 

I give. Pseudonyms and a coding system will be used instead of names and only the researcher 

will have access to the original transcripts. 

Ifl have any questions relating to this study, I can contact Elizabeth Duffy by telephone on 

9383 7257. 

Participant's signature ........................................ Date ................................... . 

Researcher's signature ........................................ Date ................................... . 

Thank you, for your participation in this research. 
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•• 

• APPENDIX B • (Mother-to-child transmission through breastfeeding of HIV/AIDS, 
STOs, Hepatitis C and drugs) 

Concurrent with the time-frame of conducting the present study on bottle-feeding issues, 

AIDS/HIV has come to the fore globally in the field of breastfeeding. It is outside the scope of 

this study to offer a detailed examination of current issues regarding the risks breastfeeding 

poses for mother-to.child transmission of problems: AIDS/HIV and a number of other 

infectious diseases, e.g. STD's and Hepatitis C, and drugs. Nevertheless, it would be remiss to 

not briefly address the implications of the HIV/AIDS with respect to mother-to-child 

transmission through breastfeeding, and to offer a brief summary of its effects on health 

policies. The brief account offered here also highlights what happens when professionalism 

becomes inflexible. 

The Australian NHMRC (1996) guideli,nes do list "instances when infant fonnula is necessary" 

and "when a mother is HIV positive" is one of those instances. As an advanced country, the 

policy has not been disputed. However, globally, it is contentious. In 1998 WHO/ UNICEF/ 

UNAIDS issued a consensus statement reconm1ending that HIV positive women be encouraged 

to 'make an infonned decision' around infant feeding choices. Gill Seidel ( 1999, p. 21) noted 

that the statement represented "a significant shift " away from the previously dominant, 

seemingly "impenetrable discourse of breast is best", which, she argued, had led to the problem 

of strong resistance by health professionals to the recommended change of policy guidelines for 

HIV positive mothers. Seidel accused the breastfeeding activist lobby of resisting out of fear 

that the HIV epidemic will undermine the institutional, capital, professional and training 

investments in place to support breastfeeding. It is remarkable that similar accusations were 

made against milk fonnula marketing in such regions (for example, Palmer, 1988) which 

originally motivated the WHO and UNICEF marketing code. Health care and its accepted 

approachrs does vary according to dynamic, changing contexts and social attitudes. 

HIV /AIDS is now widely spread in somr;: pans of the world, and mother-to-child transmission 

by breastfeeding.,.is a large-scale health risk especially in countries such as South Africa, where 

much of the population is poor. Gill Seidel (1999) estimated that breastfeeding was thought to 

account for some 25% of HIV+ babies in South Africa. Seidel cited 1997 figure of29% of 

pregnant women attending antenatal clinics in one South African province testing HIV positive, 

it affects approximately 7.5% of South African births. HIV will be transmitted to approximately 

half of those infants. Affected mothers face the troubling option of feeding their infants whereby 

they may possibly transmit HIV, or alternatively they risk transmitting disease such as gastro­

enteritis via unsterilised bottle-feeding implements and malnourislunent from insufficient 
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capacity to afford fonnula. There arc also other cultural, political and resourcing factors that add 

to the problems or resistance to the most recent advice for HIV in Africa such as influential 

political views that mistrust HIV and its treatment as bdng a racial issue, the so.called "virgin 

cure" lhat continues the spread or the disease, and unaffordability or treatment due to the 

combined effects or poverty and drug profit levels. 

The implications and figures or risk are contentious. On the one extreme, it is argued that in 

poor contexts "artificial foeding can triple the risk orinfant death11 compared to breastfeeding by 

an HIV+ mother (Linkages Project, 2001). Siedel was skeptical that advising anything other 

than bottle-foeding in an HIV case was anything more than selr-interest by the pro-breastfeeding 

industry. Additionally, the health risk in tenns or disease is not the only consideration. Some 

radical literature even suggests that, rather than prolong the life of a child certain to suffer in the 

ruturc as an HIV orphan in Arrica, it may be more humane to encourage mothers and children to 

experience the dignity orbrcastfoeding w];iilst acknowledging the reality of the high probability 

or death one way or another to the child. 

In summary, the situation for Third and Fourth world countries with AIDS and HIV epidemics 

illustrate that it is hard to respond to diversity amongst clients. The impact of the specific 

problem of AIDS is comparatively small in many countries such as Australia, but some babies 

face this risk. It was not an issue that appeared to have affected any of the mothers in this study, · 

and it was never raised in the interviews. The present study was developed with particular 

relevance to Australian mothers and babies who, as is most typical for the context, on the global 

scale happened to enjoy good health and a high standard or living. therefore, there is no 

intentional relevance of this study to the issues of AIDS. Notably, however, AIDS is the 

fracture-point that is challenging dominant discourse. What mothers want has been taken less 

seriously. 
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