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- A bstract

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
perceptioﬁs of mothers who actively choose to bottle-feed their babies. Twelve bottle-feeding
mothers in Western Australia participated in open-ended, in-depth interviews. The interview
findings were further explored using participant observations of relevant hospitai practices and

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

Ths thesis argues that bott!c-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 encounters 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 marginalised in the literature by the deployment of nebulous
concepts about parental em.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 boitle-
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 moedels, 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 oplimise their family relationships. However,

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

Midwifery's approach to limiting information and practical educational demonstrations of
bottle-feeding is a key aspect of marginaiisation. The mothers strongly criticised 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 alarming findings appear to result from WHOMINICEF 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 choicc, 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 propeses a "Caring-
Options-Responsive" model of Midwifery services suited to fully informing and respectfully
supporting clients in their choice.
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'CHAPTER 1 - Introduction and Background

Introduction

This thesis describes the experiences of boule-f‘eedmg mothers in Westem Australia, based on
'm-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 breastfeec_ling, the study took on & different
hue because it found that the mothers had few regrets about not having breastfed. They were
very habpy about their bottle-feeding experiences, however, the mothers strongly felt they had
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
_ 'irlvestigation 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
enharlce 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 ﬁr_actice whereby bottle-feeding mothers' voices fall on deaf ears.

“The present' chapter provides an overview of the research journey. The background
contextuahses infant feeding issues, dlscussmg relevant Midwifery and health care knowleclge

from both dormnant and cntrcal perspectives.

Background A grand tour of contemporary mfant-feedmg practlces

' Modermst hegmnmgs of bottle-feedmg 1ssues

This section on modemist bottle-feedmg 1ssues will bneﬂy outline a number of historical
changes that led to Australia, especlally the state of Western Auct.raha boastmg some of the

hlghest breastfeeding rates in the developed world during the mid-to-lnte-1550s, when the

present study began. Contemporary_research and profssronal practices sun‘oundl__ng 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 former
accepténce of bottle-feeding that had éome to be the prefe&ed practiée in many Westernised
countries during 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 cﬁrrcnt health

policies and .professional _standarﬂs globally and in Western Australia will be explored,

Recent history of pra-bredsy'éeding/an ti-bottle-feeding ideologies | _
Religious, cultufal 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; Blaffer Hrdy, 2000). Commercially
produced baby foods, inqluding milk substitute formuias, were developed from the late 1800s
(Palmer, 1988; Blaffer Hrdy, 2000). The commercial development of infant formula began
around the 1950s concurrent with rapid progress in science, medicine and technology and
changing social and economic trends (Greer & Apple, 1991). Commercial infant formula 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
conﬁnues to be so For example, White, Freeth and O'Brien (1992) reporied 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 newborh infants.
waevci', there has been a worldwide shift away from bottle-feeding and increasingly strong
g professional support for breastfeeding, The peak of bottle-feeding in Australia occurred in the
'very carly 1970s. Hartmann {1997) states that national breastfeeding rates reached their lowest |
ever when less than 50% of women were leaving matemity hospitals breastfeeding. The
downward trend began to reverse in 1972 - a few years carlier 11_ian in most other developed

countries.

The series of events that has been most defining of contemporary pro-breastfecdmg professional
attltudes to infant fcedmg surrounds the exposure of infant death and malnutrition related to
'bottle-fccdmg problems in Third World countries (Palmer, 1988). Infant-feeding formulas came

- tobeseen asan 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 companie_s

! More recently there is the category of Fourth World oounlrles unfonunale to have reoedlng aconomlas and asscdaled
negatlive health consequences. : .



such as Nestlé. However, because parts of Africa, Asia and elsewhere had inadequate sanitation

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

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

' formula exacerbated exlstmg poverty levels, addmg to starvation and malnutntlon ‘Health
agencies became alarmed that milk formula companies continued to aggress:vely market in
. those regions. In particular, the Nestlé company was cnttmsed for its aggresswe marketmg of

' nnlk-substttutes, and this led to'high proﬁle orgamsed actton and debate on the issues durmg the
19705 ' '

This well-known image of a dymg Afncan mfant in 8 bottle 1llustrates the

ideological criticisms and concems of the time,

Fig. 1
lilustration of ideology generatlng the movement against bottle—feedlng

{"Logo used on the cover of The Baby Killer (Andy Chetleyi War an Want, 1974%,
" Palmer, 1988, p. 204}

Since 1981, there has been an Irrtemational Code of Marketirrg of Breastmilk Substitutes aimed |

at limiting the effocts of marketing that targets consumers, health -workera, and health

organisations. 7he code did not ban the use of milk substitutes. Neither did it ban the

dissemination of information ab'out bottle-feeding. However, it did clearly state cortditions that
might redress the- 1mbalance of information which, at the time, was dominated by pro-bottle-

' feedmg marketing,. ~ The World Health Organisation (WHO) -and  the Umted Nauons

~ International Children's Emergency Fund (UNICEF) developed the code with the followmg ten .

' recormnendanons

{1} No advertising of breastmilk substitutes.
(2} No free samples to mothers.
{3) No promotion of products though health care factlltles
(4} No company mothercraft nurses to advise mothers.
- {5} No gifts or personal samples to health workers.
- {6). Nowonls or piclures idealising artificial feeding, including ptotureeofhfants onthelabelsofme_'

(7) Information to health workers should be stientific and factual.

(8} All information on artificial feeding, Includmg the labels, should explain the benefits of
breastieading and the costs and hazards associaled with artificial feeding,
{9) Unsuitable products, such as sweetened condensed milk, should not be promoted for
" babies,
(10} All products should ba of a high quality and take account of the climatic and storage
' conditions of the country where they are used.

(WHO/UNICEF, 1981, cited in Palmer, 1938, p 223-4}



Many of these recominendations 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 1"96(_}5
“and early 1970s, when bottle-feeding had become very popular (Palmer, 1988), By the 1980s

and 1990 bfeastfeeding i.\'ras._ in éscendan_ce; The 1960s accolades of 'bottle.-féedi'rig as a
~‘convenience' became increasingly negatively _r'ec.lcﬁned'_ amongst health professionals, For
~ example, in Australia it was co_n_sidered in some quart.eml'_to be ;_'t_li:e social .eqﬁi.valent of
émoking" (Caﬁnold, 1995, p 2), and s'ometiiﬁes bott'l'e'-fée_d.ing v'.ra.s_ lobb.ie.d against iht’ensivcly
as a "life-and-death matter [where] not c_mlj,r poor children in 'é._véry 'Sbciety,- but hyp.crs.elns.it'iv_e or
particularly vulnerable children 6f thé rich, may__die:_o'r be profoﬁric_lly b'rain-dam_éged as é';_ii_fcc_:t
conseduence of bottle-feeding" (Minchin, 1985, p. 310)% Glél_:_ally," by the 1990s, in i)réfeésibnal
health care at_titudes to infant t.'eed'ihg thefe was an "impenét'r.at.:le:discdﬁ;se " (Seid'e.l;,. 1999) of

'breast is best'.

 Current policies of infant feeding o o

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

was developed by WHO and UNICEF following its 1989 stateme.nt on "Ten steps to successful

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

elsewhere. The BFHI was .introduccd into Australia in 1993 (Bice, 2001). It sets standards for -
hospitals, and some of its priﬁciples reflect the code ariéing from the WHO-voted decision to

. rigorously control maf.keting. by fdhﬁlila' companies, - .ir._lcluding. not disp_laying formula

Eomp_émies‘_litér_‘atﬁre, not acceptiﬁg discounts at the hospital from formula companies, and not

allowing free'__sémpllc's of t_‘orrhﬁla or bottle-feeding products 0 be distributed. However, most

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

* Midwifery professional practice as pro-breastfeeding.

éi_ncé 1995 Midwifery professional assoé_iatiqns. ih_.Aust"ralia'.oversee.f the BFHL . This
profes_siorihl arrangement is also the: norm glo_bally.' The fo_l'lowing statement- from a 2001

newsletter is indicative of the orientation of the pfoféssion duri'ng the period of this study: B |

2 As evidenca of the strength of the anti-bottle-feeding movament, Minchin's book, Breastipeding Matters, became a
well known textbook and was endorsed In the preface by J. D. Baum, a Professor of Chlid Health in England. Baum
allows that the baok is a political treatise, but introduces it as follows: "This book...is not a mindless crusade, but Is a
marshalling of facts from the literature in suppart of the claims made and eriticlsms levelled [over 600 references are
cited].” However, many of Minchin's claims appear to be exaggerated and unsubstantiated rhetoric. For example, she
asserts through inference the likelinood that all betlle-fed babies are damaged, probably profoundly;

For others, it matters less; unrealised Intellectual and physical growth potentlal, chronic or intermittent
ilness, and/or shorter life span may be the only consequences. Parhaps for some others there are ro
consequances, though | have yat to meet any such children myself. For all thesa children, there may be
profound psychological consequences due to the disturbance of normal parental attachment,

{Minchin, 1885, p. 310)



The National Executlve unanimously agreed that breastfeeding is core Midwifery business,
and as such agreed to maintain the govemance of BFHI in Australia. This decision has the
complete support of UNICEF Australia. The state commitees have been asked to
cantinue the important work they do and processes are being established to ensure )
consistency of policy, communtcatlon and Information on a National level.

(Australian Midwlfery News, 1, (3}, Nov 2001, p 3) -

- The WHO Code has voluntary status in Australia (Knowles, 2001) recogmsed through the 1992
: Marketmg in Australia’ of Infant Formulas: Manufacturers and Imgorters Agr_gemcn (MAIF
: Agreemcnt) that faclhtates self- regulatron of the marketing of mfant fonnula by manufacturers-
{Commonwealth Depattment of Health and Aged. Care, March 2001 p. 3). The Austrahan
Commonwealth govemmcnt "promoted and provided m-prmctple support for the World Health
OrgamsatlonfUmted Natlons Children's Fund (&] Baby- fnend!y Hospital Imrmnve " (Advrsory
Panel on the Marketmg in Austraha of Infant Formula, APMA[F 2002, p, 15) trom 1993 to
1994, Thereafter, the Australian College of M:dwwes Incorporated faclhtated the initiative and
- gained BFHI accrcdmng rights  whereby 28 Austrahan hospttals were accredlted by 2001
(APMAIF, 2002, p. 15) Notably, only one Westem Australian hospttal a large suburban
establishment, was accredlted by that ttmc. but accrcd:tatton itself was not the only outcome of
the BFHI developments that were demgned to 1mplemer1t ‘assess and monitor the
WHO!UNICEF guldelmes (1989) Ten_ Step_ to_Successful Breastfeedm_g BFHI material

- rapidly became w1dely used as a reference that benchmarks maternity hospital standards.
" WHO/UNICEF'S (1990) Innocenn Declaration had called' on governments of all nations to

' develop nat:onal breastfeedmg pohcres and targets and nattonal systems for. momtormg o

breastfeedmg rates. BFHI materials formed the basm of commonwealth and state’ govemment
: breastfeedmg target projectlons and actton plans (Health Department of Western Australia,
_ 1995; Health Dcpartment of Westem Australla, 1998 Nutbeam Wlse, Bauman Harns &
| Leeder, 1993) The breastfeedmg targets for Australla were set at 90 per cent breastfeedmg at
. hOSpltal dtscharge by the year 2000 (Donath & Am1r, 2000) The Austrahan Commonwealth- :
'govermnent also provided grants for mfrastructure and work by the Austrahan Breastfeedmg
.' Assocmtlon (ABA) to support it "in educatmg mothers and counsellors in brcastfecdmg, and in
the deveIOpment and pubhc avatlablhty of breastfeedmg sources", and comm1ss:oned the
" promotlon of brcastfeedmg m the NHMRC (1995) Dtetagg Gmdehncs for Ch]ldrcn and
Adolescents_ and Infant Feedmg Goldehnes (APMAIF, 2002, p. 15). -

'Thus the BFHI marked the shrﬁ from antl-marketmg of formula to a more focussed program to
effect changes in matcrmty health care practtces Thc Health Departmcnt of Western Austraha
(1998, p. 4) stated:” ' ' '

. The Baby Fnendly Hospital Imtialwe alms to ohminate hospital practtces which may
" interfera with the successful initiation and maintenance of breastfeeding and hosmtals are .
enccuragod to adopt the Ten staps to successful breastfcading -



Since that document is so central to the analysis of the present thesis, the ten steps are

reproduced in full here.

o TEN STEPS TO SUCCESSFUL BREASTFEEDING

~ Every facillty prowding matemlty senrices and care for newhom infants should:
t.. Have a wntten braastfeeding policy that Is routinely cornmunicatod to aII health care’
staff '
" Trainall health care staff in the skills necassary to implement this policy. -
- Inform all pregnant women about the benefits and management of breastfeedmg
“*Help mothers Initiate breastfeeding within a half—h0ur of birth,

'Show mothers how to braastfeed and how to maintain lactation even If they are )
: separated from thelr Infants. :

Giver newbom infants no food or drink other than breastrmlk unless medmlly Indkzated
Practice rooming-in — allow mothers and Infants to stay together — 24 hours a day
- Encourage breastfeeding on demand. '

" Glve no artificial teats or pacifiers (also called dummies ‘and soothers) to'
breastfeading infants.

10, Foster the establishment of breastfeeding support groups and refer mothers to tham
on discharge from hospital or clinic. . '

SR N

©® N

A JOINT WHOIUNICEF STATEMENT_(‘ISB_Q) |

Based on those ten steps, the BFI-II developed a set of” trammg manuals spemfymg how local
agenmes, such as Midwifery orgamsattons, could set IocaI breastfeedlng targets and lmplement
procedures whereby hospltals can be assessed and accredtted as well as measure and monitor
themselves. What these documents demonstrate is the incorporation of pro-breastfeedmg policy
into natronal health policy objectives and mto the pohcy of mstttutlons WIulst the steps are by
no means umvcrsally upheld with only 28 Australian hosprtals bemg accredited by 2001, the
goals have become mcreasmgly naturahsed wtthm Mrdwrf‘ery prot'essmnal dtseourses Some
researchers express surpnse that the USA voted agamst the global WHO Code. m regard to.
marketmg of mfant fonnula (for example, I_{nowles, 2001), but thts reﬂects the unportance '

' gtven to free-trade and competttton m the USA. 1ti 1s an 1rnportant aspect that also affects the

.Australtan smlatron where, accordmg to Knowles, the power ‘of the voluntary APMAIF

: _agreement 1s over—estrmated by the non-mdustry representatrves on the comrmttee’ srnce there :
are democratlc processes in govemmg a voluntary code There are also democratlc processes in

| goyernmg the runmng of mdmdual_hosprtals that do not r_nake it e_asy to me_et a_ccredltatlon :

* The Knowles Report mada this point, whlch is relevant to canflicting directtons such as the Trade Practices Act {TPA)
which has greater legal status alihough Knowles did not explicats anything about the TPA In the report. Knowles was

- not supporting industry necessarily, and instead pointed out that the code could be legistated; whather or not it would

" legislated Is Impossible to foreses, but the threat to do so i5 intended to sway the balance of power amongst the -
members of the APMAIF Board (Personal Communications, 2002, Departrnent of Health and Aged Care),



requirements’, Nevertheless, such disappointments appear to have slreng'lhened 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 pfactices in national policies for health and nutrition, the
directions of the Midwifery association and matemity hospital administrative repﬁning
procedures. In turn, 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% bréastfbcding

At3months 60% fully breastfeeding
80Y% partially breastfeeding
At 6 months 50% fully breastfeeding

80% partially breastfeeding

The first rounds of government monitoring of breastfeeding took place in 1995, Donath and
Amir (2000) found Australian rates to be high compared to Britain and the USA but not as high
as Denmark and Norway. However, the national 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 (o target following discharge from hospital and further away on the measures
over ldnger time frames, Critics of the BFHI suggest that those differences reflect the levéls of
unwanted pressure in hospital whereby mothers who would prefer to bottle-feed érc 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 of 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.

~ * Asanexample of democratic processes, not Including tlient preferences, in some near- BFHI hospltals the obstetricians will not
support roaming-n for their cients (Personal Communications, 2001, sources undiscosed). )



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 & further six months (Hartmann, Cox & Duffy,
1997; World Health Organisation, 1985). Breast milk contains antibodies that enhance the
infant's ability to resist infection and, therefore, has long-term cost implications as far as
avoiding a number of illnesses (Hawie, Forsyth, Ogston, Clarke & Forey, 1990; Du v Florey,
Leech & Blackhall, 1995). Matemal benefits include reduced risk of pre-menopausal breast
cancer ﬁnd certain ovarian cancers (Newcombe, Storer & Longnecker, 1994), in addition to
unique mothering contact (Rutin, 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),

Furthermore, within the Midwifery profession, the links between research and the
recommendations of the Ten Steps to Successful Breastfeeding are commonly thought to be
clear and sound (Hauck, 2000; International Lactation Consultant Association, 1992; MclIntyre,
1993). Aside from the fact that, even in countries like Australia, some areas. and communities
have very poor health standards (McVeagh, 1994), the BFHI 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 studias such as theirs on neonatal infants] ... have
bsan able to produce concrete support that the properties of breast milk do in fact provide
real health banefits for breast-fad infants in industrialized cultures, as has previously been
shown in developlng 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 dummies (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 terms 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; Bemard-Bonnin,

Statchenko, Girard & Rousseau, 1989). The hospital environment and level of support available



to breastfeeding mothers (steps 1, 2, 5, 6 and 10) is regarded as the strongest predictor of
breastfeeding success or failure (Kearney, Cronenwett & Reinhardt, 1990). Mothers'
commitment 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
commitment to breastfeeding and their possible commitment to bbttle-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,

1. Research findings are nearly always contentious’. 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-f‘eeding. 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 uniformly
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.’

3. Acceptance and reluctance for particular health actions dees 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, Kitzinger (1991) contended, "Unsuccessful
breastfeeding comes a poor second to happy bottie-feeding". This point in relation to infant

® Sarah Blaffer Hrdy (2000) offers an extremely datailed account of the contentious nature of research In relation to
‘attachment and "bonding’ from breastfeeding.
® Studd's report was based on research appearing In Lancet by Valerle Beral and her team In the UK.



feeding approach appears to be discussed much less frequently in the present BFHI era than
previously. g

4. The reporting of health résearch to consumers is also contentious, Infbrming practices for
bottle-feeding have been debated heaté'dly, 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 information 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
promipted vehement debate in an Australian journal (by Holmes, 1995; Minchin, 1995; Horsley,
1995) - defended bottle-feeding mothers as a minority facing discrimination "at the hands of
government policy, rescarchers, health workers and breastfeeding activists” (p. 4). Furthermore,
Cannold (Fox, 1990 cited in Cannold, 1995, p. 4} arpued;

Whila the principlas of the WHO Cods are vitally important, they developed in response to
the decline in breastfeading in developing countries, where poverty, poer sanitation and
llliteracy make the health impllcations of formula for Infants vastly different to the
Implications of formula for bables in the developed word {Fox, 1990). She believes that
the implementation of the WHO Code in Australia has wrongly "encouraged the belief that
formula feeding Is dangerous and even lethal, rather than that the use of formula in the
wrong situations by unsducated peopla is the danger',

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 {ime, 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. Research suggested
the rate had remained stable over nine years into the mid-1_9905, with national 1993 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 of 87% (Donath & Amir, 2000), As such, the remaining 16.2 per cent
of Australian bottle-feeding mothers and 13% of W.A. bottle-feeding mothers constitutes a

10



significant minority in the contemporary socio-cultural context. W.A. bottle-feeding mothers’
experiences have been identified as worthy of research by Hauck (2000), whaose study of long-
term 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 breastieed within
this pro-breastfeeding context must produce a unique [mothering] experience not
antountered by the malority of Western Australian mothars.

(Hauck, 2001, p. 281)

Australia was one of the first developed countries to reverse the trend away from bottie-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 (}iartmann,
1997).

Expectations of mothers’ feelings of mothering incompetence should they fail to breastfeed are
commonplace 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 information post-natally. Locally, the ABA, (formerly
NMAA) forms a strong pressure group. Originally an independent organisation, in 2000 it
gained government 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 Milk
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Mafia" (Hauck, 2000). A pointed view echoed by a humorous columnist for a local 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 breastfeading is a social atrocity second only to
consuming one’s young, or wearing black stocking with white sandals, When | came clean
about my own lactation intolerance a couple of years ago, | shouldn't have been surprised
whan the Nursing Mothers' Association put me on its hit list, ... Of course | pretended to
love breastfeeding. Well, you have to these days — or 50 we ara {old by averyone from
{male) obstetricians o 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. Nevertheless, it is the dominant discourse, and it
has become strongly institutionalised as part of the practices of professional health care facilities

and of the Midwifery 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 of bottle-
feeding mothers. This section will elaborate the background to the study by critiquing relevant
Midwifery and Nursing 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 formations possible and allow their influence to creep
into social structures. They are made possible by "histerically produced, loosely structured
combinations of concems, 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
analys_is of institutional and discoursal practices within which texts are embedded” (1995, 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 turn.

A critical historical perspective of infant feeding
Discourses on infant feeding are his'torically 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 influential cases,
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Blaffer Hrdy (2000) describes the joint influence of French Physician Jean-Eminanuel Gilibert,
an activist against wet nursing and Swedish taxonomist Carolus Linnaeus, who identified
Marmmlia (mammals)'as_ the grbup 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) traf:cd their influence to contemporary views of what constitutes a naturally good
mother:

Qur views of motherhood (including such sclentific-sounding phrases as "the matemal
instinct”) derive from thess old ideas and even older tensions between males and females.
The fact that most of us squate matemity 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 matemity
infittrated modem evolutionary thinking.

{p. 134)

Blaffer Hrdy argues that the association made between breastfeeding, by the mother in
'panicular, and infant survival, became the dominant link for notions of "the maternal instinct”,
may not, in fact, be that clear cut, either for the 1800s or for the more contemporary times. Her
comprehensive review of matermty in terms of nature and cvoluuonary saciety explores in
fascinating detail perspectives of:

The compromises that being a mother, or a father, inevitably entails ... {and the problem of

the way that] much lip service has been paid to 'Biclogy’, Instinct,’ and Natural Laws'

without a great deal of attention paid to how matemal behaviouwr unfolds in tha real,

everyday environments in which mothers actually live, or in those very different ancient
environmaents 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 unnatural mothers in Paris in the 1780s who had their babies fed by
wet-nurses had, in fact, in sound soci'o-biological ways, optimiséd 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 it was 40%, and in a foundling homs was 85%.

She argued against simply associating those figures with matemal 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 man}' of those mothers to use wet-nurses rather thari'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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‘Ina contemporary example she argues that childcare for' mtelllgent workmg women optimises
the chances of success m terms of how socrety has evolved for both mother and chrld Also the '
.standard of care provnded is allocated competltively according to parental fi nancial 1nvestment
and thus mdtcates affordabihty for the mother rather than any measure of * mother love" Blaffer :
-l-Irdy traces the use of alloparents (non-parental assrstance m ratsrng children) across tlme and
. across cultures to argue that childcare used by workmg mothers is not especially new or rare,' -
least of all it is not cruel and unnatural (as some attachment theonsts would have us belleve) :
: _Another example of evolutlonary changes in. chtld rearlng that may be read less
emotively 1n a study of infant feedmg, is the move towards what she calls "subsrdlsed
long childhoods whereby in most societies there has been an evolutlonary shiﬂ towards greater

trammg, and hence longer ehildhoods, hefore reaching mdependence

_Blaffer Hrdys work had httle to say. about bottle-feeding, since she was showing the inter-
'relationslups of those dual instincts of provrdmg/workmg and chrld-reanng Nevertheless, the |
relevance of her work to thts stucly on the choice of 1nfant feedmg, is her theorlsing around
mothers- weighlng up contmgent factors to optumse parental and offspring survrval and '
. deveIopment ThlS theoretical approach may have explanatory power as to why some women

- do not opt for the overtly more 'natural’ breastfeeding, and iristead choose bottle-feedmg

' _The_re are several 'inte_resting' points to notice historically._:Orie__is that_- in_fant f_'eedin_g has b_een
contentious in.various 'ways .and-that itis important to treat with caution assumptions of what is
natural’ or 1nst1nct1ve, as well as consrdenng that. there may be multlple and evolvmg ways of

_achlevmg the mstlnctive drive to nurture and raise- offspnng Another point - ls that the . _'

1deolog1cal nature of mfant feeding 1ssues is actually not new, as shown ln the followmg prcture

. TWhether or not Sarah Blaffer Hrdy would personally approve of the link made in this thes!s or not remains unclear.

- Following a publlc lecture, sponscred by the University of Westemn Australia, 2001, when asked about this, she refused

to be drawn Into linking alloparental care with fathers bottle-feeding, stating instead that issues such as alloparental
lactation by non-child-bearing women were far more interesting. The comment does reflect that her book says nothing
about bottle-feading. As a parliclpant observer, however, | was amazed how the whole evant of her lecture

encapsulated the local passionate feetings that breast is best. There was an excited tensian by an audience of less than .
100 hanging onto her every word, {that she held together graclously despite the hall having a faulty slida projector), At
the fnish, two men in tum spontaneously applauded her on behalf of "breastfeeding mothers”, For her to slde-step the
question about fathers suggests that even a stranger can quickly deduce that now in Perth is not the time or place
where it Is acceptable to say the "bottle” word,
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Fig.2

Early depiction of hottla-feadlng associated with
unhappiness .

{"Grandville’s ustration, | 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-
'.feéding with an unhappy situation. The adult bottle-feeding, which may be either the mother or
& hired nurse since the 1nfant is cross-specles and the children, all appear to be upset and on bad

terms with each othcr

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 recommendcd choices. It will

examine notions of professmnallsm1 caring, choice and advocacy

Professionalism in health

‘Various nursing histories provide examples of nursing directives being a challenge to the
medical hierarchy, Keith Cash (1998, p. 42) considers how nursing's méin "cdrhpeting traditions
are manageriélism and 'medici_ne“.” In the Midwif‘ezy field, breastfeeding is one of the deﬁnihg'
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 "working with the birth process” as such! Midwives have criticised the
overuse of fqrcep's,.'caesar'eah sectio:is, inducement, unnatural labour positions, and some have

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

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

® Denahue (1988, p, 86) explains the link between the women's movement along with other activist groups in generating
- more cllent decision-making in various versions of ‘A Patfent's Bill of Righls'. This document aims o draw the reader's
" ‘attention to the fact that as well as 'alternative’ care propositions to medical Intervention, ‘over-servicing’ Is an aspact of
the consumer-fed suspicion of obstetrics and medical traditions in childbirth: such anti-interventionist views have had a
shaping effect on contemperary Midwifary practices of defending the caring relationship between clients and
professionals,
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interventioni_st discourses lend strength to its self-image of holding a particular tespect for and

' sensitivity towards what is natural. °

The relationship between those foundations of Midwifery thal_ have stressed hanﬁdny with
\';ronien's natural functions and breast is best' policics is readily'apparcm to most Midwives.
'Wh.at is less readily apparent is the political connotations of 'breast ‘is best”: it epitomises
Midwifery's resentment towards existing medical hierarchies and is the result of concerted,
continuing, long<term efforts to move f‘orwards from being only .handmaidens of -physicians
towards independent professional status. Although Midwifery is also moving towards éépmting
itself from Nursing, this 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 onalty will I endeavor to aid the physician in his work, and devote myself to the welfare
of those cdnmﬁtté_d 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 & M.andle; 1994; Donahue,
1.991).'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 long been the province of physicians, clarification
was wamanted regarding nursing activities. They argued that not every aspect of the "art .
of diagnosls” Is the exciurslve right of the physician,

(Donahue, 1998, p. 71)

- Against this political background, discourses of supporting a natural’ app_rohch to infant feeding
simulténeously achieves resistance to the 1960s and '705 medicalised prorriot_ion‘bf bottle-
feeding and supports breastfeeding through policy incorporating the 'superior’ Midwifery
knowledge that breast is best. Whilst this shift facilitates the advancement of Midwifery, the

establishment of guidelings' is not without problems in that once more the professional

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

® The ‘breast is best' discourse of Midwifery has avolved as eschewing a particular respect for and sensltivity towards
‘nature’. However, not every aspect of Midwifery would privilege nature. Although less strongly organised, the dominant
contemporary Midwifery practices regarding post-natal contraception would be Inclined to suggest limiting or spacing the
family through medical intervention such as 'the pill'. Notably, client education for contraception, which professionally
recommands not leaving childblsth spacing to nature, is pro-active and responsive 10 the needs and feelings of Individual
women In comparison to education en using milk-substitutes for infant-feeding. Midwifery is able to Invalve the client in
understanding thelr options, the risks of those options and supporting cllents in their choice often using referrals. {For a
discusalon on how nurses might support cllents’ theological values of love and life that regards contraception as a
"moral avil*, see Carole Edeiman and Carcl Mandle, 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
hospttal admlmstrators Policy deﬁmng professnonal attitudes as pro—breastfeedmg (Royal
College of MldWlfery, 1991) might- also interfere w:th dewwes ability to develop empathcuc
' rclauonshxps with all chents especlally those who choose to bottlefeed

:_ _Other discourses snmlarly become problernatlsed when consxdermg Mtdw1ferys posntlon
| regarding bottle-feedmg in contemporary Westermsed soc1et1es For cxample, 'caring, 'client
choice!, and "advocacy', are all professwnally requlred functlons I-Iowever, as Robert Vcatch
and Sara Fry (1987) point out, these can mvolve contradtctory demands and create strong

- ethical d1lemmas for Midwives.. For cxample, how is 1t possrble to advocate for bottle-feedmg -

' when it contravenes BFHI pohclcs‘?

Caring in heairh _
‘Most health professionals would consrder that caring is the essence of their ]Ob (Lemcnger,

1984). 1t is difficult to specify what caring entalls since it has a range of mcanmgs mcludmg the
delivery of services, empathettc involvement, or the adoption of a moral or ethlcal posmon
{Caelli, 2001) '

According to Veatch_. and Fry (1995), the most fundamental ethical lmperatitée for nursing is
“avoldmg killing". Even in the Australian context some would argue that brea'stfeeding isa
way of avoiding lollmg (for example, Minchin, 1985, Palmer, 1988; Wooldndge, Phil & Baum,
1993) Others consider that typtcally in Australia the choice between breastfeeding and bottle-
feedmg is not as serious as a life and death matter (Fox, 1980 Cannold 1995). ‘Fox's and
_ Cannold's proposition that bottle-feeding is professronally nnsreprescnted in Australia finds
_fault_ with the Mi_dwifery profession improper atti_tude about caring for its elients. Cannold's
 ‘criticism of representing milk formula as a .forr:n of poison, for .exar‘nplc, points towards
breaches of what Veatch and Fry terrn as nursing's ethical xmperatwes to protect patrents

“autonomy" and the "veraclty“ of info rmanon

'Vcatoh and Fry also discuss’ Justloe as an aspect of ethlcal 1ssues relevant to the provrslon of
v health-care The prmcrples of justice, as defined by ethicist John Rawls, glve primacy to
individual needs and prefercnccs, provxdmg 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 resourecs. However, some other views about justice in allocating
resources .would give primacy to generating the greatest overall Beneﬁt of health-care, through
.'d'iﬁ"erential distribution of res_ott_rces (_Veatclt & Fry, 1987, p. 94). This latter view vlr_oold suggest’
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that Midwives are enacling care by upholdmg pro-breastfeedmg pol:cy and focussmg their
resources on trylng to achieve BFHI goals Presently thls is the dommant Mldmfery

' perspectwe

Choice in health R S
Closely related to the issue of caring is the ﬁ_,atter of who_'sho_ti_ld c_h'oos'e_ a health action, In
~ developed countries, most health guidelines provide for patients' cho'ices :'Adults' have the right )
- to lake responsibility for their own and their children's health and it is expected that those adults
should make informed decisions. However, there -are heallh targets set for many health -
.oulcomes, including targels for breastfeedlng in line wnh the BFHI—mﬂuenced pohcles of most' _
~ maternity hospitals. What this means in practlce then, | is added prcssure in a s1tuat1on in Whlch
many Midwives believe that the most caring action might be to persuade clients to make the -
-choice to breastfeed, thereby coniravening a patient's right to- choose. They can do this by
distorting the truth about health'options or h'eal'th .consequen'ces Such practices are problematic
~ As Veatch and Fry point out, dtstortlons Whlcl‘l may be “benevolent deceptlons" (1987, p 123),
whilst made with thc best of mtenuons, are ncverthelcss ethically deceptwe because they sluft

the locus of declston-makmg power from the mdmdual client to the health provxder '

- .One perspectwe on choxce in mf'ant-feedlng rnethod is that it is an issue on whlch femmlsts have
become silent (Cannold, 1995) lndeed dominant feminist discourse has. shlfted to sponsonng
' the chorce to breastfeed (Minchin, 1985 Palmer, 1988). This can entall ealls to restructure

society's attttudes towards paid maternity leave or, more dlrectly, that pro-breastfeedmg pohctes

_ uphold client cholce in making it possible for them to do the nght tlung

‘Much' of the literature recognises the 1mportance beyond the 1n1t1al chmce of a health actton in:
terms of support that ‘impacts upon the success. or otherwme of the ensumg chosen health actlon
: Brack (1975) has shown the 1mportance of. soetal support m womens ablhty to succeed in
breastfeedmg and Denms (1999) has demonstrated the 1mportance of emotlonal support in
' _bmldmg mothers conﬁdence in - breastfeedmg "The . Mtdwlfery professtons dlscourses

o emphasme thetr role in supportmg the breastfeedlng cholee R

In summary the cholce to bottle-feed is currently percelved as a problem, for professronals, )
bables, mothers and the wrder soclety Professtonal Mldwwes are m a dllemma, encouraged to
support the Royal College of Mrdwwes (1991) poltcy of promotlng breastfeedmg, but at the
. same tlme ‘also encouraged to empower womern, and help them exerelse ch01ce and control

There is no easy solutlon to tl'us problem However, thls thesrs w1ll cnhance the ewdence-base
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~ for this debate by describing and explaining the currently neglected aspect of bottle-feeding

mothers' views on choice.

: Advocacv nosrtrons in health

"In the context of advocacy, it 1s common in Mldvafery trammg to’ consrder the dual
B _responsrblhty both for the mother and for the infant or foetus by dtscussmg etlucal dllemmas '
- such as rnaternal foetal conﬂlcts As an example, in Edelman and Mandtes text book (1994 p
147), they present the 1ssue of foetal pre-natal exposure to cocalne Slmultaneous obltgatlons to _
| 'protect the foetus and guarantee hberty arld pnvacy to the mother are mcompattble As such i
3 hypothetlcal mdmg wrth etther the mother or. the foetus are typlcally dlscussed in nursing
.trammg in terms of the drfferent acttons a nurse would need to take dependlng on whether the

' nurse is mother~centred‘ or 'baby-centred‘ o

The BFHI pohcy assists the advocacy ot‘ breastfi .ng Tlus is an 1mpllcn deployment of
' ‘baby—centred’ discourse. The term 'Baby Fnendly for the tttle of the BFHI policy, is the same, -
it appears to exclude bottle-t‘ed babies. Most mothers ehoosmg to bottle-feed therr babies are
anttclpatlng estabhshmg their long-term role of carmg for their baby. It would seem 1rnpractlca1
not to mention ethlcally dlsturblng, to attempt to pnvllege the infant's status as a client

: separateky frorn the status of the mothcr who is destmed to care for the mfant (Cannold 1995)

Another area of advocacy takes place through the momtonng of the Infant FormuIa marketmg '
-~ codes.. Health professronals along with activist. groups “like Baby Mllk Aetton advocate for |
_ _mothers‘ “nghts" to not be 1nﬂuenced by formula markettng as well as for mothers nghts to pro- _
| breastfeedmg 1nformatton of the beneﬁts of breastfeedmg and risks ot‘ bottle-feedmg Notc,
' howcver, that a cnttclsm of bodtes hke the APMAIF is that there is.no crechble consumer
- \posxtlon regardmg consumer nghts to mformatlon, especrally not on bottle-feedmg mformatron
_(Carter 1996) o

One area. that wrll be explored 1n the thesrs is how MtdWlfery advocates a partrcular role for
'fathers as key supporters for - breastfeedmg The 1mportance of thls role to mothers .'
g breastfeedmg success is recogmsed in the literature (Scott & ans 1998) Whereas the_
ltterature shows that bottle-feedmg mothers mcreasmgly deswe the support and tnvolvernent of :
the baby 5 father in bottle-feedmg (Earle, 2000) L |

: The cntreal perspectrve and problematrsatron of contemporary Mrdwnfery drscourses offered in
this sectlon hlghhght the complexlty of health care provrsron and infant feedmg issues. The aim
| has been to prepare for the analytrc ehapters of the thesrs that questton the dogma underlymg
-aspects of current Mtdwrfery practices whleh accordmg to the bottle-feedmg mothers of
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Western Austraha, worked badly for them. Critique: typlcally aims to open posstblltttes by

showlng eontradtcttons and dlfﬁcultles wrth the exlstmg system.

_'.Return to 'ranonal soclal reahty' together wnth post-modern f'ndmgs -

: _So far in thls account of the research Journey, I have shown how understandrng the complexrty '
of health care discourses as well as mfant feedtng polleres and research results is not a
" "stralghtforward matter.- As a consequence the parameters of the research grew tteratlvely ‘The
cr1t1que offered by bottle-feedmg mothers led toa ‘trail of crttlcal llterature that challenged my
own assumptrons about Mrdwnfery Thls rechrected the ongrnal aim of the study, which was to -

~ know ‘the enemy’ to better persuade mothers to breast feed lnstead it became a descrlpuon
. and " analysis ‘of bottle-feedlngs mothers soctal constructrons of reality. However
postmodemlsm mdrcates that aIl actrons are the result of ongomg struggles between cornpetlng '
_ dlscourses It therefore became necessary to explore bottle-feedlng rnothers expenences of -
E coplng in the . pro-breastfeedmg context establrshed by Mldw:fery dlscourse and hospltal :

_ pohcxes

R 'I'he nsk in a study of this nature is that it rmght be read as establtshmg a 'bmary-opposttton of
) professtonal and- cltent perspectlves Rather lt is intended to deconstruct ex15ttng bmary
' opposmons and- expose the resultant marglnalrsatron fron‘l contemporary 1nfant feedlng

dxscourses that form part of what Seldel (1999) crtthues as an “1mpenetrable dlscourse" of

"breast | is best', The blnary opposrtlons in breast-bottle debates would suggest that in all cases of

mother—baby dyads and in all- contexts, (l) breastfeedlng eptton'uses health versus (2) bottle-

~ feeding that epltomtses dlsease or death, Mlnehm for example sets in place a common (albelt

' margmahsmg and demgratmg) bmary Oppt'JSlthn ot‘ (1) breastfeedlng as mother bondmg and
love_ uers_us, (2) bottle_—feedlng as moth_er_s_ _selﬁ_shness a_nd e_hlld-ab_u_s_e. Sh_e_ wrtt_es, "For all these

[bottle-fed] 'children, [their -par'ems]“mayfor_ m'ay‘ not b'ecorne baby ba'tt'e'rers.‘:' '(1985, 'p. 310).

' Whrle mformed by postmodermst paradrgms of multlple perspectwes, along wrth Porter (1 998), .
1 cannot escape the rnodermst belief ina "ratlonal" approach toa "socral reallty" - that problems
can be 1dent1ﬁed by research and become the basrs for suggestmg v1able lmprovements (p 225),'
- and that those suggested unprovements, even though they cannot be absolutely predrcted if .
. followed would constttute "progress" for the socno—hrstonc context ln whlch they have been.

.1dent1f' ed As Fatrclough maintains:

.i‘
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Of course, discourse analysis cannot per se judga the truth or well-groundedness of a
proposition, but then critical discourse analysis is just one mathod to be used within widar
critical projects. Judgements of truth and well-groundedness are not just a prerogative
arrogantly claimed by intellectuals, they are a constant and necessary part of life for
evaryons, including Foucaultians {Dews, 1988), :

(Felrclough 1995 pp. 18-19}. '

: : _Therefore, in tl'us study, the postmodermist rejection of ng:d bmary opposrnons and snngle truths
is malntamed without "retreatlng into a helpless relanvtsm"(Fauclough, 1995, p. 19) Indeed _
: the postmedermst posxtron that nnderhes this study leads to reconnnendanons for i 1mprovement

to Mldw1fery care practlces Once this "soc:al real:ty" (Porter 1998) of dwersny of ‘needs
: amongst women is. recogmsed 1ncorporat10n of the knowledge about client chvers1ty could be

the basns for the professton to reconslder its dlscourse and services,

Returnlng bneﬂy to accusations of a prof'essmnal "culture of stlenee“ arnongst professxonals
about "the mtractablc dlfferences between breast - and bottle" (Mrnchln 1985, p. 43),
: recommendanons based on ﬁndmgs of this thests are not a contribution to silence about good
'  breastfeeding practlces The thests demonstrates and explalns the effects of MldWlfery s current
' chscourses, and pro\ndes evidence that 1ts donnnant discourses are selecting-out important co-
: exlstmg truths and silencing dlSCI.lSSlOIl of the subjectlve expenences and percewed nceds of
' bottle—feedmg mothers Old or new, knowledge is not a sohd "body" but a dynanne changmg .
set of understandmgs For example, tragrc new Issues such as the transmlssron of HIV- through
- breast miilk hlghhght that even "tmths" that ‘breast is best' are never "mtraetable" for all people
in all contexts (Seidel, 1999)'°. ‘A responsrble professron needs to remam open-nnnded and

allow for clrcumspectlon even about its owu tradltlons and knowledge base

Thls thesis wnll demonstrate that Mldw1fery has moved beyond bemg pro-breastfeedlng mto a
dogmattc posntlon closed off to other knowledges and even subtly hostile towards chents who
-choose the other optlon of bottle-feedtng Tlns has created a set of mutual "deﬁcnt“ Inodels of
| rnothers and of Midwives hkely to prevent the professwn from movmg forward and overconnng
the rift. Therefore, a ratranal acceptance of multlple truths d1vers1ty of needs and complexlty in
_the chent cohort may be the way to enhance future dlrectlons for Mtthfery

. Frameworks for heaith pollcy and mformatlon standards

| A key area to be explored in thrs thesm is Mldw1fery's relatronslnp to knowledge The nonon of
_'profesmonallsm is prermsed on the ablhty to apply sclennﬁc knowledge, and therefore to be

" " Refer to Abpe_ndixB L
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able to access and develop understandings based in truth. Anything less is a vocation, a craft or
somethi'ng'lesser' such as superstition or witchraft. Thus, it irnplies a sense of using knot#ledge

; ratlonally, and that ratlonallty avoids. dogma but’ cncourages the use of professnonal Judgement

' of each new case .Thus the relatlonshlp to lcnowledgc mcludes a necessary openness to truth. It

. is irrational to choose t_o be closed off to other knowle_dge. If an_org_amsatlon such as M:dwnfery
v':t*lshcs"to avoid dogma in order to be 'profes'sional then it needs to acloiowlodge complexity.

. Dogmanc posltlons silence other valid truths. A common descrlptxon of the dlﬁ‘crence between
- a professlonal and non-professmnal in health care is as follows: '

The profesaicnal nurse always Jooks for new meanings in nurslng phenomena The ability

. to see new relationships in human behaviours or new pattermns of response lsads to more
questions about nursing actions. Rather than revert to lock-stap thinking — where if X

. happens, then Y is the appropriate nursing action — the professional nurse critically
analyses multiple factors and examines all feasible possibilities.

(Donahus, 1998, p. 99) .

This thesis discusses Midwifery'’s orfentation towards informing bottle-feeding mothers in the
context of health policies such as the BFHI It documents the significant differences between the
way in whlch Midwives prepare mothers for infant feedmg and what the bottle-feedmg mothe:s

consider to be adequate information.

'The'sectio'n-t‘ollowing will outline the tensions for Midwives between: (a) promoting policy and
: provldmg balanced - information, (b) the field's health objccuves as explamed in heath-bellefs
_models, and (c) the field's understandmgs about the nurse's/midwife's role in health as explamed in

' 'nursmg hcalth models

_ Pohcy promorzon or balanced mfarmaaon?
- Part of a health professwnal's role is to try to mﬂuence clients to make healthy chmces It
becomes a grey area about what they should do 1f the client seeks treatment or assnstance ina

health actlon that does not accord wnth what the health professmnal consxders best. In’ such a

. case, our soclety and assocxated professmnal prar'tlces normally would Iet the chent make the

'. decxsxon wnthm parameters of informed cho:ce This is also acceptcd in the written BFHI
'document (although how it is cnacted in practice might be dlﬁ‘cront and is certamly more

- complex than this snnple solutlon sounds)

.Edelman and’ Mandle (1994) suggest that oﬂen there is a dtlemma for health professmnals
_ between trying to persuade a cl1ent and gwlng them stxalghtforward facts. They discuss the
unportance of "rnarketmg“ and "promotlon" in dehvemlg health services: “Preventative health

carc and health promotnon mvolve a great deal of voluntary consumer partlclpauon Oﬂen the
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need for health hablt changes is not apparent, and the less apparent the need, the hardcr 1t isto

h convmce persons to buy

.Fa'irclough (1995, p._138), concerned with lhngﬁag'e and discourse, discusses the phcnomgﬁbn
~of how: - “Contcmporary c'ul'ture' has’ become characterized as" promotional' IOr' 'coﬁ.éumer _
éuliuré [whereby it is more common to ‘have the commumcatwe ﬁmctlon oi] sellmg goods,

services, orgamzatmns, ideas or people.”

Fairclough argues that this creates problems of tnist because it 1s hard to know when soihéon_i: is
being authentic and caring, or when they are "using friendly talk ... [thzit is]. siuiplﬁted_for
instrumental effect”. He suggests it goes even deeper than difficulties aséoﬁialed wi;h'trust. "t
| is difficult to not be involv_ed 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 Mandle (1994, p. 127_) discuss the ethical problems of
presenting information in particular Ways in relation to informed choice of p:atierits. Bok (1978)
identifies two ways 10 interfere with legitimate, autonomous choices by pa_tients. These are
overt coercion and deception, She defines deception as manipulating the information reaching

patients s0 that they accept what they would not have chosen had they been correctly informed.

Midwives' daily work is affected by policies, such as the BFH|, govemmg lhe kmds of
mformatlon that shouid be delivered about infant feeding.

In some of thé -infaht feeding ‘policy documents, thcre are guidelines about presenting
information about bottle-feeding that is "appropriate” and defining limitatioﬁ_s on who"can be
_tabght to prepare formula, under which circumstances they can be taught, and which
perspéctives oﬁ bottle-feeding and breastfeeding need to be conveyed. Whilst recognising the
desire of professions to make their policies work and have practices that supﬁorg rather than
contradict those policies, it is worth considering how those guidelines affect bottle-feeding
clients. Fairclough discussed language education poliéies that were legitimated as subporting
“appropriateness models" in terms of the effects on different groups (sociolinguistic groups) and -
which might be informative in the debates on infant feeding advice and information in terms of

the effects on different groups' preferred methods.
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Appropriatenass models derive from a confuslon between ... realities and political projects
In the domain of languaga: social order. Appropriateness models in sociolinguistics or In
educational policy documents should therefore be seen as Ideclogles, by which [they] ...
correspond to the perspective and partisan interests of one section of sociely or one
saction 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 alf but one practics, but the relative
marginalization of nen-deminant practices, or the incorporation of non-dominant practices
into dominant onas.

(Fairclough, 1995, p. 248)

Fa_ircldugh‘s view shows the other side to what seems like a sensible approach in haying polic_ies
‘where the advice and information giv_cn to clients is "non-contradictory”, for example, Hauck's
(2000) suggestions for mothers' ngcds of non-contradictory pro-breastfeeding information, That
'suggeétion isa commonplace conclusion in health professional literature, which as it happens
creates dominant and marginalised positions for different groups. _

The disenfranchising effect of current health pract:ces 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 inform, each of which carries its own sets of
ethical dilemmas in relation to delivering information. To fully comprehend the issues it is

1mportant to understand aspects of contemporary health promotion theory.

- Health-beliefs models _ _ .

The fields of Nursing and MldWlfery, charged as they are wnth thc respons1b1hty to heIp chenls'
make healthy choxces, find it useful to understand why people make particular decisions that
guide their health actions, Sometimes this information is used in 4 markéting fashion to be able
to better persuade cllents to rbuy a certain pollcy leferently to this {and perhaps less
commonly) it can also develop understandmg of chents percewed needs in order to dehver
_semces they desire (Edelman & Mandle, 1994). As such, various models mmed at explammg
‘and pred:clmg health behaviours have been developed (Janz & Becker, 1984; Rutledge &
Kmman 1986) '

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

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

noted that it is the world of the perceiver that determines what an individual will and will not do

(McCormack Brown, 1999). Like Lewin, early researchers included a strong component of the

individual's perceptual world. In soéiology, too, W. I. Thomas was writing, in the early 1930s,
that: ‘what is real to man (sic) 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) stlpulated that in order for an individual to take health action, four
components would need to be present S s :

E parcetved susceptjbllity
par_cewed seriousness;
percelved benefits;’
_pérceived b'arrlars.

'?"‘-"!\'-'.'—‘

In bnef there muist be 4 belief that one is suscepuble toa condmon that would have an adverse' '
effect on quahty of life. Further, before a health-decision is taken it must be understood that

o taking a particular action may reduce susceptibility, and that the cost in time, moncy. and energy

is not unreasonable,

The HBM has provided a framework for numerous studies investigating 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 barriers of
breastfeeding problems. Similarly, in studies on breast self examination (Champion & Séou,
1997; Choudhry, 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,
: 1:992); AIDS risk perception (Brown, 1998); wmoking (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 (198_4) 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, I-I_dwéver, '
the model was seldom used on its own, but combined with other models. As K'night'ﬁnd Hay
(1989) sugéested ‘one can be unduly limited by focusing just upon 2 single health beha;iiour
model’ (p. 1314). Therefore, in this study of bottle-feeding women, the HBM is considered to _
bea useﬁll framework for a highly complex body of knowledge. For analytic purposes, aspects
of health beliefs and health decision-making will be considered in terms of their relevance to
and explanatory povéer for the prcserit Stu_d)fs 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 Sdcial-health-cnﬁrohmént, confidence and self-efficacy, v_alues; and life-style

priorities,
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- Nursing models of health _ _
Understandmg why MldWlVCS take certain courses of action is also unportant in this study

because it accounls for the dissatisfaction (and some satisfacuon) of bottle-fecdmg mothers It

is also Important to: underslaud professional motwanons when makmg recommendatlons for

- new models of MldWlfcxy pracuce

_ 'Donahue (l 998 p. 83) outlines the essential elements ofa heallh model in the field of nursmg

- 1. Nursing — the roles and actions of nurses;
2, ' Clignt — recipient of nursing care; .
3. Health — clients’ piace on the health-lliness continuum; and
4. Environment — context for nurse-client interactions.

In relanon to this study, those elements correspond as:

1. Nursing — Midwives' role in establishing and momtonng carly infant-
feeding and mothers' health, with the expectation that they will promote
breastfeeding,

2, Client — mothers are educated pre-natally, assisted dunng the birth and
supported post-natally by Midwives, child health nurses (health visitors);
bottle-feeding mothers are often regarded as non-compliant with Midwifery's
advice;

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

4, Environment — Woestern Ausiralia is located in an affluent, developcd

"~ country with policies such as the BFHI and the . WHO Code guiding
Midwives, combmed with democranc values that allow chent choice and
consumerism, :

Thls frémewo_rk underlies much of the analysis and reconimgndations of this thesis.

A critical 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 itseif is a complex concept; nevertheless, as thé thests will demonstrate,
the services received (or denied) by Midwifery, hospitalé and other organisations were an important
aspect in the mothers' experience of care whilst establishing bottle-féeding with their babies. At the
' same time, the reality facing Midwifery is that the profession has an important educative function
{Bandura, 1997) that would niot support 'free-choice’ because their inﬂuence can positively influence
client, hospital, nationzl and global health outcomes (Green, 1986). 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 thcsis'doe.'s ot reject the superiority
of breast milk for infants in the majority of healthy cases, nor the advantages to most mothers
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'(mechcal emotlonal and possibly soetal) if those mothcrs are content to breastfeed Extrapolated
fmm the bottle-fwdmg mothers descnptlons, what they unphed would be a desuable attitude
towards them by Midwives ove:seemg their mfant-feedmg expenenees, in many ways this overlaps
w:th the canng model of nursing; '

':.: HJman beings are viewed as unitary wheles who are fres-willed, intentional beings and

- Fwho actively participate in continuous interactions within their dynamic social, cultural and
“ historical world, The human's lived experience is in the fundamental, preaminent reality 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 bicleglc medel,

{Donahuo 1998, p. 86)

Whllst this study considers the experiences s of bottlc—feedmg mothers in Westemn Austmha, what will -
be documented in the analytic chapters is that they. felt chssatlsﬁed w1th MldWlfery's semces
Therefore Midwifery has become a second major fbcus for the t.hesxs In seeking to understand
Mldwifery actions, it is clear that in Australla the professnon is currently hlgl'lly mﬂuenced by policies
and directions of thie BFHL The thesis takes a critical pexspectwe in that it analyses powcr relations -
between the health providers and the cl:ents It docs not assume personal struggles of dommance and
subordination between those two groups hut it con51ders the constmmts on professlonals by policy and
the freedoms available to clients to choose, Neither does the thesis cnthue the BFHI pohcy as bemg
altogether wrong; it cxanunes the problematlc effects of a pro—breastfoedmg polloy that in wntmg
: apparently makes more conicessions to serve bottle—feedmg clients, than some instances of practlce
appear to be support. The BFHI pohcy is, in fact, extremely - useful to MldWifery What is posltwe i
| about the BFHI in the dominant discourse of MldWlfery, is that it gwes the professmn accrediting:
: powers and, more recently, has allowed the opponumty for the profession to oversee ﬁ.mdmg as pan of
a nanonal nutrition strategy. The Australian Mldw1fery Association has descnbed breastfeedmg as its
- core business. Thus, the professlon has become posmoned to actwely nnplement pOllmeS for wlnch it |
_ has prevmusly Iobbied very hard. In the context of the Mndmfery professnon‘s other (contennous)-
_recent gain and loss of home-birth practices'', the value of the BFHI asset for deveIOpmg
 professional effectiveness is even greater. Nevertheless, the BFHI and current MIdWlfery practlces are
‘problematic, especlally in terms of how the bottle-feedmg mothers were found to feel margmahsed,
and deprived of that mformatlon and support, This ﬁndmg 1s also mﬂuentlal in terms of what
the thesis will propose in relation to how the BFHI mlght be mterpreted bullt upou or adapted '
“to lake a more sophJstxcated overall perspectlve of MlClWlfel'y s full range of chentele ' '

- Although affecting only a fraction of births and p'rof'esslon'al Midwives' activities, home births were lobbied for within
the profession. Rising indemnily insurance costs are expectad to end the viability of such home births; this faetor :
eowned in a simllar ime-frame to recent bad publicity about the praetiee and Iobby[ng agalnst it o L
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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 importalit 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 Opcn-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 absclutely “objective” sclentific 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, consclously or unconsclously - they are selected, analysed and organised for

expository purposes. .
: (Max Waber, 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 imﬁerati_ves apply both to the observing processes of

qualitative research and to the reporting processes.

In the present study, various qualitative afsproaches_ were systematically applied to collect,
analyse and inlerpref data in order to understand and then explain as objectively as possible the
sbcio—cultur_al phenomenon of bottle-feeding Ihothers' experiences. Patton (1990) describes the
mix of ¢reativity and rigour behind successfut Qualitative inquiry methods as follows: |

The validity and reliability of qualitative 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. Skilful
intarviewing involves much more than just asking questions. Content analysis reguires
much more than reading to see what is there. Generating useful and credible qualitative
findings through observation, interviewing, and content analysis requires discipline,
knowledge, training, practice, creativity and hard work.

(Patton, 1980, p. 11)

' Thc 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 6f ifsélf has raised
hermeneutic 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:

Qught we not to admit that, since language is here once more, man [sic] will retum to that
serena non-existence in which he was formerly maintained by the imparious unily of
Discourse? ... [Such Issues of language and Discourse] are at most questions to which It
is not possible to reply; they must be left in suspense, where they pose themselves, only
with the knowladge 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 conform to experimental designs that
present methodology in the future tense as an initial blue-print or directive to which the research
process will closely adhere. 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, "Consider whether the suppoiting evidence in the literature really is
supporting your analysis or if it is just expressing the same cultural background as yourself”
(Porter, 1993). Ahern points out that, “In gualitative research, the substantive literature review
often comes afier the analysis. The form of research literature is just as much the result of
convention as any other cultural artefact" (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 init_ial 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 ina phenomenological
stance and at other times to be visibly situated within the research context in a participant
observation stance (Patton, 1990; Streubert & Carpenter, 1999). Ahern (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 déal 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 former breastfeeding
mother. Further, the original aim of this study was to better understand bottle-feeding mothers
in order 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 unsetiled 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 term 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 authenlically.how I developed the study’s research directions,
whét I found when I conducted the research, and what was invelved 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 wiih 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 boitle-feeding to 10% 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 inﬂ_ucncé clients to
make healthy choices'.

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 Midwifery 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 mather-child transmission of HIV In poorer parts of Africa in
particular, the midwifery knowledge that 'breast Is best’ had wide support on a global scate.
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Research Purpose

The aim of this study is to add to the knowledge of infant feeding by: _

1. ‘Developing a descnptlve un‘derstandmg of the experiences of bottle-feeding, spemﬁcally
incorporating the perspectwes of mothers.

2. ...Explonng 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:

o Broad Question:  What are the experiences of bottle-feeding mothers?

The research sub-questions reflect two competing professional goals for Midwifery with regafd
to bottle-feeding practices, as well as the broader theoretical underpinnings of health decision-
making: '

s Sub-Question A: How might understanding these mothers’ experiences lead to improved
methods of encouraging future mothers to make the feeding choice of
breastfeeding for their infanis?

*  Sub-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?

o Sub-Question C: To what extent do current theories about health decision-making
account for the decision io bottle-feed?

This study’s first question aims td gain insight into the broad *“experience” of bottle-feeding
from the perspective of bottle-feeding mothers, Additionally, the underlying research questions
a, b and ¢ indicate my initial research hunch that the way forward in the Midwifery profession's
undcrstandiﬁg of the issues lies in improving the field’s understanding of “choices”.
Furthermore, the study’s underlying research goals were to turn the findings about the mothers’
experiences into explanations of value and relevance for guiding. the “professional practice” of
Midwiféry. The range of research approaches ultimately applied in this study allowed for

consideration of all three of those issues: experiences, choices and professional practice,
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Selecting Appropriate Research Methods

This section provides a general rationale for the selection of research methods used in this
study. It explains in broad terms 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 hés a contentious topic. Although
superficially the present 'sludy may appear to have dcparted from the dominant Midwifery
concems about infaht—fecding both globally and in Australia, I believe that even within
Midwifery's current pro-breastfeeding context this study into botﬂc-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 théir 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 .th_e use of interviews to elicit the mothers’
rational accounts of their experiences rather than taking a more “hé.rd-linc” phenomenological
approach, such as aiming to éapture the mothers’ pre-rational intuitive feelings. Patton
describes the approach I adopted.in this study as follows: "Phenomenologists 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 -
mlothcrs was clicited through interviews, Patton adds, "Thcré is no separate (or objective) reality -
~ for people, There is only what they know their experience is ‘and means. The subjective
experience incorporateé the objective thing and a person's reality."” (p. 69). Thus the approéch in
interviews for this study was to listen very carefully fo what the mothers described as their

experiences, and especially what those expériences 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
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essences to shared experience”. .(p. 70). Thus, phenomenology. accepts participants’
perspectives on their experiences 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 al} because many of the patterns
of responses elicited from the mothers were complet_elylu.nexpccted. Those patterns are treated
in this thesis as "themes” that have aimed to cap{ure the "essences” of the women's shared
experiences. For example, an essential shared experience is dissatisfaction and frustration with
Midwifery's information standards and the pressure tactics of some pro-breastfeeding midwives;
that underlies what I have thematised as "marginalisation". Marginalisation is not a word used
by any of the mothers .but it interprets their experiences in terms 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 percelves these experiences themselves; he does not, howevar,
himself experience them, he has not an ‘inner’ but an outer’ percept of them. Here we
have the big difference betweaen the real grasp of what is Inadequate intuition, and the
putative grasp of what Is on a basls of Inadequate, though intuitive, presentation. In the
former case we have to do with an experenced, in the latter case with a presumed being,
to which no truth carrasponds at afl. Mutual understanding demands a certain comelation
among the mental acts mutually unfolded in intimation and In the receipt of such
intimation, but not at all their exact resemblance.”

{Husserl, 1988, p. 173)

Although intellectually exciting, the uneﬁcpected perspectives  gained from this
phenomenoclogical 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 oppqsitioh to prufessionals. This outcome is irﬁponant to the study and has been
 maintained in the analyses; however, the phenomenological épproach’s compelling privileging
of the mothers® perceptions had little explanatory power for the Midwifery field within its
current professioﬁal constraints. In other Words, the analytic outcomes from phenomenology did

not seem to adequately fit the research problem and were too incomplete.

Despite the strengths of data collected oﬂ the mothers’ perspectives, [ was extremely
uncomfortable about the unsolved loose ends that had been created; the previously identified
profess'ional perspectives underlying the intervie.w structure fitted very poorly with the
phenorhenologicai research findings. Researchers working on the Outside have to make an
_effort to not directly reinterpret back into their own experiences, One technique fbr avoiding this
outcome is called Bracketing. Using a phenomenological approach as the most appropriate
orientation for gaining insight as an Qutsider into the perspectives of the boﬁlc—feeding mothers,
the interviews and initial analyses benefited by bracketing out my researcher’s perspective.

Bracketing, at:t:;ording to Streubert and Carpenter, is:
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" A methadological device of phenomenological inquiry that requires deliberate identification
_and suspension of all judgments or ideas about the phenomeanon under investigation or
what one already knows about the subject prior to and throughout the phenomenotog[eol
Invastigatlon . .

[Streubert&Carpenter 1899, p. 329)

The techmques mclude wntmg down the researcher s belnefs and thoughts to suspend, especmlly
: __ _before entermg mtemews with pammpants to try to ensure "pure“ descnptnons of data -
(Ca:penter, 1999, p 61) ' ' ' P PR

Nevertheless, after developing themes based on data of the bottle—feedmg mothers essentlally .
shared expenences and their worldwew 1 eonsndered that the: pre- exlstmg professmnal '
perspective could not viably be simply dismissed on the basis of this one sm_all study_ w1thout'
' “any further exploration and explanation. But the phenomenological method in itself dld ‘not
offer ways to more fully investigate these problems-arising. I will borrow once again from
Foucault's discus'sion of his postmodern methodology, as his profound work influenced my
' awareness of the 1mplau51b1hty of relying entirely on the data of i mtemews with bottle-feeding
mothers

. | should not like tha effort | have made in one direction to be taken as a rejection of any
other possible approach, Discourse in gensral, and sclantific 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 | do reject, however, It is that (one might
call it, broadly speaking, the phenomenologlcal approach) which gives absolute pricrity to
the observing subject, ... which places its own point of view at the origin ... . It seems to
me that the historical analysis of scientific discourse shaould, in the 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'ses the
 research as having been too naively modernist in its assumptions, and that my ﬁndmgs had only
reached a first phase. The study needed to melude other ways of thmkmg so that an adequate
' _analys:s of the phenomenon of bottle-feeding could be developed. In other words, even if my
braeketing efforts had been sufficient for_ me to simply cone_ed_e to the bottle-feeding mothers’
vtew_s suggesting that Midwifery may h'aue been substantially 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 for the mismatch between the perspectives of
ho_ttle-feeding mothers and Midwifery, and needed to explain how such an intense divide in
'persoectiue had occurred. Thus, from the first insightful step via a phenomenological approach
eliciting the bottle-feeding mothers' perceptions, I broadened the research focus so that it could
-consider other perspectives and could more clearly eontextuahse the issue of boltle-feedmg in

' terms of oun‘ent “professlonal practlce" as d1scourses

The second phase of data collectlon for the study introduced a fumber of additional qual:tatwe

| research approaches, these were: participant observatlon postmodem analysis and hermeneutic
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~ analysis, This stage of data collection arose from a critical stance — that 1s, it was used to
investigate Mtdwrfery § stance on bottle-feeding stemmmg from concerns among bottle-fecdmg'
mothers about the deﬁclenctes of Mldwtfcry s practices. It is unlikely that, asa researcher, even -
usmg the same techmques I ‘would have mvesttgated these issues w1thout havmg previously
explored the mothers concerms. Thus, the cnttcal qualttatwe research approaches for both

phase_s of data_ collectloo a_nd the study_s analyses were mter-related.

Tnangulatron isa qualrtatwe set of techmques that can be used to broaden the research base .
the and Ezzy {1999, p. 38) descnbe tnaogulatton as follows e

Recent qualltative rasearchers have cautioned against seeing tiangulation as a way of
discovering what is actually going on by comparing one method agalnst another and
declding which one represents the truth (Mason, 1996, p. 148). Rather, triangulation
- allows the research to develop a complex picture of the phenomenon being studied, which
might otherwise be unavailablo If only one method waere utilised.

(Flick, 1992; Lucchin, 1996}

Fu'rthermore -they describe four distinct types of triangulation: Data Source Triangulation, :
Methods Tnangulatton, Researcher Tnangulatron, and Theory 'I‘rtangulatron Apart from
Researcher Tnangulatlon whlch was not systcmancally applted (apart from the ways that all
. research projects have input.- from others) all of those forms of triangulation have been u.sed in
the present study. Thc point being made here applles parttcularly to Data Source Triangulation
~ which involves the use of multlple mformatton 50UrCes, ﬁrstly the bottle -feeding mothers and

secondly the Mtdw1fcry professton

_ Partlclpant obscrvatton is an ethnographtc techmque that -allows msnght into proccdures and
actmtres, usually w1th the goal of developmg insight into the perspectwe of Ins:dcrs of a given
- social group. Typically, a partlctpant observer begms as an Outsider and spends cons1derable
ttme 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) descnbes the "standards" built out of and into the practxces and bellefs of a culture, in ways

B _ that are apphcable to my mtcntton of developtng a voice for a notlonal group of "Mlthfery

: regardmg bottle-fecdmg, as follows

A cultural group will have shared standards for docldlng what Is, standards for dacldlng
what can be, standards for deciding how one feels about it, standards for decldlng what to
do about it, and standards for dec:ding how to go aboul doing it. -

(ciled in Pattoo. 1990 p- GB)

For thxs study, however the methods were adapted to the research sttuatlon smce I was an

' Insider to the Mldw1fery profession but at that point loaded with an OutSIder 5 perspectwe and

o questtons In this instance bracketing techniques again needed to be useéd to create a sultably

' astute observing frame of mmd The advantage of havmg access to the Outmder perspectwe was
that_ it overcame the _typlcal dtsadvantage of a purely Insider’s insight, that is, a lack of
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compam_tiw perspectives. This part of the research took the form of participating in professional
fore, hol'ding' discussions with people in key p'rofessional posftions. scmtiﬁising the profeséional
; hterature, and workmg and observing on a range of matermty wards in Perth hospltals Frommy .
: observatlons I developed descriptions- of the Mldv.qfery professlon and some comparable
composntes of different types of maternity ward. Max Weber's work suggesls that “1deal types” -
' are a starting point for research and prov:de a framework for spec1ﬁc mstances In more recent
" cntlcal thmkmg the interpretive, heuristic act of the researcher in constructmg these has been
| noted for mstancc Gordon Marshall says, ' '

Perhaps the best way of thinking. about ideal Iypes that is, somelhing which the’ '
sociologist works out in hls or her head with reference to the real world, but selecting those
elemeants that are most rationai or which fit together in the most rational way.

* (Marshall, 1998, p. 292)

Comparisons were made of the eireryday experience of _staff‘_ as well as provis_ions of equipment
needed by bottle-feeding mothers, adherence to BFHI's preferenc_e for exclusive breastfeeding,
‘and each hospital’s nursery services. ' ' ' S

Since I felt that the background literature already reflected dominant Midwifery 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 Midwifery 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
'speclﬁc socio-historical context for bottlc-feedmg mothers and Midwifery professionals in
Western Australia. It is theoretlcally problemaue 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 botile-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
' Midwifefy 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 an{agenistic towards alternative ideas, Whereas,
md1v1dually, (such as in phone eonversatlons with the same office bearers representing
themselves in professmnal roles, such as in Director of Nursmg positions of particular
hospltals) the midwives' voices varied. They were more hkely to draw my aftention o
concerns they had about one or more aspects of the BFHI policy and difficulties related to the
complex responsibilities won by the profession to gversee 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 drawmg on
_ postmodermsm and crmcal hermeneutics.
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'Postmodernism and critical hermeneutics were selected because of the temporary ‘hiatus’
pdsition reached by the research that posed questions about the nature of its 'research methods.
For example was everythmg in the Midwifery field merely 1deologlcal and why werc ‘there |
~ discrepancies between the study’s background research assumptmns and the responses of the
' mothers, and why had the professional llterature not previously been aware of or answerable to
some of the strong criticisms levelled agamst the MldWlfery profession that were conmstcntly

exprcssed by the interviewed mothers?

Postniodemism allows for the temporary suspension of a notion of “truth”, as well as allowin'g.
.foi' the possibility of multiple truths for clients and professi_dnals whilst examining issues of
inst_itutional 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 social body, One must suppose rather that the manifeld
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-ranglng effects of claavage
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:

Hermenautics is the study of interpretive understanding, or meaning, with special attention
to context and original purpose. The term hermeneutics refars to a Greek technique for
interpreting legends, stories and other texts. To make sense of and interpret a text, it [s
important to know what the author wanted to communicate, to understand Intended
meanings, and to place documents in a historical and cultural context,

{Patton, 1990, p. 84)

The hermeneutic approach, therefore, allows an exploration of the multiple truth positions of the

different groups, bottle-feeding mothers and professional midWivcs from the assumption that |
they will be situated differently but nevertheless w1ll both have rational lines of thlnklng leading
to the differences. Eichelberger (1989 p- 9 cited in Patton, 1990, P 85) argued that for
reéearcher_s adopting this tcchmque 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 thcn_: being
multiple truth positions, postmodernism and critical hermeneutics can be combined tb form a
powerful analytic strategy: Postmodemism can be used to examine the contextualised material
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practices such as the constraints of working within profossional hierarchies, and hermeneutics
- can explam the group's tacit meanmgs and mterpret thc roIe of their texts. For example,
'Foucault s thmkmg has suggested to me that mldwwcs. and not only their clients, also have their
position creatod and maintained by Mldw:fcry's discourses. While the mothers' experiences felt

to them like margmollsat_xoo, mo_st midwives are llkel_y_ to be unaware of that and instead would |
3 sé_e themselves as responsible helpers, bound by deliberate professionalism that they may have
_'oomo _.to strongly believe has, without quost.ion. 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
thelr overall strategy. Let us ask, instead, how things work at the level of those continuous
and uninterrupted processaes which subject our bodies, govemn our gestures, and diclate
our behaviours elc. In other words, rather than ask ourselves how the soversign appears
to us in his lofty isolation, we should try to discover how it is that subjects are gradually,
prograssively, really and materially constituted through a multipilcity of organlsms, forces,
energies, materials, desires, thoughts etc. We should try to grasp subjection in Its material
Instanca as a constitution of subjects,

(Foucault, 1980, p. 87}

Thus a postmodernist hermeneutics can assist the task of analysing a profession by intcrproting
texts such as professional journals and policy documents th_at describe the socialised positio:i of
members of an institution (in this case the Midwi'fc:y profession) in order to explain how
members of that group make sense of their own roleo' As a consequence of employing ﬂﬁs .
research strategy the study will be able to develop an xdenuﬁable, professional perspective for
Midwifery, as well as being beiter placed to explam the differences between professmnal
perspectives and those of the client group of bottle-fecdmg mothers.

To summarise, the methodology incli_lded :two broad Tesearch approaches, tl_le:m_odcmism
underlying the interview questions and the postmodernism underlying the critique of the
Mldmt‘ery fi eld that would ordmanly be cons1dered to be opposmonal Howcver. thcy were
combined in a hermeneutic goal that each approach of phenomenology and partlclpant .
abservation would elicit useful perspectives — of bottle-feeding mothers and midwives,
respectively. The hermeneutic analysis of meanings allowed for both of those persoectives to
be taken into account, and'their_tri_angulation_ 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

_ 'I‘he purposes of this rnelhods scct:on is to explam reﬂexwely the actual steps taken, to specnfy.
“the study s parameters. and to demonstrate the partlcular con51dcrat10ns given to valldlty and
rellabxhty ‘Nursing research sometlmes uses the term “trustwonlnness" in reference to issues of
“validity and relxabllity (for examplc, Streubert & Carpenter, 1999, use thls term) Wlthout . "
sufficient measures to ensure trustworlhmess research activity cannot. progress beyond mere
speculation. The various qualltatwe approaches used in this study were apphed systemancally to
generate accurate and credible explanations, and to extend the i ndings where poss:ble to useful

recommendauons relevant to contemporary Midwifery.

- Phase One - Description of method and techniqn'es

Research Sample for Interview _

I interviewed twelve bottle-fccdmg mothers, Ten participants were recruned from a one-off
advertisement in the local newspapers covering the full Perth Megropohtan 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 T had never prewously met the latter two volunteer mtemewees A total of th:ny-
six womien responded to the requests. Of the full cohort of respondmg women, most were
found to not meet the criteria: sixteen breastfed their babies for under a week, with some
'changmg to bottle-feeding before leaving hospital, sometimes for as short as half-a-day, and
elght mothers who responded to the advertisement had babies over one year old. The twclve.
 women, comprising the full sample of recruited mothers who at-the time of recnntment

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,
letus focus. on the desire that shepes her". Neither the recr'uitment 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 reIatwe or partner, Although discussion of some of those issues.in terms of the
'womens exprecsxon of their experiences occurs naturally in the mtervxew transcripts, thc

~ decision to not systematically collect demographic data was based on two assumptions:

1. deliberate intention to break down the patriarchal trndiiions_ of demographic cate'gori'es_'for '
_ females and, thereby, allow for each of the women’s voices to be heard with eqoal status;

L ad
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To support the matn methods used which were 1nformed by phenomenology that mtended :

to uncover expenence rather than socnologlcal mdlcators

- Qualrtattve research methods allow for the recrurtment cycle to contmue untnl saturatton levels

have been achteved in the responses The dlseovery of suff clent overlap 1n the mothers

i - Fesponses, whreh ulttmately have: been collated and reported ln thts thesrs, were used as an-

B mdrcatron that saturation was achreved and that mtervrewmg addttlonal partrerpants would be

~ unnecessary, However, I consndered that the data set needed to be. broadened not by

interviewing more mothers but mstead by 1nvest1gatmg aspects of the Mldwrfery professnon

. 'a)

. Issues and Prob!ems wrrk Interwew Research Sample |

ReIevant to the declslon to- retain mtemew data from the two women who had bneﬂy

o breastfed thetr infants are a number of factors Unhke the majonty of controIled stuthes

* “which mvesttgate pnrruparous women only, and whxch convey a chfferent vrew compared to .

- this data set — that 1nd1vrdua1 women etther only ever -breastfeed or only ever bottle-feed —

I was lnsprred to retain an angle demonstrated by thls cohort of women that, more than the _

N 'llterature would suggest some mothers who have prewously breastfed one or more babtes -

' for a short t1me then choose to bottle—feed at nnttanon with later b1rths Of ﬁve women who

' -also referred to experiences feedmg prevtous babtes, three had only bottle-fed thetr last :

.- ._ baby but-had- breastfed thetr prevrous babies, and they brought mto the dlSCLaSlOﬂ thetr '

'-prevrous breastt'eedmg expenences dunng the mtervrew 50 1t seemed urmeeessary to

| exclude those other two mothers who had fed thetr most recent baby t‘or a short tune and_ '

o were anxrous to offer therr perSpecttve to the study The strongest t‘ ndmgs of tlns study

' '_were consrstent across the cohort, 1nelud1ng entrctsms of the Mtdw1fery professron and

strongly deﬁned reasons for prefemng bottle-feedmg To have mothers who could”_:_

- personally compare thetr expenence of both brcastfeedmg and bottle feedmg the same baby

" was an addttlonal strength to their conﬁdence 1n desenbrng thetr attttudes towards 1nfant-

b)

. feedmg

A notable problem w1th the sample is that in sprte of publtshmg the cntena and checkmg

over the telephone with appheants that they rnet the crlterra, two of the mtervrewees strll _

had breastfed for a short time. If faced-with an unexpected turn of events m quahtatwe

o _researeh a deetslon has to be made Most oﬁen the data sets would be excluded for not

_ '_meettng enterra but if the data are valuable they can be retamed wrth an explanatron, such'.‘ -

asin thls mstanee Unantlclpated issues were at- stake As a consequence I decrded to

 retain both of those mothers' transcnpts because they were useful to the data set. In the

E ) 1nterests of transparency, I am dlselosmg here wlnch of' the 1nterv1ewees had breastfed thelr_
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mfant The pseudonyms and transcrlpt numbers were Enca (Mother 03), who breastfed the

baby t‘or a short tlme changmg to bottle feeds when she caught mﬂuenza and changlng

'- earIler than wtth her prevlous clnldren and Anne, Mother (04) who breastfed for a few

. days The two women s short tetm breastfeedtng expenenees sttll left them w1th common

-expenences w1th the excluswely bottle feedtng rnothers that appeared to be eonslstent wlth .

. 'the other womens vtews and together those vtews have 1nformed lhe arguments in this

s _thests

In one ot‘ the 1nterv1ews the father of the mterwewee 8 baby _;omed in. AL the tlrne the

tntemew ‘was progressmg well and’ the 1nterv1ewee seemed happy for her husband to join

' _.the conversatlon sol chose not to ask h1m to leave and ant1c1pated later posstbly needlng to

tgnore hlS eomments in the transcnpt However quahtatwe research methods allow for the

o 1ncorporat10n of unexpected but useful twists, and this one father s v01ce sewes as a very

- strong 1llustratlon of his belief that bottle-feedlng had beneﬁted hlm That V1ew aecords_

'_ _strongly w1th those of several mothers regardmg the advantages of bottle-feedmg to their

'_bables fathers Sarah Earle (2000) shows that she too found that amongst bottle-feedmg

mothers “bottle feedmg was percewed as a means of sharmg thetr baby w1th the baby's

| father” (p. 327) She concluded however that it i is not clear whether fathers w1shcd to be

_ nvolved or whether only. the women in the study pereelved thts as 1mportant" (p 328) The '

. ncluslon ot‘ thrs one father 'S eomments begms to address that questlon

_ _-'d)

Thlrty-four women responded 1o the adverttsements for volunteer mtervtewees It is
astoundmg to thmk ‘that only ten of the respondmg wornen completely met the erltena for
interview, not eountmg the two. who madvertently were recrurted to' the study When 1
explamed the cntenon of needmg a baby under 12 months wh:ch the mothers had never -
breastfed several of the respondents pomted out that o to thern, only half—a day, one day or
several weeks was relatwely little in the overall role of feedlng They did uot think of

themselves as breastfeedlng mothers but strongly self- 1dent1ﬁed as bottle-feedmg mothers

- The hauntlng sense I carry that there are many molhers out there who wanted thelr voices
- -heard is partly placated by the knowledge that mothers Enca 03 and Anne 04 have been

. able to speak on behalf of women who have unsausfactonly trled to breastfeed The only

ma_;or differences. between these two women and the others were the1r descrlptlons of

: pres sureby & husband and a mother-m law to breastfeed and their sense of fatlure whereas

| the excluswely bottle-feedtng mothers did not appear o see themselves as "falled

breastt'eeders" B

There was a sense of authenucuy to use all of the data I had eolleeted Removmg a-

_ proporuon of the 1nterv1eWS those of Enea (03) and Anne (04) would have felt as 1f I was.

: suppressmg potenual f ndmgs
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Phase 1 data collection - Interviews with bottle-feeding_mothers

Phenomenology influence on techmques S _

' Smee the present study's broad arms were to understand expcnences, phcnomenology as-an
' approach offered a number of useﬁ.ll tcchmques Phenomenology requu-es a very open attitude _
on the part of the researcher In aumng to be open 1o the sense conveyed by mterviewees Tused
methods of bracketmg (Panon 1990) The use of bracketmg is contentrous comradlctmg its
" many prOponents, it is cntrcrsed on the grounds that 1t is 1mpossrble for a researcher to bracket
out theu' true feelmgs and that, indeed, to bracket those out is not really posmve for developmg
mtumve and aulhentlc qualitative research results. Nevertheless, in this instance, I found it :
. useful and dld feel that I could bracket my own prejudices in order to listen'.sincer'ely to the
| mtemewees For sceptics who doubt that bracketing can work, the principle of the bracketing
techmque can also be understood in terms 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
_ooe'nly to the interviewees. Of itself, it did not and could not have fully prepared me to deal
with points of view that I had never encountered before. but it certainly played an 1mporlant part

in prepanng me for open—mmdedness in interviewing and analysmg the transcnpts.

B Intervrew quesﬂons and approach
| In quahlatwc interviewing it is important to have open-ended questions. Patton (1990) suggests,
._'."I'he task for the mtervrewer is to make it possible for the person being interviewed to bring the
interviewer into his or her world" (p. 279). Furtherrrlore. "qualitative iriterviewirig 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 informal to being
_ irrcorporated into standardised open-ended questions (Patton, p. 280). My questions 'iook a
. rmddle ground wnhm the spectrum of what Patton describes as the gerieral interview guide

o approach

The general intarview guide approach involves outlining a set of issues that are to be

" explorad with each respondent before interviewing begins. The Issues In the outline need

not ba taken in any particular order and the actual wording of questions to elicit responses

- about those issues Is not determined in advance, The interview guide simply serves as a

basic checklist during the interview to make sure that all the relevant topics are covered.

The interview guide presumed that there is common informatlon that should be obtained

from each person interviewad, but no set of standardised questions are written in advance.

The interviewsr is thus required to adapt both the wording and the sequence of questions
to specific respondents in the context of the actual intarview,

{Patton, 1990, p. 280}
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The interview questions were based on a number of broad themes that were asked in open-
ended ways, The mtcrview 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 mﬂuence of health professionals, including midwives, the hospltal experience,
.' ; Gengral 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 genera! discussion within professional forums. Those themes appear innocuous at face

- value, but they generated surprising answers. .

Interview data collection procedure

The interview prucedure 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 conceming 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 1 collested the transeripts. Seven of the participants had made changes, mainly to
- overcome the “um’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, 1 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 pamcnpants that pomts 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 anti_cip_ated Bounda;ie's'o.f open-
mindedness for which techniq_ucs such as bracketing can only parily_-prepére the resééi'chcr. |
Open-mindedly listening to the interviewees and analysing their concerns ied to my. pui-suing
further research questions in the form of a cm:cal review and partmpant observanon of the
Mldwlfery field. ' '



Transcript Prepararmn
The audiotapes were outsourced for transcnptwn and coded Ot - 12, I then made changes ﬁ‘om

R the venﬁcatlon stage by mtemewees and entered pseudonyms into each of the transcnpts

Pli:ise-l' - Analysis .of tra‘ﬂ#cripts_
_ Usmg NUD*ISTprogram o _ .

k The QSR Non-numencal Unstructured Data: Indexmg, Searchmg and Thconsmg (NUD IST)
p_rogx_'am allows researchers to build a dat_a-base of transcript data, this study combines the
technical efficiency of NUD:IST for indexing and searching '_within transéript résponses 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
. _arialysis. NUD:IST allows the rélaliohships of all nodes to be visible and to be manipulated at
any point of the analysis, I melhodical'ly went through each transcript line;by-line with the
analytic question of, *“What d_oeé this best illustrate?” I was developing various themes via this
nominating process, based partly in terms of the inten_'view organisation, and also partly in terms
‘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 ‘noch’ were: o

o What the experience of bottle-feeding felt like : '
Wonderful; best thing I did; bonding; no respensibility/ share, father cared for baby, fannly '

involvement; never tired.

¢ The decision to bottle-feed.

o . The influence of health professionals, including midwives, rhe hospital experience, GP's
and Health visitors or Clinie Child health nurses:
No trust in midwife; no choice; pressure from rmdwwes no pressure; differences in staﬁ‘
approaches to breastfeeding mothers and bottle-feeding mothers; GP; child health nurse,

s 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 depression; media; weaning,

Discussion about N UD:IST transcript analysis — its uses and Iinﬁ itations

The NI_JD:IS_T themes eventuélly seemed too limited, especially onc_c. I bega_n devclopi_ng'more
critical methods of explaining the data. I continually referred back to the full transcript sets.
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This meant that ] was able to analyse beyond the original NUD:IST themes, identify new
' responses, and doublc-chcek the prevalence of any patterned response. Further, 1 was able to
locate contradlcttons, and to contmue eheckmg and conﬁmung that mdmdual statements were -
conveyed by the results in ways that T rcmembered to be their mtended sense. Often research -
"~ method sectlons descnbe the use of programs such as NUD: IST as part of the Justlﬁcatlon fora
.study $ valtdlty and rehablltty. However, all analysxs is crcauvc, mcludmg the process of
choice in nommatmg themes for the NUD:IST program s 1ndcxcs To rely overly on the
'technology could lead to mlssmg out on the special ﬂextblllty of studymg parttclpants’ .

Tesponses m-depth Wthh is the main advantage of qualitative research teehmques

P_ofenridl problems with de-contextualised transcript data that were ovoided

At the same time as seeking to expand on creativity by using'in'-depth analyse's,.it is i'mpo'rtant_
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 nﬁsinterpretatioﬁ. For example, during the
progress of this project, in showing written transcript excerpts to peers I became aware of the
po'\_ver of some isolated excerpts to convey powerful emotional sentiments that jttst did hot 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 raise_s:'an important issue of
method — that there is the potential danger and temptatioh to let excexpts be used analytically

in ways that dxstort thc 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
consclousness and deep personal angst However, the particular discussion had seemed to me to
show that she was exceptxonally confident to do what she felt was right, Separated from its

' Imgulstlc 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 makmg was lost. To

- overcome this methodologtcal xssue of mlsrepresentatton, useful techniques I developed in

reportmg the study 8 results mcluded frequently refemng back to the full transcripts,
consctously momtormg the use of excerpts in the analyses through very careﬁ.tl selection of

stand-alone excerpts, and careﬁ.ll frammg of excerpts
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- Phase Two - Description of method and'techniques -

_Dat'a collecnon. Partlcxpam observanou and dacument ana!ys:s of “M:dwffery f' et‘d "
_Stlll m rclatton to thc mam rcscarch qucsttons, based on themes analysed ﬁ‘orn thc 1nterv1ew

E responses by bottle feedmg mothers, a new secondary-level set of themes to mvesttgate was

. generated

e Pressure by n‘udwwcs _ o
e _Mothers bottle-centnc behefs and post-dec:sron attttudes on thelr chotce
: . 'Mothers' dectston-makmg procecses ' '
o . Standards of ante-natal and post-natal educatton

e Vanatlons in levels of hospital semces

These secondary-level themes in themselves can illustre'te why open;ended questions are very
: _impo'rtant for capturing the “essence of thinking” from a group different to that of a researcher.

The second set of investigations also dcﬁnes the foci in the andlytic chnpters of the thesis. .

I developed a systematic approach to follow-up. these research issues ansmg from the bottle-
' "feedlng mothers responses which involved developmg adequate “Midwifery Data”. The data
set was based on participant observation including document {re-)analysis of relevant
~ documents to the field, and bringi_ng in relevant techniques and procedures to shift the rescarch
pérspective towards investignting 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 froma number of situations in order to descnbe
 the culture of the group being observed and those strategtes were similar to grounded theory in
whlch the researcher draws on, “Interv:ews, _Fleld_ Notes, Documents, Journals, Participant
- Observation, and Literature” (Streubert & Carpenter, 1999, p. 101).

_ Insider documem an aIys:s a'ata sefecaon ,
' .The documents used were wide-ranging and included: puhhshed studles high- level ofﬁclal
:'pohcy documents, professional newsletters and edttonﬂls very unofficial documents that
_ exlstcd in my own and colleagues’ profcss:onal collecttons on noticeboards and even on staff-
roorn fndges Specific sources included:

e Baby Friendly Hospital Initiative (BFHI) documents tncludlng guldes for assessmg, and -
' momtonng and re-assessing, '

. Professxonal newsletters, including BFHI Austraha News, BFHI Vtctona, Austrahan '
Midwifery News, International Lactation Consultant Association literature.

¢ Nursing Mothers® Association hterature (now_ Breastfwdmg Assoctatton).
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¢ The UNICEF web site.
. Textbooks from un1vers1ty hbrary with nursmg programs
e Pubhc and staff notlceboards in hospltals _ _
. Undated author-unknown documents in clrculatlon in rnalemlty ward staﬂ"rooms

-'_ .Reglonally developed matemtty hosp1tal protocols

In addressmg the new. questlons, -analysing ﬁeld literature was a useful sourcc. usoally more
readily accessnble, less mtruswe and easier to- verify than other forms of partlclpant
'observatxons Howevcr, it is 1mp0551ble to fully separate approaches, for example the two
sources of document analysns and participant observations were combmed when many of the
_ documents were supplied by peers or g}e_aned from parthtpatmg in professional forums. The
goal in analysing the texts w'as t_o articulate the sense Midwifery was making for itself of infant
' feeding issues. Published documents such as joum_als 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 pmcttces in parucular hospltal settings,

 Insider participant observanon data collect:on _
I undertook participant observation and kept field notes for meetmgs, telephone conversations
and other activities that took place in professional circles. 'I'he followmg is a summary of the

contexts and underlying issues of the observations made:

1. Atiending meetings;
Meetings that were attended:

o Various professional association meetings.

Specific questions by observation:
e What is the dominant discourse for infant feeding?
'@ What are the key documents for these professionals? (BFHI 1dent1ﬁcd )
o How relevant is the BFHI to the Midwifery profession? -

2, Asking key health-care professionals:
- . Professionals who were approached:
' e. [Individual collegial discussions with ofﬁce-beanng members of MldWlfery
professional associations and individuals occupying pOSlthl'lS equwalent to-
Director of Midwifery Care in hospitals, - o

Specific direct questions:
o How relevant is the BFHI to the Midwifery profession?
o Are there provisions for bottle-feedjng mothers and their babies in the current o
system? o . '
What makes the BFHI policy appealing to hospitals?
What problems do hospitals have with the BFHI? -~
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3 Telephoning hospitals to indirectly uncover differences in morkers experiences oj

service between public hospitals and private hospitals:
a) Telephone questions to Midwifery Nurse Managers 4 pubhc. 4 pnvate hospnals..

Specific questions:
@ “Is this hospital BFHI or not?" R
e “Is this hospital striving towards the BFHI accreditation?” : '
© 8 “What percentage of mothers leave th:s hospltal breastfeedmg their bab1es‘7"

B b) Telephone questions to Admissions, 2 publlc, pnvate hospltals

Speclﬁc questions (anonymous asif from mtendmg bottle-feedmg, ante-natal
mother): .
o "IfIam bottle-feeding my baby what will I need to bnng to hospnal‘?"

= (and where relevant to response:) "What kmd of formula would you

recommend?”
-4, .A ney work placements on maleynity wi rds arabservatmnai 7 oses.’
- Hospitals observed: '
o Private 1; Private 2; Private 3; Govemment 1 -—near-BFHI GovernmentZ—
near-BFHI (pseudo-codes).

Specific questions by observation; L
@ Are public government run hospitals more pro-breastfeedmg than pnvate
hospitals?; Can any differences be accounted for in terms of resourcing levels?;
o What are the bottle-feeding procedures, staff attitudes towards mothers, and
staff resource levels? .

_ Rationale for data selecnon _

The pammpant observation data had to be sufﬁclent to tnangulate speclﬂc issues from the data
. :"'cellect.cd_ in the bottle-feeding mothers’ mtemews, a_nd collected in ways that would assist in
undefetahding how those issues were _practiced _bjr ‘health providers, who' ‘were mainly _
Midwives, and how the_is_sues were un.ﬂerstodd. by the Midwifery groui). It was not always
necessary to use large samples because the study was not conducting a fuil-scale investigation
_ :inte hospital practices or eﬁ'ectivenese but merely adding a dimension 10 an existing set of data,
In addmon, this phase of the research sought to follow-up a hunch arising from the 1nterv1ews

that the private and public sectors of hospitals interpreted infant feedmg policies dlfferently, and

' s0 both of those sectors had to be included in the rcsearch samples

Observatwnal inquiry procedures

* For observations it is 1mportant not to ask du’ect questions or appear absorbed by factors outside
of one's assigned paruclpant role when entering a cu_ltural_ group sefting such as a hospital or
meeting. For 'example, probing questions about the reasons and beliefs behind policies and
proceduree 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,
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each opportunity for participant observation of Midwifery seitings was conducted in a manner
'as close to how I would normally act as posmble The major dlfferences were that T knew what
.my rcsearch mtenuons were ancl I followed up mteractmns by wntmg up ﬁeld notes, usually

_away from the prermses as soon as 1 returned home. :

1 orgamsed my hospltal placements through a nursmg agency This became more comphcated
_._than I had 1mtlally expected. I needed to be sent to a range of hospltals and difficulties arose
when the-agency w_ould offer me work in a hos;ntal T did not need to observe any further,
Aéencies ‘and hospitals generally prefer to _i-éturh staff to piacements that have gone well
previously, and so it became quite awkward refusing opportunities and T must have appeared
vcfy difficult. This had short-term consequences of embarrassment and of course it worried me
that I might have developed a long-term reputétion as being difficult with an agency that mi ght
" need for employment opportunities in the future. 'Additionélly, 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.

X B Second phase validity i issues _

I will offer here a very brief reltcratlon of the methodologlcal ranonale behind this second
phase, before describing the techniques employed. Qualitative research deals with people’s
percepti'ons and social situations and acknowledges that the findings io some extent will reflect
the socio-cultural beliefs of the ihformation 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 rcachmg findings. It has strengthened the observational power by
developing a postmodem hermcneuuc strategy of supplemcnung the interviews with participant

observations of the 'described phenomena’ arising from the interview analyses.

Patton observes that there are a number of -qualiiati\'re 'techniqﬁcs' available to address the:
- validity of and confidence of the findings: "Trian.g'ulation options, multiple data sources,
_ _rﬁultiplc m:thods,_multiple pcrspectives, and multiple invéstigators" {1990, p. 197). In various
ways éll of those options were incorporated into the research design of the present study; the
-latter optum, however, was not systematxcally incorporated into the research demgn, but
cextamly the nature of literature research, collegial dlscussmn and PhD supemsmn lends a

vu;anous dlmensmn of "multlple mvestlgators“ to this study
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Parucxpant Observation is an cl}mographxc technique described by Leininger as:

The systematlc procass of observing. detalhng. describing, documenting, and analysing
. the lifeways or particular pattems of a culture {or subculture}, ln order to grasp the lifeways
- or pattams of the peopla in thelr familiar environment.

(Leinlnger cilad in Baillie. 1995, p. 8)

. It is common in pamclpant observauon to less formally mfonn other pamclpants of the research
process and goals. I obtained speclal etlucs approval from the umversuy to do this on the
grounds that when colleagues kiow the},r are being observed this may change their behawour,' _
and so the researcher tries to “mﬁltrate" unobtrusively, Itis unpossﬁ:le to self-assess the extent
- to which I would have achieved this in the hospltal settings, or indeed any of the other
profes_sional 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
.see_rhcd_ 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 [ 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, apari from the initial
coolness, hospitals éu‘_e 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' T 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.

. Wheri I attend_ed meetings,'or'spoké to cblleagues from the Mfdﬁrifery field, or if it canie_ up
whilst working on maternity wards, I was open abpﬁt-the fact that I was writing a PhD thesis
and T usuially 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 op_enne&s in administration made it ethical for information
t_b be obtained this way by individuals who were prepared to cooperate. In general, [ noticed
- that discussion in meetings was rigidly supportive and protective of docmncntéd Midwifery
policy, that is the BFHI, 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 ﬁolicy. Goffman (1959) describes different on-stage and
' oﬁ'-stage behaviours. Even though these compari'sons were of "performances” that in neither
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case occurred in front of clients, the meetiug situation would have been a performance in front
. b_f other key plajfcrs of the profession, and the individual discussions more clearly opportunities

: for off;stége consideration of the policy and the actual peffonné_nce that they experienced, For

: Sc')me. of the basic information about hospitals' procedures, I would telephone, and on one aspect
this was done .anonymously to gauge l_ibw they dealt with providing information to prospective

clients.

Limitations of Study - '

The fm'dings are based on a Western Australian sample, which as Hauck (2001) identified, is a

. unique environment with, at the time, some _of the world's highest breastfeeding rates for
developed countries, Therefore, it is a context where the key pro-breastfeeding / anti-bottle-

 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 c_riticisrhs

~ of too large a gap between theory and practice in the new field of nursing (Donalue, p. 63).

* However, since the recommendations did not oﬁginate from fdcntiﬁed concems within the

_ Midwifery field, a limitation of the study may be that the.suggestions will not ;ésily be taken up

constructively.

The topic '_'experiehces" is very broad, and therefore was appr_opriate to rescaréhing a neglected
area as well as bcing effective in opening the study to new and unexpected findings. However,
the bf_ea_dth of issues addressed in the study are such that they only sketch a general descriptioh
) of various inter-related investigations in the thesis th&_lt mothers’ botﬁle-feeding experiences
_ included having to cope with being marginalised. In addrcssi_ng_thc theme of marginalisation,
 insufficient justice is done to the dedicated professionals who do the very best job they 'éan,

especially those trying to overcome the apparent contradictions of the system.

Typical of qua_ilitative 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 terms 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 _reéching saturation -in
_deécribihg the réicvant policies, given their cross-referencing and the "fit" wi:th what the
mothers had dﬁcribed. Thé 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




hospital shifts. I believe it was sufficient for the triangulating purpose, especially to confirm as a
researcher that'the anslyses were based on more than jﬁst' my own reaction having listened to
the mothers. However, my observations leadmg toa companson of hospitals and inferring
different oncntatxons, did rely on a small data sample ‘As such, those classifications may not
_ generahse to a larger sample. and since specialist attentlon is usually offered during day shifts,
'undoubted_ly the thesis has not been _able to present a full view of mfant feedmg care in Perth

maternity hospitals.

Ethfcal considerations. |

| ormal ethics procedures _

The process was cleared by the umvers:ty s ethical committee that follows Nanonal Health and
Medical Research Council (NHMRC) gu:delmes that specnﬁcally demands mformed conscnt
and confidentiality.

Informed consent apphed to Phase One. Letters were given to all paruclpants explalmng bneﬂy

what the research was about and mformmg them of their right to withdraw at any pomt in time
. of the data collection. For Phase Two, special ethics approval was granted by the Umversltys_

Ethscs Commlttee No informed consent was sought because the methodology, participant
" observation, is more effective without going through such formahtles. Special permission was
' ga'ined' from the.university to take the latter approach: the ethical principle of informed 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 observat:on while workmg alongside professional colleagues and for slzeable
. 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 wss protecied, a_nd_sll '_narhes of individuals from Phase One’s ihtcrview_s and Phase'
Two’s participant observation are referred (o in the thesis through systems of pseudonyms and
coding. : : : ' L

Problematisation of study s eth :‘cal position

Within Mldwlfery, bottle-feedmg 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
' amdngstl' some general Midwifery colleagues. Some comments suggested I was suspected of
being a “turn-coat” — my previous professional and research involvement had always been
with breastfeeding, and so the chahgc to researching “mothers’ perceptions of bottlé-feeding"
was very upselting to some people. 1did 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 study?; However, a
compelling ethical position that I took-up for myself was that attempts to undermine anythmg
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 thelr broader
perspectlve would be available to the ﬁcld '

E For a full discussion about the compla:dties of nurslng ethics, whlch ln thls case applles also to rasearch ethics, see
. Vsetch and Fry [1995}

54



CHAPTER 3 - Summary of Interview Responses, and
B B Introduction to Analytic Findings
-Chapters

This ehapter begms thh an outlme of the bottle-feedmg mothers responses to the mtemew B
- -.questtons That summary is followed by an mtroductlon to three emergent general themes
typtt‘ytng the expenenees and percepttons of bottle—feedmg mothers “The themes tdenttﬁed are.
the mothers’ sense of being margmaltsed for bottle-feedmg, the mothers ongomg sattsfaetton
w1th their decision to bottle-feed; and the mothers’ concems ‘about madequaetes in the health
care servrces for bottle-feeding mothers and mfants It is those themes that wtll be addressed

: 1n-depth as the main ﬁndmgs of the study

Summary of interv:ew responses

: Thts summary addresses each of the eategones for the open-ended mtemew questlons thhln
each category, the bottte—feedmg mothers’ interview responses wrll be juxtaposed wrth the
dominant ltterature of the ﬁeld Itis mtended that i 1ssues lnghhghted in the summary w111 also -
_serve as part of the: ratronale for frannng the analyttc ehapters of the thesrs into themes _
: reﬂeotmg the most notable, broadly-shared perspeettves of the bottle—feedmg mothers,
Beeause there is so httle ltterature speetﬁcally on the issue of bottle«feedtng apart from the
'composttlort of mfant—formula feeds (Hen.nessy, 1994), the open-ended 1nterv1ews meluded
‘topics based Iargely on the ltterature ﬁ'om breastfeedmg research As sueh many of the
responses by bottle-feedmg mothers allow new msrghts into thelr expenenees that are not well :

' doeumented in the exrsttng tnfant-feedmg ltterature

' W?mt the experience af batt‘!e:feedmg felt like
'_ - Generally, the 1ntervrewed mothers were content wrth havmg made the deetston to bottle-feed '
. and the outcomes of it. The' expeetatton from the donnnant Mtdwtfery dlseourse was that
_ mothers would feel very strong dtsappomtment and gutIt at havmg failed at breastfeedrng. The
- interview responses, however strongly eontradtcted this expectatton There has been extenswe
literature debattng the role. of gutlt among bottle—feedtng mothers, and suggesttng that
- .professtonal health workers need to protect women ﬁ'om the mewtable gurlt they feel should
they fall at breastfeedmg For example '
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Probably 95 per cent of women are physiologically capable of breastfeeding their babies
successfully; but where women atlempt to breastfeed and fail, they are often blamed for
their failure, sublly or otherwise, the explanatlons ranging from selfishness lo
psychological inhibitions,

In an attempt to relieve mothers of the burden of guilt which those judgements impose,
professionals everywhere have jolned 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 bottle-feed, will fael guilty.

(inchin, 1985) . B

However the mothers i in this study reported that they enjoycd bottle fcedlng, even to the extent

of i ndtng it* wonderﬁll”

: '_Flndtngs were also that bottle-feedtng mothers percewed themselves to be comparattvely much
 happier and more orgamsed than breastfeedmg mothers 'Iherefore 1t is worth consldenng the
opposite ﬂndtngs by Dracup & Sanderson (1994) that it is women who breastfeed that have
lower anxiety, grcater conﬁdence, greater ability to reIax, and greater ﬂcxtbtltty Smce these
K bottle feedtng mothers expressed consrderable contentment and cont' dence, and explatncd how -
~ their -choice of infant fecdtn;, method allowed them to relax more and be more ﬂextble
regarding’ mteractmg with others, it would seem that those’ quahttes are not- related to any
- particular, chotce of mfant feeding.. As such the ltterature contradtctmg Bowlbys attachment
' _theortes and supporttng the 1mportance of women fonntng better attachments if they freely _'
choose the method of infant feedmg, appears to be upheld by this f' ndlng -Martone and Nash's
"(1988 p. 213) conclusmn proposed that, “Health-care profcsstonals can best promote maternal-
infant- attachrnent by suppomng a mothers chosen method of feedtng Thelr pomt of view is’
- supported by Casey (1996 p. l) who argues that “Cocrc:ng [mothers to breastfeed as was
" allegedly happening due o the UK Baby Frtendly Intttatwe] is dangerous and potenttally
damagmg to both mother and baby "

| An mterestmg related fi ndtnl, was that many of the rnothers in the present study descrtbed '
themseives as more than typ:cal[y strong and able to stand up. for thelr ch01cc whereas thcy were
. concemed for other women who wanted to botlle-f‘eed but who were more easrly pushed
: around Thts pomts to the necd to consrder how conﬁdence parttcularly self-ef‘ﬁcacy (Bandura,
1997), is affected in prcparlng bottle-feed:ng mothers in a context w1th pro- breastfeedtng
poltc:cs G:gltottt (1995 b 315). made lhlS pomt stattng, “_Whtle nurses must conttnue to
g promote the benef 15 of breastfcedmg, we ‘must questton what effect our efforts havc on thc sel f-

' esteem of lhose women who choosc not to breast feed or opt lo bottle-feed aﬂer a shon ttme

' Dracup and Sanderson {1894) found as well that breastteedlng mothers had higher social class longer educa!lon and
?reeler support from a partner or other family members. * -
Fer a full discussion on attachment theories and their socic-political crigtns and implicalfons see Blaﬂ'er Hrdy {2000)
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The botlle-feedmg mothers were emphauc in the interviews about therr awareness of

' breastfeedmg currently bemg expected and preferred by hosmtals - and to some extent by the

~ wider socrety However their atnmdcs were pro-choice and they felt frustrated and hurt that

| respect for the1r chorce had been withheld from them. The tensions produced by this difference

between ‘the pro~breastfeedmg professional stance and the mothers' needs for professional
“support in bottle-feeding will be explored in depth in the analytic chapters. Additionally, both
 the .rnothers‘ positive feelings and experiences of enjoying bottle-feeding and their negative
| 'feehngs and expenences of bemg margmallsed and excluded from adequate professronal

suppon will be exphcaled

| When, how and why the bottle:feed’ing decision was rrm_d_e _

Dominant midwifery discourse highlights midwifery's role via antenatal education through to
poetnate] care and the establishment of infant feeding as crucial periode for influencing mothers
in their decision on wherher to breasifeed 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
preghancy (Midwives, 1991; Oakley, 1993; OPCS, 1991; Purtell, 1994). The survey by Purtell
(1994) of 40 schoolgirls between the ages of 16 and i? 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 unlikely 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 ewdencc .
that thls affeeted the outcome (Scowen 1993).- ' '

-In accordance wrth that literature, the interview responses sugpest that for the ten mothers who
.bottle-fed at mluatron the bottle-feeding decision was made fi rmly and early in the pregnancy,
: wlth three mothers stating that they had always disliked the idea of breqstfeedu_lg. .and of the’
i four of 'these mothers with previous babies, three reported wanting to avoid diffi cultiec t'hey had
. expenenced wlth attemptmg to breastfeed those babies, Examplcs of such responses mcluded

" An early de cmon based on dislike of idea of breasifeed;
Imogen (O1): Ever since I can remember I've never wanted to breosffeed
"~ - Physically it repulses me the thought of doing it. It's great if .
people want to do that, but for me, the thought su:kens rny
stomoch So I've always known Id bo‘rﬂe-feed .
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An early decision, based on feeling suited to bottie-feeding:
- Terri (12): [My reasoning is, do] whatever suits you, just feed your baby
L whatever way suits yau, after all you are The one looking after the
baby, not the hospital staff. I think you have to be happy doing
what you are doing, and confident, otherwise you all end up a mess,

An early decision based on avoiding prior bad outcomes of breostfeeding:

" Francine (08): I started breastfeeding [elder daughter, now three and a half
- : years old] for o while, for about & 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,

- Inté_wiewer: ~So did you make the decision then that if you had another baby o
_ ' you'd bottle-feed?
- Francine: Yep, almost that very day (laugh),
Interviewer: Ch really?
Francine: After the horrible experience of being so frightened, because she

was 50 small when she was born to start with, and then having her
lose weight and we were ali so worried, like the whale family were
worried. So when we first gave that bottle and she started fo put
on weight ond 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
ivorking 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 firmly 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, boltle-fecdmg is best whereas breastfeeding has serious and fnghtemng
* health risks,

Of the two mothers in the study who counted themselves as bottle-feeding but had failed at
breastfecding their babies, it was difficulties with breastfeeding that led to them making the
decision, with a strong sense of relief, that bottle-fcedmg would be less stressful and physmally
draining. '
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Bottle-, feedmg decision fo!lowmg careful cans:deranan _ S

'-How the decrsnon to bottle-feed was made, was frequently prefaced by the mothers wrth a
.statement that they knew about the profess:onal and medxcal optruon of “breast is best” and '-
some- even- volunteered examples of - the lcnowledge they had on" lhts The Intematlonal
' :Lactatton Consultants Association (ILCA, 1996) belleves that the prcdtsposmg factor of a~
: womans lmowledge of infant feeding is mgmﬁcantly linked with a dectsron to. breastfeed and

- therefore, ulmost all women would choose to breastfeed thelr infants 1f they wcre fully mformed

(Hanson & Bergstrom, 1990 Tamagond 1992), However, in many of the mtervrews it
transpired that the mothers consxdered the evidence and claims about breastfccdmg s benefits to
be overstated and the dlsadvantages 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
allouring 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 Iup the
advantages and disadvantages of both feeding methods (C.F. Becker (1974); Rosenstock,
Strecher & Becker. (1988) on health dectsmn-makmg), which will be fully explorcd in the

_ thesrs :

- 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 wa_s a factor aﬁ‘ecting only two mothers (Bryant, Coreil, & D'Angelo, '1992;
Hawthorne, 1994). One very strongly reported reason was the mother wartting 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
.l.eg.itimation for preferring the choice of bottle-fecding despite acknowledging that they knew

'_.that' Ereast was best. Black, Blatr, Jones, & DuRant (1990) found in high socio-economic
families that the method preferred by the father was the second most important varisble

' mﬂu_encmg the decision on infant feeding method. The miothers 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 sclf-sacnt' ce to optimise the mvolvement of the father appeared to be
an important aspect of their enjoyment of child rearing.  This ﬁndl_ng raises questions about the
role rtlidwifery plays in encouraging fathers to inﬂu'ence'mothers to breastfeed their baby if the
mothers are against that method, or if the mothers consider that there are 1mponant advantages

_ in :nvolvmg the baby's father by bottle-feedtng '
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In terms of satisfaction with their choice, many mothers mentioned being able to have social
- supporl with the fecdmg demands and bcmg more orgamsed than their breastfecdmg fnends
. _Indlcatlve of many of the mothers® atntudes about thenr dCGISIOIl was the followmg statcment

Penny (07} Itwasa cons:ious decusmn, and that decision had reasons behind -
it. It wosn't something that T just plucked out of The air ond
declded to do : : : :

The women thus found any challenges to their decision near the time"of thé b.irth'or' even
afterwards to bc patromsmg, offensive and damagmg to their relationship thh the health care

' prov1ders

Bas'ed o'n'these_ .ﬁndings of what the experience of bottle-fecding felt like to the mothers, the
onalytic chapters to follow will explicate in more detail how iheso mothers hold .“bot'tle_-ceotrio"
views, That understanding will be used as a platforfn for then recoosidcring .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 prafessionals _
' The interviews included questions about the mﬂucnce of mldwwes hOSpltalS, gencral
practitioners (GP‘s) and Child Clinic Health Nurses on the mothers mfant feedmg chonce

Midwives o o _
Ii Was notable that arhongst all of the health profcssiooals, midwives were described as having a
qualltatwely dlffercnt influence on a more 51gn1ﬁcant level than all of the other health
' 'professmnals ‘In general Ihere 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 thelr 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
gcnoroted negative perceptions of midwives as having no compassion for the mothers or the
b_obics for whom obtaining a bottle of formula in some hospitals took an overly 1oog time,
_ Ahothor aspect of midwives’ pl_'ofessiooalism that was consistently questioned by the mothers
‘was that antenatal education is biased. For example, if offers only positive views and practical -
_adﬁce for breastfooding. “Only negative views and warnings to sterilise equipment, rother than
| pracfical advice, 'wore given ab_but bot(le-féeding. 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. - | | | S

A clear ﬁhding was that midwives were panichlaﬂjcﬁticiscd for their insistence in breast
' _fee_ding. They were targeted in mothers’ comments much more than GPs; other health
professionals, family members or peOpIé 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 .describc what are, to them, obvious improvements that could be made

for bottle-feeding mothrs, 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 lack 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 js understandable that midwives follow policy guidelines which
accord with their knowledge that breastfeeding is best, it is disturbing to contemplate negative
effects on the women who bottle-feed in terms of the inconveniences and stigmatisation they
experienced. The thesis will argue the case for midwifery to belter take into consideration these

mothers’ feelings, choices and practical needs.

Hbsgita:’s. _ _

_ The Baby Fricndly Hospital Initiative (BF:+ ) 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 acccssibilify to bottle-feeding options. Initial interview analyses suggest that hospitalé had
a reputation amongst the respondents as pressurisihg mothers at unwelcome and intrusive levels,
This was raised by ten out of twelve of the mothers. Interestingly, however, less than half of
 these mothers said that they had'experienccd this pfcssure themselves (partly because they knew
“how to sta.nd.up for themselves), and some of the mothers gave high praise to their hospitals as
being hxghly supportive of their wishes and not pressuring them at all. | Some of these latter
mothers brought up the issues of pressure in'acc_:ounts 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 professmnahsm by which they had been spared the annc:pated
ordeal. Some mothers reported that their strong personalities, determined nature, and being
.~ known to staffas 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 the:r own, such as refusal by a hospital to supply formula when the mother had not brought

" any in, apparently without prewous 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 drscreparlcy between public and
private hospltals especrally with a lesser emphasrs on breastfeeding and greater support for
bottle-feedmg in pnvate hospﬂals. This hunch was followed up | m Phase Two of the data

collecllon

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
i 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 givi'ng-in to the midwives’ pressure. They fully intended to change to bottle-fecding
~once home, which, on the Early D1scharge 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 srgmﬁcant proportion of mothers who may appear {o midwives to be content but they are not.

General Practitioners
The literature suggests that GP’s can be highly influential in mothers’ decision to breostfeed or
 bottle-feed but few mothers recewe advrce to breastfeed from this source (Lawrence, 1994
 Scowen, 1993). Although the rnothers dlscussed at length dlsagreements 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 thi.s study makes it impossible to draw strong conelusions'
about tjrpical doctor-patient antenatal discussions. - That these women’s GP’s did not directly -
| adlrocate breastfeeding might suggest that GP's in general do not. Alternatively it mi‘ghf occm'd_
-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 pi‘dfessionalism, stating that it would have been unprofessional for
the doctor to do anythmg other than ask what their feeding mtent:ons were Thcy cxpectcd their
'doclor to then support them in that choice. There i isa changmg doctor-clxent relatxonshxp where '
the doctor is consulted, but ultimately the patient makes decisions. L

Interviewer:  So how did you feel when your doctor said nothing?

Terri {12): Well a5 I say I wasn't expecting her ta say anything to me, I just
' expected her to act in a professional way and respect my decision, =
I suppose I would have been disoppointed in her and rnuybz lost
trust in her if she had criticised me for botﬂe-feedmg ' '

The .t.h;‘.sis will demonstrate that the bottle-feeding mothcm_ considered that the infant fééding
" decision was theirs, and that professional advice should be a consultancy service advising them
on their optioris 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 midwifery risks a reputation of being pushy and unprofessional.

. Chi!d Cx'mic Heakh Nurse

The interview responses suggest that the role of Child heallh Turses was very lln'uted in
' 'co_mpanson to that of Midwives. This is understandable because breastfeeding is usually
established in the hospital setting. Even on the Eai’ly Discharge Program it would be late to
introduce brcastfeéding or expressing breast milk. The mothers in t.his 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 unsupportwc attitude

- - towards bottle-feeding and others reported actually havmg been assisted by the Child Health

- Nurse. For some, Child health nurses were an information source. In some cases, this was
prcs'ented as criticism of the fact that help had been left so late and mothers were already at
home before knowing how to prepare formula and equipment adequately. Some mothers stated
Quite_ adaxnanﬂy that they deliberately avoided the anti-bottle feeding attitudes of these health
: 'professio'nal.s by not attending the clinic. Many mothers found substitute lay help that, in their
view, was superior in providing information and assistance for bottlc-feclding. Amongsl those
found helpful were the “girls at the chemist”, who could weigh the baby. _Chemist assistants
were particularly praiéed for their role in averting or spotting potemially hannful choices of
fonnula Knowledgeable and pro-active mothers, sisters, and ne:ghbours were also memloned |
cheral mothers were convinced that health nurses did not know the facts about formula or

_ bottlc-feedmg and were critical of the exp_eclanon that, as bottle-feedmg mothers, they had to
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find information by making mistakes in feeding their babies. Other mothers, however, seemed

__ h'appy with the service of these health nul’ses,' e_ithelr. repoltin_g no pressure, or recounting simple

~ bits of a_dﬁce that they had found useful. lndeed, in some cases they wel‘c _smﬁsingly
impressed and pleased with small bits of practical advice théy had been given. -

The influence of and reactions of fa;m{i; and frl‘ends _
Generally, the mothers found others in their famlly and current peer group qu:te suppomve 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 workng interstate as a
midwife, also expressed dlsapproval but, in most cases, the same people, especlally partners,

were won over, but not the aunl—mxdwxfe

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 porticipate] os well. Like
: grandparents and even the children, they wanted to help by
bottle-feeding, and that was giving them time to get to know him

as well. :

Erica (03): T 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 o while I think they really get -
a lot out of if, -

: Many of the interviewees also stated that most other mothers they knew had breastfed, which is
to be expccled gwcn current statistics of breastfeeding. They stated that it had not been a

: problcm affectmg their acceplance into the group of their peers. Furthermore, when the babies

" from the peer group were a bit b:ggcr 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 formulas, 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 formula., -

Ano'lher aspect emphasised by the mothers, was their concemn for friends and associates who '
' wcre brcastfeedlng They saw women suffcr m hospltal or had friends or neighbours not coping
'well in companson to them. For example, Llsa descnbed how she was observed to have cOped
better from bottle-feeding: - o



Lisa (11): . the mothers in the room where I was were all breastfeeding ... =
' Some of them had so much trouble ... They were ringing the bell
- for help and the baby wauld be screaming and then 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-feed when she got home. She couldn't believe how good my
baby was, and hers was screaming all the time.

.In‘rerview:r: Did you talk to her about bottle-feeding?

- Lisa: No, T didn't, but she could see my baby sleeping and she could see .

S how organised and relaxed I was. And when my husband came inwe -
could enjoy the baby, whereas she was stressed out. and was
always glad when her visitors left. ' '

Additionally, they felt in some cases that other women'’s or couple‘s decisiono to breostfeed
could be harmful to babies that did not thrive, and that boltle-feedmg had the advantage of being
adjusted to boost a child's mtake if requtred

Other issues
The wider community was perceived as supporllve and helpful and some of the mothers
seemed well informed about which places to go for assnstance Morse & Harrlson {1 987), whose
research focussed on breastfeeding, contended that it was a dynamic, open relationship
occurring within a social conte:tt, and that it is the attitude of others towards bt'eastfeedin'g 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 pfovide tt'hotever 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 warm formula.

'Unexpectedly, several of the mothcrs had strong opinions that breastfeeding caused post-natal
: depressnon They appeared to attnbute to brcast-feedmg the physwal discomfort of breast pam,
lack of sleep; anxiety from generally not coping; .inability to maintain a normal sense of
' efﬁctency, and no time for other family members. They descrtbed these effects in breast-

: _feedmg women and noted how they were pleased to have avoided those outcomes.

The general medi_a,- 'inoluding magazines, were criticised for only supporting and protriding
information about breastfeeding. This contrasts with the findings of Henderson (1999) \_vhich
said "breastfeeding is painful®, “you may need to give up [breastfeeding]", and "babies are
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unsettled, .. . [and] cry a lot™. However, the mothers' discussion of mass media referred mostly

to their need for practlcal mfonnatmn, of whlch there is apparently a scarclty

_ Roughly half of the bottle-feedmg mothers noted that they were motwated to pamclpate m thts :
study to advocate for mothers and to prowde mtdwwes wnth an opportumty to understand that
“the chmce of mfant-feedmg method should be made freely. not to suit a mldmfe. but to suit the

. mother and her cnrcumstanees

An'ov'erview of theit_' opinions has been provided in this section which has described the
influences of a _ranée of other people, GP’s, health visitors and child clinic health nurses, family
and friends. This summary of Phase One et‘ the study gives me a number of analytical theories

which will be introduced in the next section,

I_ntrodu.ct_i'on to main themes of study’s findihgs'

‘The summary above has outlined the interview findings (P.hase One of the research). The
interviewees, by the fact that they bottle-feed in an era where breastfeeding dominates fur
midwifery, are clients with relationships that cause dilemmas for midwifery -- this point is
readily apparent in the main research questions. However, the mothers’ perspectives, which
were extremely critical of midwifery, create further dilemmas that deserve consideration. The
research questions, therefore, have been broadened to allow investigation of their concems to be
incorporated as the main focus of the study. A paradigm of interpretism guides the inqtiiry of
this thesis. It allows for the inclusion of empathetic human feelings, intentions and beliefs
(Bumns & 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 ma:g;nahsed, especially by m:dwtve
' Chapter Four describes the ways in which mothers felt. margmahsed by mtdwnferfs

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 offersa
constructive comparison of the different points-of-view of bottle-foeding mothers and
nudwwes on the 1deal chent-rmdwnfe relatlonslup during the establlshment of - mfant
feedmg ' '
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o The mothers ' ongoing satisfaction with their decision to bottle-feed

Chapter Five describes the mothers’ “bottle-centric™ views on both breastfeg'ding 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.

o 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 information, Chapter Eight focuses on the
'_ mothers’ varying levels of satisfaction with hospital services, The participant observation
findings of the study’s investigation into midwifery’s professional practices and policies are

particulacly pertinerd to these chapters.

The analytical chaptérs of the thesis encompass concemns from both Phase One of the study, the
| intervie@vs 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 dilemmay; they are required to "protect,
promote and support bréastfceding" 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 soliniqn to this prdblem. In tlﬁs context, the study
~ is timely in presenting the issues in ways that consider the largely neglected perspective and

i:xperie_nces of bottle-feeding mothers. -
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CHAPTER 4 - Bottie-feeding Mothers' Experiences of
- Marginalisation Within Midwifery's Pro-
breastfeeding Policy |

Th.is' chapter begins lo-address_the most pervasive of all the analytic thc'mes. of this thesis

re'ga_i-ding the sense these mothers gave to their bottle-feeding experience's -the prqblcih of

being marginalised, Marginalisation can occur in a number of ways, often unconscid'usly,

" because institutional practices and discourses aim to natm’ahse relations of dommance and
subjugation, privilege and marginalisation (Fairclough, 1995) As such, the term “Baby
Friendly" from current pro-breastfeeding hospital policies sounds hannlcssly 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
ﬁiarginalisation also occurred through the inter-related negative attimdes 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 theé_d mothers, |
it is also important to understand and cﬁtiéally interrogate the perspeétive of ini"_dWivés. The
* underlying position of this thesis is that pro-breastfeeding midwives are not contrari}y_ or
opportunistically abusing institutional poﬁér in Itheir interactions with bottle-feeding mothers.
Rather, they are located in powerful institutional discourses and constrained by formal 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-expert clients', applies to questioning the
midwifery profession’s attitudes about boitle-feeding:

[We should be] trying to unleam that privilege .., not for working through more effective
transmission strategles but for helping us leam to analyze the discourses avallable to us,
which ones we are [nvested in, how we are inscribed by the dominant, how we ara
outside of, cother than the dominant, consclouslyfunconsciously, always partially,
contradictorily.

(Lather, 1991, pp. 88-100}.

Although Lather did not relate this imperative to health institutions, it appears to be wise advice
for hpalth professidnals, because in health care empathy is paramount. '

! Patti Lather (1991) was examining the power relationships In her field of adult education, and exploring the possibilitles
of emancipatory pedagogy. However, the sentiment applles well to this thesis' exploration of the power relationship
batwesn health provider and health cilent, In relation to Midwifery's educational role, and in this instance, In ralaﬁan to
the midwifery profession’s attitudes towards clients whose choices differ from their preference.
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B The present chapter will prowde transcnpt ev1dence of the sense ot' margtnahsatton amongst the
".bottle-feedmg mothers and damaged trust m chent relattons evident even dunng childbirth
_ ..expenences, and lt analyses mothers ways of | coptng It also dtseusses why mtdwwes 1n.'
: companson to general practtttoners and other health provrders, were percetved as unhelpﬁ.ll and
antagomstlc towards this client group The chapter mcludes a Mtthfery perspectwe, pomtmg '
_out ‘that poltcy dtrectlves presently d.nve the. professmn A ﬁnal sectton expltcatcs the
'dtfferences of perspectwes m terms of chents nght to chotce between bottle-feedmg mothers

and Mtdwwes

Bottle—feedmg mothers’ sense of margmahsatlon B

'The women explamed that thelr dectsmn to bottle-feed was undermmed and not given adequatc

. support by mldwwes Margmahsatlon as a concept 1mphes bemg unfatrly sut:] ected to fewer"

- .nghts or- less 1mportance than a dommant group through thc use or abuse of power It is

- _qualltatwely different to recogmtton of bemg in the wrong, and has greater ran‘nﬁcanons than a

smtple acceptance of dlfferent oprmons

It 1s 1mportant to note that the’ general categonsmg of ‘health professtonals is madequate _
__because many of the bottle-feedmg mothers had dtfferent posrtwe or- negatwe expenenccs_ :
| accordmg to the- dtfferent professtonal groupmgs -In general doctors, espectally general-

pracntloners (GP's) were found to be non-Judgemental and!or supportwe of each- mother § |
declston to bottle-feed Most of the mothers cnttctsm was levelled at mtdwwes, and to sorne "

_ extent chtld health nurses

_ No margmahsatron by general praetmoners, & llttle from chlld health nurses

' -'All twelve mothers in this study made posmve comments about the doctor wrth whom they

. came into contact No doctor questloned these mothers’ dectsmns to bottle-feed thetr bables .
. _The followmg comments were typical of how the mothe:s felt happy and relaxed followmg :

- meetlngs w1th these professionals,

B _ Ergnc:@ aggr'ecmred recejving supportive approval and ggs:rwe rgmmon fram her' doc:or
~+.. - Froncine (0B): ..she (doctor) supports you in what you are.doing  (bottle- -
T feeding): she never makes you feel guilty, she JUST makes you fe.el o
good and that you are coping, I liked her (doctor) R L
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isa's fell her doctor was supportive in advising her to find what syi ted her.
Lisa(11): © © -~ My doctor was very supportive, he just said feed her (baby) -
SR whatever wey is best for you und then yeu will be more content

T'errr feh‘ ar eas'e wi ﬂr her dac tor who drd nor guesrron her chotee ro borﬂe- ﬁee A '

~Terri(12): .~ He didn't question me at all, I think he just accepted that this
SR was rny decision. He (doctor) said Just come and ‘see me if you
-have any problems. I felt at eaSe ond felt hoppy gomg back o

. see hlrn nfte.r' that, - IR R

What can be seen by'lhe abc'we:commen'ts is, that as 'welll as the mothers 'feeling s‘upnor‘ted and -
unehalienged by thelr doctors the comments reveal the apprectatton by the mother of bemg able '

3 .to feel comfonable .

Fewer mothers commented nehattvely on thc ehtld heallh nurses' attttudes Typrcally, the :

'.'mothers expeeted to encounter a ne,t_,atwe attltude when they knew the ch11d health nurse was -

pro- breastfeedmg (oﬂen Chlld health nurses teach ante natal classes as a consequence thelr
'_ .reputauon 1s. wtdespread amongst the new mothers) However mostly they found the Chlld
* health nurses acceptm; wuh varying degrees of helpﬁllness For examiple, Ltsa reported she was _
afrard totell her commumty basecl cllmc nurse that she was bottle-feedmg

Lisa (ll)._ Before we went to see the clinic nur‘se . we Were a bit seured to tell her.
' we were botﬂe-feedmg ‘we were pretty nervous ubout it. uctuuily But the
baby was doing well, sleeping well, nnd every'rhlng was gomg fme But we

. felt we were Iettmg her down . .

Jaekte no!ed her chtld health nurse did not dtscuss lnfant feedmg wtth her
_ Jackie (10)_. (The child heaith nurse) never menﬂoned it, so. Just occepted that that
. ' ' wos my chonce (to bo‘rtle-feed) ' '

- In'this case, the absence of any comntent was taken to be acceptance.

These findings sérve"'-s a remind'er o'f the need 'for an'y health 'p'rovider to-pmvide support of the
' mothefs dectsron and butld a good rapport to ensure ongomg consultatlons should problems'

' anse

Margmahsatton by mldwwes in partlcular

__ 'Mtdwwes are in sustamcd contact wrth new mothers in hoSpltal at the crmcal tlme when infant
-feedlng praettees are being estabhshed Mtdwwes are ‘also eonstralned by pro—breastfeedlng,
hospttal policies. In this eontext 1t should not be surpnsmg, to find that the maj onty of. negatwe
events descnbed by the bottle-feedlng mothers referred to mtdwwes The BFHI puts. the onus
on. the hospttal to set target goals for their breastfcedmg poltcy Although the goa[s specify

aspects “of the hosptlal ‘environment, educeuon progra_ms and marke_tmg ma_tenals, rather_than.
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women's uptake of hreaslfeediug, the target goals often mean that hospital staff will persist in
_tryirtg o chan'ge the mother's decision if she chooses to bdttle-feed Implicit in the dominant,
..professmnal world—vtew is the belief that the role of the professmnal is to diagnose, prescribe
_and trcat (Playle & Kecley, 1998). The role of the mother isto comply Non-compliance can be
seen as a behavrour that challenges the professronal and lhlS led to the mothers feeling unfarrly
| _-.treatod The ﬁndmgs were that m1dw1Ves use a ntunber of approaches that the bottle-feedmg

mothers found Obj ectlonable

. Gun'r tacrrcs | . . : . L
The bottle-feedmg mothers drd not feel gurlt about thelr chotce but they did fcel that mtdwwcs
amtudes were meam to make them feel gurlty 'I‘ern explamed how new. mothers are made t0

. feel they are ‘domg wrong in their decision to boltle-fced

Terri (12): .if you listen fo the mldwwes . they make you feel thof you are domg'
C ' wrong by choosmg bottle-feedmg

Claire also talked about how sho was made to 'fecl bad‘ ahout her decmon to bottle-feed her
baby: - ' : '
| C_Iuir'_e tOb): Co They make you feel bad abaut bottle-feedlng, ||ke you re nor daing mght by

1he huby That's what came across to me when I was in h05pltal
. Lisa extended the suggesttons that she had made a wrong de0151on about hottle-feedmg to-
: feclmg that she was being regarded asa 'bad mother".

Lisa (11} They look on you s a bad mother because you have decided to bottle-feed
' as if you are doing some harm to the baby. But I knew T wasn't because she
was putting on weight and (she) was a very happy baby. - -

' Mrdmfery s prejudrce agarmt borr!e-fecding oprmn - _
: The women felt that mformatron about boltle-fcedmg. was neglecled Thls was lntcrpreted as.
B blas on the part of health-professlonals and evidence of a lack of support 10 bottle-fecdmg 3
Imothers 'l'he predommantly negative attttudes towards bottle—feedmg and lack of usefui and.
"relevant mfonnauon from health professronals was seem, at best as. meffectwaness and at
-worst as a form of coerclon To these mothers the chotoes were equal and deserved cqual

: consrderat:on and pnor trarmng o ' ' '

Sandy (09) At the onre-nutal class they should say. there are two woys of feedlng.
_  there' 's breast-f -edlng and there's bottle-feedmg, and. then fell you about
- both. It's okay 16 say that breast-feeding is better, but they never tell -
yoll anythmg about bo'r'rle—feedmg except to say how bad itis.

' Bottle-feedtng mothers cnttctsms about the poor quality of informiation consrstcntly occurred in.

" the interviews and itself was a srgmﬁcant suategy in tmdwrfery s nwrgmahsalron of bottle-feedmg
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The mothers felt that no respect was afforded to their choice of bottle-feedmg For example.
. Sandy said it was given second class status: -

- ‘Sondy (09% Tt shauldn't be bottle is the second class [choice] ... I reo"y feel that
that's the way that .. you walk into a hospital that' s how it's looked at,

- And the Nursing Mothers' Associstion, that's big pressure towards -
breastfeeding, ond how dare you bottle-feed. I d like to see it treated as" :

an equol [cholce] . P .

Many bottle-foedmg mothers felt that nudwwes dld not respect or support lhelr cholce Rather _

3 they were d:sapprovmg lowards lhe mother

_For cxample the nogauvc atmudo bothered Llsa . _
" Lisa (11). _ A few of the mldwwes were no'r very nice 1o me when 1hey knew T was_
boﬂle-feedmg xo, no'r ver‘y nice at oII : '
R also bolhered Clalre

Claire (06). " So they weren't very happy when 'rhey knew I was r'eo"y gomg to bofﬂe-
: feed. Not one person was hoppy with me. .

' Pre.ssure to brea.s{feed _ N

.Several mothers spoke of how mldwwes tned to force women, to breaslfeed Donna who had
been able to resist the prcssure with her current baby, told of how she had succumbcd to the
_ pressure with previous babies, ' o ' '

Donna (02) [referring to her prior experlences] They made me breas‘rfeed the 'rwms '
- 1 r'eolly dudn't want to I sfopped when I got home from hoSpltaI

' Clalre felt thal lhe hospltai tnod to 1gn0re her choice.

o Cle’ e (06) . They osked me what T wonted to de, I think that wos when I went ta the
" hespital first, I said I wonted to bottle-feed him, and they gm.re me all
- these pamphlets on breast-feeding and just said, ‘Think about it,’, and'T’
- said, 'No, I want to bottle-feed him', and they said, 'No [unclear]' and T
- said, ‘No, I want to bottle-feed'. So on the slip they have they put nothing -
~ down. They didn't put bo'r'rle-feedmg they jusi left it blonk s lf 'ro say I
‘was thmklng about it, - :
The 1gnormg of Cla:res choicc at adrmssmn to any health prowder aware of‘ M1dw1fery po hcy

| in relauon to the NHMRC Guldelmes for Panont Cholcc (198'?) is dlslurbmg

The lack of aoknowledgment of a ollent's decusmn can resul{ 1n lhe woman feohng ohallenged
and unsupportod at a time when she is cmotlonally vulnorable. Whllst such effects are not
nommlly compatlble with m1dW1fery s goals o{' caring hohsnoally for women and bables some

o hospltals rnust be uncloar aboul the poml at whlch hospltals must’ acoopl a molhefs oholce 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 poiicy_ guidelines that include the baby being put to the breast at birth. |

o Crmasms and dlsapproval of bort!e feedmg _ o
" Thc mothem felt lhat thelr boule-fecdmg chmcc was cntlclsed and that they were treated badly' .
._becauseof:t ' _ _ o - R '
Imogen (01) fhe'midwifé said, 'Ch you waﬁt to boffle_f_eed,’ oh na, you :an"t. If's like
" “you're not a natural mother then' Well no, I AM a natural mother, I'm

Just not a breastfeeding mother. - ' '

‘Francine (08): . And they make you feel like because you're not getting that skin on skin
- " contact that you're not bonding. And that's the big thing. People are
" constantly saying that, How can you bond with your baby if you're not
breastfeeding it. And I say well he grew inside me for 9 months, T ﬂunk
* we're bonded (laugh), we're pretty much bonded now.,

The mothers felt un_juslly treated, In thcxr view that they did not deserve the negatwe attitudes
of mldwwes in whose care they had bccn placed They resented all attempts to make them feel

gullty or like bad mothers

- 'Case'study' of emotional i'mpact" wh'en values are' marginalised B
The following case study illustrates the dcpth of emotlonal expenence of one mother: .

A key point for practlse ansmg from the case sludy is that momentary and transitory encounters

for health professionals become Ilfetlme memories for molhers

Jackle {10): A case study

The single encounter between professional and patient can be very imporant. 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-term influence of her first negative encounter had a devastating effect on future encounters with
this very same midwife.

Jackie outlined the whole process of encaunters 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 emohonal extract from Jack1e S
narratlve she recalls how the midwife questicned her values:

1 had an interview with the midwife at (the hospital name), and she asked me how I was
golng to feed (my baby) and I said that I would be bottle-feeding. And she (midwife} said,

‘can T 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 again, why? '

~ you know, and I said, ‘that's all I can r'eally say'. '
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The implication for Jackie was that she had to justify her values while the mtdmfe. assumlng 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 heaithy and
unhealthy actions, that is, breastfeeding and botile-feeding, are objective and not culturally bound. In other
words, these standards are value-free. Thus, resolution of confiicting 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 mldwlfe) came in ond I thought. I rzcogmsed 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 (dBCISIOH) And
I just .I didn't say cny?hung, I just ignared her. ' :

. Trust is a two-sided refationship and arises from what health professionals and chents do.and how those
actions are perceived. Good intentions can be misinterpreted and unsupportive behaviour or comments

can hinder positive relationships. 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;

T didn't trust that she (the midwife) could get me thraugh it (the birth), Do you know what T -

mean?.. She grabbed my hand and she said, "okay we'll get through this'. Because I was 10

ems and T had to push as the baby's head was high, ..and T 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, 'T'll get you through this, when you start pushing, .

o when we ge‘l’ ?hcre I’|| 'ralk you Thrcugh it' . whn‘revar' T just didr’ t frusf her'

o V|5|bly upselJacIﬂe continued,

. I thought, you won't get me Thr'ough fhis I JusT feH', g, I dldl"ﬁ' r'eclly wani' her 1'0 And
while she wos in the room, I felt very unccmfor‘fable, but I never said anything. I felt very

uncomfortable, And T saw her a couple of times on the ward and I ..you know, I'm very jolly’

end happy, and I'd always say helle to everyone, end I d|dn'1 want 1o look at her, T don'r know
lf I could even talk to her again. _ :

| -:'COnﬂict_has an emoﬁcnal 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 confiict constantiy 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. 1t was clear that this encounter had an emotional cost for her, damaging her relationship

vith the midwife, and indeed her impression of the midwifery professmn as well as scarring her memories
- of her childbirth experience. :

B Copmg strategles

o Reachcns to negatwe encounters vaned ThlS chapter has shown how Jackle suffered lastlng E

ernctlcnal pam fcllowmg the blrth cxperlence wuh a mldWlfe who she dld not trust Despite -

,such emononal paln caused by the wcmen havmg to defcnd thclr chmce agalnst current pchcy,
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. many of the women spoke about how they coped wnth the pereewed antagomsm of the
-mrdwwes Their- strategles included reconstruetlons of good mothenng, avoxdance passwe

res1stancc standmg up for themselves and havmg others advocate for theu' nghts

'One of the consequences of encouragmg breastt‘ecdtng is ‘that bottle—feedmg mothers feel that
' they are told they are dorng wrong since they are glven httle encouragement Tlus is mgmﬁcant-
| .'because 1nfant fcedlng is mtncately tntertwmed with cultural and personal ncttons about. good
: .mothermg As @ consequencc ncgatwe messages about bottle-feeding become negatwe
- messages about mothenng The health message, therefore, became 1neffectwe because bottle-
-feedmg mothers stmply ‘dtg inat the trenches and develop strategres to Justtfy and sustam thelr '
_position on bottlc-fcedmg The outcome is frustrated health professmnals and mtserablc mothers _
~who feel unsupported and who often contmue in their plans to- bottle-feed ThlS mtght be

: cl_asmﬁed as a lose-lose situation where neither the health p_rcf_‘e_sston nor th__e mot_her_ benef t.

| Reconstrucrmg def' mttons of gaod moﬂtermg _ _

: -The mothers reactions were to construct their own ideas of good mothermg, 1ncorporatlng the
1mportance of bottle—feedmg Howevcr, they struggled to do this because they were on the

.defenswe agalnst professmnally def ncd care practlces for infant- feedtng (As Jackie explamed
the struggle arose from such extemal pressure She knew what good mothenng meant to her and -

' 'she wantcd to getit rlght ' e '

T ncl_ce (10). While T was pregnant wlth rny flrst T kriew thct- I did not want o
" bresstfeed. So ..I struggled a bit because I knew thct the pressure was
. there to breastfeed, and breastfeeding being the best way, but, .. T felt
. that T wanted. 1o bottle-feed, it was very important for me ta be cble ‘te At
- was rny first time at mothering, I JLIS‘I’ wonted to do it rught '

' Thus they appear to regard mothenng ina broad sense that domg 1t nght can 1nc1ude bottlc—

e fecdmg

Avatdance _ . : :
-Some mothers strnply avorded the battle by qutetly 1gnor1ng mldwwes and keeplng as sdent as
' they could Francme for example B

Fr'ancine (08) I'rs like a little ccnspwecy secret, I didn't want thcm tc know but I've got
. to-feed him somehow (lcugh) Yeah, You feel like you re keeping a bit of a
secret ... it just felt like, .. you know, I was bcmg a bit naughty (Iaugh)
" bit deviant. -T thought they might 1h|rlk that T was frying to get the eesy_
way out, but it didn't really concern me that much about what everybody -
~ “thought, It only rnetters whnt the baby needs 0 I was gcmg tc de it
- (bottle-fced) anyway - S -
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Francme talked about how she felt she was devrant although 1t did not appear to upset her too

. much s1nee she was ltght-hearted in her response

Passrve resrsl‘ance '_ _ _

However. when lay detemunauon encountered professronal 1mperat1ves and hospttal breast-
_feedlng pOllClCS, the outcome was somettmes passwe reststance ‘Women complted wrth breast- '
feedtng in hospital only to change to bottle- feedmg when regammg autonomy in thelr own
E homes Earlter in the chapter Donna was quoted as domg ]ust this with her prevtous newboms :

and Penny was quoted as having heard many stories of women domg thrs

' Standmg up for rhemselves

Mothers in this study were aware of the poss1ble coercton they could face and this made them
all the more adamant that they would feed thetr baby the way it sutted thern They had made a
conscnous decrston to. bottle-feed Natasha, like all the other mothers, was very deﬁmte in her

decision: - . R L _ L
Natasha (05} T know ther'es"o Iot of pressure her'e"(AustroIiu) to breastfeed, dnd 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 robody's gaing to make me do it
either. It just was never r'eolly a ehmce for me, I never considered

--Ibr-eosrfeedmg . : :
The classnﬁcatton of Natasha 5 reSponse as resnstanee or opposmon depends somewhat on the
perspectrve taken from her pomt-of-vlew she was. bemg self detemuned and’ postttve in her
ehmce to bottle-feed Nevertheless m the - hospttal eontext remstance or' standmg up_" to

| authorrty was oﬂen a necessary strategy to sustain the personal chonce to bottle-feed

'-Use af ad’vocares L _ _
- For some use ot‘ advocates became necessary, as Imogen mdteated She gamed the support of '
her baby ] father and her doctor to overcome the pressure from the mtd\vtfe 1o breastfeed '

Irnogen(Ol). : Well the rmdw:fe thot was m the dehvery room, she sold do you wont to
- . give him a feed?', and I said, ' no, I don't, I'm bottle-feedmg 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 ndvon'roges of br'eostfeedmg‘?' Then the doctor (name)
- who was shtchmg me. smd "o, Imogens made up her mind, shes bo'rﬂe- ’
S feedmg : o :

In sumrnary, the mothers reactlons to professronal negattve attttudes and negauve encounte
- were: rcconstruetlon of good mothenng, avotdance, passrve resrstance standmg—up for :

themselves and havtng advocates to defend thetr deetston The reacftons 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, Howevér, the women were left on the outskirts of midwifery care and lacking
confidence, not in themselves but in the health profess.id_nals‘ ability to care for, and support

them,

International differences

The iniportancc 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 determination to
exercise choice in infant féeding practices. Some of the mo.thers with international experience
noted the strength of the breastfeeding messages in Austral:a Sandy had expenence of
midwifery care in each of the United Kingdom and Australia.

Sandy (0%) There's a big thing going on towards breastfeeding over here, (in Australia)
whereas in the UK it doesn't seem fo be so forthright .. really the
midwives here are very pushy trying to make everyone br'eusffeed

Natasha gave further evidence of this different international experience.

Natasha (05);  InIreland all my family bottle-feed their babies, 50 no one even asked me
how I was feeding her (the baby). It seems there is such g push for
breastfeeding here (in Australia), but they wouldn't need to push me
(laugh),

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 déveloped 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 immutable.

Comparison of different points-of-view in rélatidn to feeding choice

For mldwlfery, having a strong policy directive w;th support malcnals, such as the BFHI, is a

useful step for developing professionalism. The prospect of having ac::redmng powcr has also
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been welcomed as an opportunity for the profession to establish its goals in hospitals. The
negative outcomes_déscribed in this study are, in general, an unintended consequence of the pro-

breastfeeding stance.

A particularly common label appliéd 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 information.
Failure to do so is interpreted as non-compliance. Bottle-feeding mothers are not compliant®
‘but they are self-determined. What is important here is that mothers who choose to bottle-feed
are labelled non-compliant (Marsch, 1998). Defining and asscssing compliance in health féare
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 profcséionals
want them to do”. The term ‘coincides’ used in the definition offered by Héynes (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

terminology 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 conc_eméd. 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 (Barklay, 1994) focuses on how
the health professional felt in these situations. The mothers’ feelihgs were hot 'diSpussed.
Co.mmon terras used to refer to mothers who do not breastfeed include: non-adherence, non-

compliance, failure, refusal, unwillingness, reluctance, and non-cooperation (Fawcett, 1995),

In Australia, administrative hospital policies set targets for the number of new mothers who
leave hospital bfeastfeeding after the birth of their baby. “This raises a number of interesting
questions about parental autonomy in deciding infant feeding practices and professional control.
There is a view that health prdfessionals 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 profeésionals gives them the authority to define the

mother as a client or patient, and to determine what is best for her, In brief, the professional

? Strictly speaking, botile-feeding mothers merely pose a "problam* for midwifery by nol taking up the profession's
preferrad advice, However, since bottle-feading is a legal option, those clients are simply difficult, a disappointment and
somelimas accepled. "Non-compliance” Is a 18rm more often applied to extreme casas where people are nol protecting
themselves against immediate and serious health risks, such as not adequately caring for post-operative wounds or
refusing madicine for severe mental ilinesses. Occasionally, debates are sparked bul rarely prograss over more
nebulous concepts of non-compliance, such as propositions to refuse health cars to obese peaple or smokars.
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judges the appropriateness of the mother’s infant feeding decision thereby undermining 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 6f 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 ‘lcnowing" is interesting as many mothers
in this study said they knew that bottle-feeding was rig.ht 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
(NHMRCY)’s (1987) guidelines. For illustrative purposes, the differences in po_int-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 1

Differing perspectives on client/midwifery relations regarding infant-feeding choice

_Choices In health care

TSR O MIOW (PO ot 2 v et e e
_NHMRC ’ 4
Patlent Choice’ p.o.v.} Bottie-feading mothers’ p.o.v.” | Midwifery's p.o.v.
By midwihves ushing breastieeding, the | Mothers wil not be able 1o make an

choice of bottle-feading is mis-
represented as being uncaring,
nor-viable, and always a health risk.

informed choice until we have
explained the bensfits of
breastfeeding_and the risks of
bottle-feeding®.

Tha right to be informed

Mothers have a right to be given
full information about bolh oplions,
breast and bottle. Midwives
should support mothers' choices
and should assist botlie-feeding
mothers to cope optimally, not just
breastfeeding maothers,

We have a duty to inform
mothaers that breast milk is best,
It is detrimental to public health

to display the formula companies
perspecives.

The right to safety

Compared to the ante-natal focus
on breastfeeding, bottle-feeding
mothers are not sufficiently trained
about formula and sterlising
botlles to be weally confident.
Breastfeeding mothers are not
routinely taught how to prepare
formula.

Every maternity hospital has a
"Care Plan for Post-natal
Mothers™ whereby essential
basics must bs taught before
dischargs, and there s a saction
for botle-feeding sducation that
is taught to botlle-feeding
maolhars,

Tha fight to be heard

Once the choice to bottle-feed is
made, midwives should respect
our reasons for declding it suils
us, and respect our experiences
of coping well with our babies.

Strict guidelines snsure that all
patients receive adequale levels
of care, Midwives follow WHO-led
professional Policy to promote
breastfeeding .

The right to redress

Mothers in this study did not
discuss issues but they did
complain  of leaming about
formula by trial and emor dus o
poor Child Health Clinic advice
about formuta. This was revealed
when %iven advico at the

‘{ chemist..”.

Ajming to be "Baby Friendly”, our
priority is to promote infants’
rights to be given optimal
nutriion. BFH!  guidelings
require that only necessary
information about formula is
provided to those who nesd to
use if,

This comparison highlights how bottle-feeding mothers have an expectation that they have a
right to be provided with full information about both breastfeeding and bottle-feeding and to be

supported in their own choice, Most of their criticisms stemmed from these unmet expectations.

? Tha NHMRC's Point of View column takes the fiva main paints from NHMRC (1987} guidetines for patient choice.
* The Bottie-feeding Mothers' Poinl of View column reconstructs some issues arising in the Interview data. Each tssua is
fully illustrated and discussed at various polnis of the thesis but not necessarily in this present chapter,
% The Midwifery Point of View column Is a re-construction of various policy documents. This point-of-view on Patient
Choica is takan from: WHO/UNICEF's Ten Steps to Successful Breastfeeding.
®WHO International Code of Marketing of Breast Milk Substiluies,
"The BFHI slogan is te "Pramote, prolect and support breastfeeding”
® Public criticism of the BFH) policy accurred more widely when it was new. For example, a UK edltorial in 1898 in
Nursing Standard argued,
[An] area that must worry nursas and midwives is that they could well be breaching the UKCC
Code of Professional Conduct by withholding impertant informatin, If a baby became seriously ilf
or died because the mother did notl have {he necessary information about formula tesds who
would be rasponsible - the [BFHI) trust or the individual health visitor?
... Nurses, midwives and health visitors are professlonally accounlable as Individuals,
... Whataver good intentions are behind the Baby Friendly campaign, the drive towards
breastfeeding has gone too far,
{Caswpy, 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 1o client are the likely result,
and this can be very upsetting to bottle-feeding mothers and damaging to their raﬁport with

health providers, as this chapter has shown,

The evidence 5o far has demonstrated the extent 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 éonsiderably worse

service than the breastfeeding group.

Conclusion

This chapter has documented concems by bottle-feeding mothers that they are marginalised by
the negative attitudes of midwives towards them. An examination of professional directions
such as the BFHI policy documents would suggest that the promotion of breastfeeding has
indeed resulted in a lower privrity being given to developing services for this group of clients,
even though they have been a formally 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 of 90%. 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 rrwy be unacceptable because within the Australian health care
© system, midwives are the healih-carc-provfders with responsibility for establishing a/l infant

feeding.

The implication is that more complex professional st_':ategiw, models and guidelines may be
needed to cope more sensitively with clients choosing to botile-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.

81



CHAPTER 5 - The Mothers' Bottle-centric
Comparisons of Breastfeeding and
Bottle-feeding

It is of concemn in Midwifery that, despite advice to breastfeed, many women still choose to
“ bottle-feed. Typically the focus of research into this concemn 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 theory research normal 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 interventions to edacate 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-feeding'. In
contemporary Midwifery literature on infant feeding, both pro-breastfeeding® 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.suppon the marketing approach’. Positive discussion
about the Baby Friendly Hospital Initiative {BFHI) has regularly been published in the ACMI
journals. Indeed, recently an additional ACM! 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 o bottle-feed, which are rarely reflected in the recemt

professional literature, Boltle-fe:ding mothers' experiences left most of them feeling frustrated

1 Far example, Durdle {1996, p. 186) wrote, *In just ovar 20 years, most peoples’ atfitudes to smoking and to Jrink-
driving have moved from complacency or indifference 10 positive condemnation. The challenge for us is lo turn around
the negative attitudes o breastfeeding in our society.”

2 In recent Australian literatura, for example, Mauraen Minchin has mentioned tha prablem of such deficit models of
mothers, clalming thal in fact it is professionals who are at fault for not praperly informing methers in not wanting lo
make them feel guilty about bottle-faeding. Sarah Blaffer Hrdy {2000) datails this issue with examples of rasearchers’
so-called wisdom being snaped by and shaping of ideologies of motherhood.

? I recent Australian literatuze, Lestie Cannald (1995) critiquas tha deficit model of botile-feeding mothers, claiming
many mothers have good raasons 1o choose bottle-feading that get ovarooked.

* The marketing approach to breastfeeding typically occurs inits promation from editorials to letters. However, the
slightest hint of bottle-feeding mothers having needs will typicaily spark responding letters defending breastiesding ang
ofien 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 i gnored; _ .
Sandy {09): They (Midwives) make you feel that you cre second class, they
never consider why you might have chosen bottle-feeding.
- The sense of being uﬁhcard {or heard but always considered to be wrong) is one dimensicn of

how bottle-feeding mothers felt marginalised by dominant Midwifery discourses.

This chapter wiil examine some key terms about infant feeding that frequently occur in
ideological battles over which is the correct way to feed infants. Then the mothers' bottle-ceniric
views of the disadvantages of . breastfeeding and advantages of bottle-feeding will be described.
The final section of _chaptcf 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 biclogic reasons for breast-feeding (Hartmann, 1997) are especially well established in
Midwifery discourse. For exampie, the antibodies in breastmilk enhance babies’ ability to resist
infection (Howie, Forsyth, Ogsfon, Clarke & Forey, 1990). This generalisation is now
comﬁliéated by the transmission of HIV/AIDS fhrough breast milk, Further, in lactating
mothers, the release of oxycontin minimises postpartum blood loss (Du v Florey, Leech &
Blackhall, 1995; Newcomb, Storer & Loﬁgneckcr, 1994). Nevertheless, in é 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 concem in infant feeding encompass emotional and interpersonal relational
aspects, However, these aspects of health are removed from direct obscrvatibn. As a
consequence, there is considerable scope for dogmatic assertion about what is taking placé.in
regard to total health, Several of the bottle-feeding mothers in the study weré 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 confinued to fcgard
them as not giving their baby the best. Midwives know that oxytocin dilates blood vessels
 creating the pleasurable giow that in breaét-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 su.fﬁciem 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 permeated 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 less as sound reflections of data and more

as an indicator of heated opinion and ideology.

An overview of the literaturc matched with those concerns raised by the mothers suggusts 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 formed the basis for this study's finding
that it was a shared belief amongst the mothers. The term has wide popular usage, even amongst
many health professionals who often speak of nebulous issues such as matemal 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 all importan!, 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 evaents
around and socn after the time of birth can readily or seriously distort either the
development of the infant's parsanglity or interfers with the growth of maternal love and
attachmant.

{Sluckin, Herbert and Sluckin, 1983, cited In Minchin, 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 goals, whose mothers imprint on their smells
while licking off the amniotic fluid right after birth... . Nane of the research on bonding
came from primates, who are far more flaxible in this respect. In stark contrast to
primates, shesp are intransigently discriminating about which bables they will accept.
Unless the baby smeils just llke 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 térms of infants bonding with their mothers. More recently, it
is used in terms of fathers 'bonding' with their children. This is discussed by Barclay and
Lupton (1999) who describe it as a receni discourse of westem society, central to some men's
symbolic meanings of 'mew fatherhood' along with ideas of 'being there' and ‘involved
fatherhood'. '

The mothers interviewed for this thesis do not support notions of "bonding” in its strictest sense,
which is that chemical imprinting during early lactation is essential if a human mother and baby
are to form 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 committed to caring for their infant, fare better in
developing the commitment if contact is not delayed more than 72 hours. However, while early
contact may be helpful and is preferable, in normal 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 pfopcr
maternal feelings in humans has not been proved, However, as the mothers in this study used it,
vonding has come to stand for the forming 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 bending, something less dramatically sudden and more
sustained is considered to develop the special feelings between mother and baby, It is termed

matemal attachment behaviour, or shortened to ‘attachment’,

Bowlby (1958) in the late 1950'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 {sic] world in general, present
and future, A secure infant is far more comfortable, even in his mother’s abssncs, than
an infant in doubt about his mothar's commitrmeant.

{Blaffer Hrdy, 2000, p. 534)



There is a biologic basis shared by all mammals for a symbiotic mother-infant feeding
relationship to develop. Howsver, 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 contact 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 otien 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 1980's a Task
Force on the Assessment of Infant Feeding Practices and Infant Health issued a statement, "a
maother should not feel that she is doing psychological harm to her child if she is unable or

unwilling to breastfeed.”

Involved mothering 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 contact is essential and is the

key to successful attachment.

The late 1980s marked a high point of optimism for breastfeeding advocates, and studies
comparing 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:

Qveremphasis on either feeding method by health professionals and others tends to
create additional stress for mothers who are trying to form relationships with their
newboms...health care professionals can best promote matemal-infant attachmant by
supporting a mother's chosen method of faeding.

(Martone & Nash, 1987, p. 213)

It is in relation to the concept of attachment that much of the attitudinal marginalisation of
bottle-feeding permeated 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 breastfeeding 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 ph);'sical pleasure
from the relationship is applauded. The socio-biologic explanation is of oxytocin let-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 love. 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 congider thal
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 Minchin'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. Postmodernism has a technique of 'de-constructing' powerful discourses, to show them
as fictions or effects of ideological positions more than représeming 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 waaning in those rare cases whare other children feel aft out when
the mother breastfeeds.

3. Rather, they suggest practical 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 all 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 undsrtaken a rasponsibility to another person, their child.

7. | personally believe that no adult has the right deliberately to put hig/her wishes ahead
of a child's most basic nesds.
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8. and breastfaeding is a basic need.

9, Adult sexual gratification, or male jealousy and immaturity, is not a good enough
reason to daprive an infant of the only suitable food far the first half-year,

(Minchin, 1885, p. 175, numbering added}

The following analysis will show that claims are made very easily about unobservable issues

such as emotions. The various accusations made 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 bfeastfeeding 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.

That the mother should meet the infant's needs to be breastfed above previous children's rare

feelings of being left out is established.

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,

Without even mentioning the words preferring bottle-feeding, a dramatically contrasting
picture is given of those families. The discourse introduces some well known fopics from
the field about how new parenting can invelve 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 formula milk quite satisfying,

The parents' 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

50 bad they cannot be resolved alone.
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. 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 normal
. people who do provide for their baby by buying and preparing formula, their choice to
bottle-feed is discussed as forgetting their responsibility as adults, '

. 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.

. 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 boitle-fed babies do get fed. Thus it is an opinion not a

fact to call breastfeeding a basic need:

. The fact that a baby may be fed formula 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 former 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 to breatfeed for six months against adult sexval and emotional traits,
Thus, if the fiction;succeeds in its work to hide the fact that bottle-feeding can be nutritious
and to hide the fact that preferring it is riot 2 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
. comstruction is not describing normal bottle-feeding parents, but it is very sinister in

pretending that it dees 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 are an

- outcome of an exercise in ideclogical mythologising rather than of real obscrvation 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

parente. It is deceptive and marginalises people who bottle-feed. This deconstruction, in
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refiating such opinions and moralising statéménts, re-bpens the possibility, that is better aligned
wnh research, that all comxmtted parents, whcther they breastfeed or bottle-fccd, havc quite”
..s:rmlar emotlons towards thelr babies ‘and smnlar problems in adjustmg o changed fanuly '

relatlonshlps

Momis in mfant feedmg clw:ce _ _ _
Morallty is pertment to the field in a range of open and subtle ways It has’ unmense relcvance '
to formmg_ opinion and promoting directions for professmna_hsm. For midwives, the imperative
to be _éaring carries with it a concern to know what is the ﬁght thing to do. This scc{ion suggests
-that morality is yet another nebulous, slippery concept that is applied to the contested domain of

infant feeding,

A pertinent example 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 i'n
. women's baby-faading decisions.

(Earls, 2000, p. 328)

© Yet she dismisses her interviewee’s stated desire for fathers' mvolvemcm in bottle-feedmg as a
Justlﬁcanon (that is, claiming a morally good reason for having chosen to do somethmg 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 follbw-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 behavihg in inconsistent and ii-rational ways when

choosmg what they know is the 'bad' option of bottlc-feedmg, and the followmg demonstrates -

her dlsmlssal of the desire to involve the father:

Other studies have also pointed out that women can justify lhelr.de'clslon to bottie-feed
by suggesting that It is a way in which to involve the father in the baby s care {MUrphy,
1999},
{Earle, 2000. p. 328}
Earle’s data collectlon methods and data from bottle-feeding mothers are similar to data in thls

study Her fmdmgs fit closcly to somcthlng Ihad antlclpated finding. That is that bottle- :
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feeding mothers felt gmlty Instead they felt marginalised by mldwwes waunng to make them
feel gullty’ '

In the_ present. study, differing_ markedl').r frdr_n_ the c_lominam'_MidWifery_approa(:h, the bottle-
feeding mothers' expressed desire for the role of the father 'Bonding' is analysed as being sincere
and _meanit;gful tb them. Moral judgemem'i.s avoided. Ihé mothcrs.' arguments about bottle-
feeding being better are accepted as Simpiy being st_fongcr truths for the mothers than their co-
existing knoWledge of bréast being best. The mothers’ articulation of co-existing truths
 (knowiny 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. Furthermore, it is likely that the bottle-feeding mothers wanted
to indicate to me as the interviewer that they had not acted out of ipnorance of the dominant
advice but out of their own judgement and insight that was different. Their awareness of their
marginalised position would 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 mterv:ew situation settled and trust developed, the interviewees became more
confident, and in some instances outright keen, to drop their dcference to the conservative
position of the dominant discourse and to speak openly as if it were one bottle-feedmg mother
._to another. In other words, because I was not being judgemental in the inlerviéws but was
asking génuinely 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 parenﬁs‘ motives. A compeliing
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 'g'tiilt should lie
completely with professionals not prepared to emphasise that information. A Midwifcry 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 befleve themselves ta be failures in this most basic female function, they must
surely suffer considarable damage to their self-asteem. This is all thg more polgnant
when we consider that it s not the women who have failed. it is the midwives who have
failed them. ... We cannot shrug away tha burden of moral responsibility for the way we
contribute to the failure of breastfeeding. We have ¢'aimed breastfeeding as a Midwifary
gkill - #t1s our professional and moral duty to exercise it. (Rachel Clarke, 1995)

{cited n Carter, 1996, p. 151)

® Carter (1986, p. 150} warned against Midwifery's growing "dogmatic™ approach in favaur of breastfeeding. In what he
termed a *backlash™, which would be against what thls present study terms marginalisation, he cites a bottle-feeding
mother's published letter, "l don't ke breast-feeding. ... [Midwives make our bottle-feeding experience] warse [in] the
message that, If you bottie-feed, you are monstrous and unnatural, ... So why did | feel guilty when all my giri friends
were breast-feeding and | wasn't? Because 1 had been bombarded with propaganda.”
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Another issue, that is not uncommon in the llterature on infant feedmg, is aIlusrons to the publlo
_ good, generally in the form of proposmg that breastfeedmg will save socxety the cost of
attendmg to the 1llnesses bottle- feedmg causes in both the baby and the mother ‘Thisis a moral'
| :proposmon undern‘unmg the nght to mdmdual cholce showing the encroachment of -

. 1nd1vrdual's nghts to bottle—fced into burdemng soclety. L

'A teehmque for explormg moral Judgements is to assess areas of contentron in terms of who'
benef' ts. The opinions and morals of those beneﬁtmg are deemed worthy of further analysis.

For example Gabrielle Patmer’s {1 998) calculatlons of the economics of milk substltute formula' :
‘in the Philippines sought to show that its detnmcntal effect on the national economy because of
high 1mport costs. In this case, the USA benefited, Lookmg at a monthly budget of low-income
fanuhes, based on a single sample derived in discussion *#ith mvillager, Palmer'qrgued that
family units fared poorly due to large percentages of total income expended on formula costs
and related expehses of cleaning, equipment and transpoxt to hospital and doctors’ fees. The
picture emerging was of collusion between t_he main beneficiaries, formula companies and
doctors at the financial expense of poor families, not forgetting the traQic health costs to infants.

~ Inparticular, Palmer depicted doctors as self-serving in their support of bottle-feeding.

While the nmion of questioning who benefits can be useful np to a potnt, accusations _about_
being self-serving can be made about anyone benefiting from a situation. Simply to benefit nray
not necessarily make it morally wrong. For example, few breastfeeding _prop_onents would see
the hard won oolicy money to support breastfeeding as “automatically transforming- bro-
breastfeeding societies as self-serving. ‘Beneficiary organisations. would need to maintain
. themselves but would also continue with the purpose of i 1mprovmg mfant and ‘maternal health

by suppomng brcastfeedmg

This section examining key concepts around infant feeding ehoices has shown how many of the
b'eliefs 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 partioular 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
: margin'alisation with regard to their bottle-feeding. There is some literature that points to the’
negative emotional consequenecs of current practices for bottle-feeding mothers. For example,
there is additional stress on mothers who are pressured to feed either way (Manone & 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 "backlash" (Akre [unreferenced] cited in
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Carter, 1996), and lcnowledge that proposed total bans on marketmg are met with the
' dtsapproval of bottle-feedmg and breastfeedmg mothers alike (Market Trends 1994 cited in’
y Caner, 1996) However, even those research reports do not fully address the problems faced hy
'bottle-feedrng mothers Frequentiy they are framed by or eonolude somethmg about needmg '

. _better ways to promote breasifeeding. Certamly 1f breastfeedmg were promoted so mfalhbly
hat no one wanted to bottle-feed this would remove 1mmed1ate dtlemmas over pattent chotce '
| and rlghts faced by rmdw:ves However such a proposal fails to address what ordmartly would.
' be conmdered Serious issues for parents choosmg toor needlng to bottle-feed At the most such

' research ﬂndmgs of negatlve consequences for bottle—feedmg mothers are mentloned as
_ ISIgnalltng the dangers of 'dogma in Mtdw1fery James Carter, for example, states that midwives -
need better gl.udance on how to avold compromtsmg their professronal respons1b111t1es to bottle- .
_ feeding clients. He Wams t_hat professionals need to become aware of the need to femain
' objecti_ve and dispamionate around ‘.'th_e siren voices from both [pro;breastfeeding] activtst
groups and [bottle-feeding] industry” .poi'nting out that each group has vested interests bnt'they
ﬁghtagainst each other and leave the true interests of mother and child on the sidelines '(1996,
p-'153 clarification added). But no specific suggestions of how professional midvtrives can
learn to remam objective and dlspassmnate in serving. bottle-feedmg 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) an_d Minchin (1995) that have |
framed much of the dominant Midwifery discourse, Contemporary Midwifery has 'generated '
| and is bemg generated by an ann-bottle-feedmg, pro-breastfeeding movement that currently has

' become almost impervious to other perspectrves :

'.Mothers perspectwes of I:tottle-feedlng belng a wable and -
preferable option ' S

Thls section will present the mothers’ perspectlves for preferrmg bottle-feedlng by hlghltghtrng '
their perceptions of advantages of bottle—feedmg and disadvantages of breastfeedlng _
Advantages and drsadvantages are nelther stable nor consrstent descriptions but depend upon
sub_lectlve judgements For example, these bottle- feedmg mothers made the same argument.
_about portabthty and convemence of ‘bottles when going out -as' the pro-breast feedmg
arguments make about breast-nnlk bemg on-tap', “This suggests that views of whether parttcular '
aspects are consndered to be advantages or dtsadvantages will depertd upon the womens

' perspecnves more than an),r aspoet bemg Spectﬁcally an advantage or drsadvantage

| 'N_ot_ab'ly', this study found several perceived disadvantages and "advantages that are not \videtv' '
Ir'ec'ognised in the'literature, such as considering that women breastfeed for selfish reasons or
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that bottle-fed babies car be healthier In other words a finding is that the views on mfant

feedmg expressed by the mothers in thls study were "bottle-centnc

'Bottle_-eentr'ie di'sadv'antages“ of br'eaStfeeding Coe

Some of the best known d:sadvautages of breastfeedmg come from prewous ltterature in, the
ﬁeld  Gibney (1994 P ‘10), for example, lists possxble dlsadvantages of demands on the
mothers ttme, breast dtseomfort Lnablllty to see the volune of milk taken bad reactlons to the :
mothers_ diet, Jealousy by -_husbands and_mblmgs, embarras_sment in some_ culture_s, . and
incompatibility w_ith. the t_not_her:'s return to work. Other rescarch has identllied the fear of
_ '__f"eeling tied down (for example, Byrant, Coreil, & D'Angelo et al, 1992)_, and 'reeently the
relationship_betWeen_rtaturn t'.o work Iand'infant feeding facilities is even _emerglng_in some
Australian political cornrnentarlesa. - Dominant contemporary Midwifery 'litera_ture is loath to
aclmo'“tledge any disadvantages of breastfeeding. For exarnple, Minchin states, “The usual
adverse eft_‘ects cited by bottle—t‘eeding advoeate's include maternal fatigue, nutritional depletion,
exhaostion 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, u'nderlying some of the bottle-feeding rnothers‘ diseussion of their experiences with

o bottle-fcedmg were some anti-breastfeeding arguments Those arguments were based on the

: womens dlscussmns w1th other mothers, or in some mstances, based on: thelr own former

expenences

The followmg sectlon wrll descnbe how bottle-feedmg mothers quest:oned the 1mpact of breast-
'feedmg in respect of physwal dtsadvantages over-tlredness, dlsturbed sleep, depressive
dlsorders, dlfﬁcultles in havmg peace of mind about the babres food mtake and how

breastfeeding can be chosen for the wrong reasons

Needmg to avoui the physrcaz' :mpact of breasr pain
The physmal 1mpact was questioned, for example by Sandy who had nonced breastt‘eedmg

mothers in the same matermty ward were dreading feed tune

® { Ike many developed countries, Australia has a dedlining birth rate, and the trend of women's eariier retum lo work is
saen as part of tha reason for thls. Recent public discussion of this problem somefimes refers to tha WHO
recommendations for slx months of breastfeeding. Some commentators are proposing supporting mothers' dual roles,
for example, by taking up a radical ferminist calls to restructure society "ta support women in their productive and
raproductive lives” {(van Estemick, 1981},
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] 'Sa_r.x.ciy. (09):

_Onﬁ experience that sticks in my mind was when I had ny daughter’
."and T was in a 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 heorts out, and it wos like

there's o feed due, and it was, “Please I just can'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 prablems, they had crackzd nipples and all sor-ts of

things like that,

Botlle- fecdmg was seen as a way of avo;dmg physwal pam crackcd mpples and pro olcms hkc

these whtch could make feed ume an upscmng cxpcnence

Questioning the health and contentment of breamfed bable.s
The health of breasifed babies was questioned by some of the boulc—fcedmg mothers For

example, Jackie noled that breastfed babies she knew were not happy.

Jackie (10):

All my friends, all the mothers that breastfeed, and I would
honestly say none of them.., this is just around me, so you know it's
not generalised, none of them have happy babies {laugh). ... oh
they've got colic, oh they've got this, and I look at them and I
think, they're starving or sometiirg (laugh).Ive had three
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-feeding, and I've bottle-fed all of
them, but I have a pretty good feeling that that has quite a lot to
do withit, =

' _'.Thus, Jackic not only believed that breastfed babies were less heallhy. but she beheved they

were not as comenl and did not slccp as well as botllc-fed bablea

Needmg to avo:d emorlonal strain of brea!;(feed’mg

‘Some of the concems bottle-feedmg ‘mothers raised regardmg the d1sadvamag,cs of

‘breastfeeding related to issues of emotional health. For examplc, these mothers felt that breast-

feeders suffered insecurity in never. knowing how much breastmilk their babies were getting,

and they felt brcastfecding mothers were at risk of over-responsibility. Tﬁey_ we_ré concerried

that mothering in & sleep-deprived state had inherent emotional dangers. Penny claimed that
these effects may be linked to the posi-natal depression suffered by breast-feeders:
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* Penny (07} T wonder about post natal depi ession, whether... you know because
o - feeding has gone in phases, you know, sudderly breastfeeding is

very in in the lost decade or so. Prior to that bottle-feeding was

. quite acceptable. And we're seeing this marked increase in post
-natal depression. Whether the fact that a mother is expected to -
do so much with the child, you know, they're not getting the
support and assistance from the family as‘in fathers and in that

~sort of thing, being able to feed, and mums: being able to get
erwugh sleep, Because sleep deprivation is atrocious. And you =
know, perhaps if mums that are suffering post natal depression, if
they looked at perhaps bottle- -feeding, whether it would assnst
with 'rhelr' reeovery and tha‘r sort of thing. : :

Bollle—feedlng mothers also felt that 1t was more worrymg rnomtormg the health of bables who
- are breastfed. Donna had breastfed her first twm bables bul 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 anything 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 to 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. - A'r Ieast
with the bottle you know that they're full

Francme discussed the worry she perceived her breastfeedmg friend suffered and she also f‘elt

conﬁdem about keepmg her boltle-f‘ed baby strong in companson to breastfed bables

Francine (08) I saw a friend the other night whas br'eostfeedmg and her boby‘s s
: © " the some age, nine and a half months, and she was so stressed out
because he'd lest 200 grams. And he'd hod a cold for ‘a week so N
-you'd put it down to that, but because it was 200 grams and
" because she's breastfeeding, now she has to stress abaut that..I
would just be able to give hurn a few rnor'e bottles and budd hlm_'
' bock up sort of 1hmg ' :
Some rnothers saw 4 deﬁnlte advantage in bemg advanced ln expenence and knowledge at the
.weanmg stage and were concemed that breastfeedmg mothers had httle idea about how to
. prepare formula or the requ:red and normal amounts of mllk They also felt that Weamng was

less stressful on infants 1f they had been boltle-fed

- As such, lhere were. w:despread perceptlons amongst the bottle-feedlng mothers that n vanous'
~ways. and to various degrees breastfeedmg had - the drsadvantage of 1ntroducmg avoldable '

_ addltlonal anxlety into the tasks of canng for a baby
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Immarur:ty, moral weakness and seif‘ ishness percewed to underlie breas(feedmg
chmce

The motwatmns behlnd the breaslfeedmg mothers chmce were cnhc:sed w1th rnany of the
mtcmcwees suggesting weakness by the breastfeedmg mothers in succumbmg to the pressure
of the Midwives and "some_ty . For example, Llsa_mferred that her nelghbour had not been
definite 'e'nough in stating her choice to hdttle'-feed, and that her immaturily had al.lo'wed
Midwives to pressunse her. ' EEE | " '.

Lisa {11}~ = .a nelghbour- of mine, she was young and she was a blt |mrna'rure sa
' T 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 said 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 dishone'sty about .
their true feelmgs, or even negative fcelmgs such as possessweness For example Francme 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 [br'eas‘rfeedmg mothers] feel almost useless,
" they feel like you know anyone can do it now, anyone can feed my"
child. ' :
A reason for breastfeeding that is often prqmoted by' M_idhrifery is th'at_'.“lt helps uterine
involution and uses: the _sﬁrplus_body_ fat- deposited in 'pre'gnancy."(Gibhey, 1994, p.10).
- However, Penny interpretecl_'this as a "wr_ong_.reéson". being chosen for QUick and easy Weighf
loss: | _ R . T ._ : ) .
Penny (07): T also think that a few mums nc'ruu'l_ly" breastfeed for 'the wrong -
- : . reasons. 'I_'he.y_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 T know that are breastfeeding JuS‘I‘ fngur-e that .. it's an easy
option for welghT loss, :
Penny was probably making'the point that far from breastfeeding b'eing a heroic act of puttirig
- their bables first, breastfeeding could be chosen for self-centred reasons. She also appeared to
be suggesting that she had made a sacnﬁce hy takmg thc difficult optlon by forgomg use of

--breastfeedmg to a1d faster re-adjustment to pre-pregnancy welght

' Oﬁen the bottle-feedmg mothers' dlscusssons of thelr ohservatlons of women who breastfed
identified what they con51dered to be the dlsadvantages of breastfeeding - d;scomfort anxiety
: and so on - and they seemed to hold qulte strong feelmgs about’ this.. To the bottle—feedmg
'mothcrs the problems were obvmusly avoidable because they had avoided it. They expressed
sympathy where they felt that breastfeedlng women were suffenng w1th no understandmg of

how bottle-feedmg Imght be beneﬁc1al ‘It was also 1nlerestmg that from thelr bottle—centnc
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perspective the choice of breastfeeding was considered to reflect poorly on the breastfceding
mothers characters or morality, The avmdance of problems can allow for more positive

outcomes which wrll be explored next in the context of the mothers bottle-centnc attitudes.

Bottle-centric advantages of bottle-feeding . =
" The mothers' perceived advantages of bottle-feeding, categoriééd as being more organised
shanng the joy with thc extended social circle, better eye-contact to cnhancc bondmg and

crealing preferrcd rolefs for the falher will be described.

Being more organised o

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 inéthering, hér experiences were notably better than those of breastfeeding mothers.

Lish {tiy - I know one of the mothers [in hospital] was going to bottle-feed
. when she got home. She couldn't believe how good my baby was, and

_ _hers was screaming all the time,

Interviewer: Did you talk to her about bottle-feeding?

" Lisa: .- No, I didn't, but she could see my baby sleeplng and she could see
- how organised and relaxed T was. And when my husband came in we
. could enjoy the baby, whereas she was stressed out and was alwuys

glad when her visitors left, :

. The perception of br:as_.lfcedmg as bemg mcompat_r_lﬁle with organisation is implicitly supported
= by Midwives who often advisc'moth'eré not to wofry about untidiness or developing a routine.

" However, the Midw.ifery' profession and pro-breastfeeding literature rarely acknowledge that
organisatiorr may be more casily facilitated by bottle-feeding,”. The Australian Breastfeeding
Assoéiation, for 'exa.mple, correctly claims that a number of aspe'cts of childcare can make life
disorganised, but it does not suggest that bre'astfceding takes extra time or explain clearly that

feeding on demand can crezte more frequent interruptions.

Your time can appear very disorganised when there are litle ones In the house.

Instead of starting and completing one task at a time, you probably find yourself

starting two or three amidst unpredictable interruptions for feeding, soothing,

playing, changing nappies, and rocking o sleep. By the end of the day you may look

back and wonder just what you've achleved; Dont worry - it's the way ali mothars -
work, at least some of the time,

Australian Breastfeeding Association (20023) . -

T The implementation of the WHO Code of marketing practices of 1996 marks a distinct decrease in publications that try
to compare breastfesding and bottle-feeding without bias. However, prior to that, it was more common to see
publications such as Gibney {1824, p, 10}, who gave seven common disadvantages of breastfeeding, for exampla that
"breastfeeding is demanding on the rnolher's time".
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Many of the mothers in this study, however, explained that bottle-fcedihg suited their
- personalities that thrived on organisation. Lisa's comments about being visibl'y more organised
' t_h_an 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 of bottle-feeding.

Sharing the joy with the extended social circle _

Some advantages noted by ihe women are not as wel documented in the literature. For
example, many of the mothers also commented on the joy of otht%rs, 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 parents are great and they just love (baby), and also my
husband’s family are very invoived with him as well, he gets so much
iove 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 pmeptlon was similar of the broad social role her baby played:

Lisa (21): She will stay quite happily with anyone who will play 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
This perspective is different from that of ithe simple convenience of others’ invo_ii*emcnt. It
suggests that these mothers discussed joy as a social reason for botﬂe-feedingj' 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 brmstfeedmg except that bottlc-feedmg 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 whilz you're bottle-feeding, so they can still -
~ smell you and they can <till feel your heart beating and all that sort
of thing. Yeah, the only difference I found is with bottle-feeding
~ you can hold them up a little higher, & little closer to your foce, 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 itreally good to that
effect. And as I said, I still held their hand, T was still able to
stroke their face or their arm or whatever. So the bonding didn't
make any difference fo me either way. It was still The same, it was
still there. It was good.
This mother’s claim of better eye-contact from bottle-feeding is an interesting interpretatidn that
is a similar to claims made in early attachment theory studies by John Bowlby in which he
indicated that breastfceding leads to better eye-contact. According to Blaffer Hrdy, Bowlby
sought to explain the dread of infants "when thcy fail to detect “the meeting eyes of love™ (p.
535), but she states that has less to do with breastfeeding or how basic needs are met than
ongoing interaction with the mother and the quality of that mteracuon for creating the infant's

sense of secunty

Although Erica's description of breastfed babies facing the body and therefore being deterred
from the best eye-contact is a viable 2ad interesting proposition, its importance here is in terms
of noticing how many concepts have an arbitrary basis. This is an example of how the term
"bonding” in relation to human infant feeding can be misunderstood and over-sold in apparently
endless ways because of the enduring belief in it. Similarly to Erica, several mothers
commented that due to breast pain from breastfeeding they believed it would be easier to “bond"

wnth a baby under condltxons of pain-free bottlc-feedlng

Discussions about mothcr-and—infam bonding have typically envisaged a particﬁlar bé_hévimi_r_ 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 role/s for the fatk er

The literature suggests that fathers' attitudes strongly lnﬂuencc women's mfant-fcedlng
decisions (Black, Blair, Jones & Du Rant, 1990), The present stud}' found that women did not
speak of conforming to the baby's father's infant-feeding preference. ._Rathzér they spoke about
how their choice was part of their expectati'ons of the relationshib dynamicé of iﬁfaﬁt-feeding
Two notable patterns emerged that concemned the fathc:’s role posmonmg with the baby‘s
mother and the father's role with thc baby, whxch will now be discussed.
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The united and egual parenting coug!
* When I interviewed the bottle-feeding mothers about how influential and supportwe the babys

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 recelve support:
~ Jackie (1_0) o wyl husband is very supportive in anwhmg I do. He would Just.., |f '
. - : I chose to (breast)feed he would say great, if T chose to botﬂe-
feed, whatever you think, .

' Penny also explamed that she had considered how the method of feedmg would affect the
family relationship dynamics, 1mplymg that she wanted to equally share the Joy of feedmg the
baby with her partner; .

Penny (07): We'd discussed the fact that it's [breas'rfeedmg is] quite o 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-naial depression, She
stated that expressing milk could be impractical and intimated that shc would only have trusted
the baby's father to also parent the baby: _
Imogen (Ot} I didn't have to worry that he was in day care or anything like 'rhat
Knowing that he was safe and (baby's father} was denimg with it all
was wonder'ful .
Imogen s partner was also extremely posnwu about being able to help her care for her health by
saving her from suffering broken nights. Bottle-feeding allowed hxm, 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.
: Fdr a few of the mothers who were averse to the thought of breastfeeding, the support of their
bables fathers, who believed breast was best, came later. The women spoke of how, in the end
the babnes fathers were glad about the bottle-feeding,

Natasha (05): But then as soon as she was _bor‘n,- as soon as he was féeding heras
: . well, he said I'm glad now that you didn't [breastfeed) because he
could doa it too. And it is nice doing it and for him to do it as well,
because even if she's been crabbit and all the rest of it, gwe 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.
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Of the two mothers who gave up breastfecdmg 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 pcrsuadc her
husband that she needed to stop trymg The other mother, Erica (03) prev:ously had suffered a
bad expenence breastfeeding her first baby. She was, therefore,- supported by her partner in

_ gwmg up breastfeedmg fairly carly with the next three bables mcludmg the baby that included
' her in thts study. Erica, too, said that the baby's father cnj oycd bottle-feedmg this last baby as it

allowed him to exp erience what a mother expenenced

Thus, in' the mothers' perceptions, bottle-feeding usua_lly had the effects of stren_gthcning' the
quélity of relationships, such as developing strong barerital trust and enhancing the quality of
‘emotional depth for the béb)f's father. This part of the findings therefore also suggeéts_' that the
-Midwifery field should not overlook long term consequences of its influence, fqr_ example,
parental relationship dynamics may be harmed if one parent is encouraged to put pressu_ré on the

other.

| -Father bonded to the baby _
Bottle-feeding mothers took father bonding into consideration when dis'cussing their infant-

feeding choice, Yet, _‘fathcr-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 4 special baby- arttl father
relatlonslup, unattainable in breastfeedmg situations, Clalre spoke about her baby's father

 himself not wanting to miss out.

Claire {06): He was hoppy that he could parhcupate Yeah He dldnf want me
o to breastfeed at all,

Ihtervigwér: Oh did he not?
Chaire: No,

Interviewer:  Why was that do you think? B

Claire: Because otherwise he couldn't be involved,

Several mothers described the act of féédit_lg the baby in terms of it lcad_ihg to a privileged

involvement, that captures the sense of closeness and attachment, a’nd_'théy .'em'phasised the
" emotional experience in nurturing, Some mothers spoke of their choice as if it wert_r}'ah honour
- for their baby’s father to experience giving bottles to the béby and as somet_hirtg_thc}f would not
have wanted the father to miss out on. For example, Terry was_' en_thuéiastic that her baby's
: _Ifatl_'ter had "bonded” so well the baby did not show a preference for either i:varent.
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Terry (12): He would have missed out on all of that if T 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 looking

after him now, I can go out and leave him with his dad and he can

take as good care of him s I can, (Baby) knows ne difference, he's

not always looking for me the way breastfed babies always look for

their mothers and the dad doesn't get much of a lock 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,

Consideriiig’ the bottle-centric perspective overall, it is interesting to notice the consistency and
coherence of the boitle-feeding mothers’ perspectives. They had little or nothirig pdsitiﬁe to say
about breastfeeding and therefore would have had few r_egi'cts 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
féeling about feeding methods and the ongoing satisfaction with bottie-feeding found in this

study is absent from the literature and is a significant outcome of the present study.

_' Thedﬁs_ing_the recently emerging concept of fathe_r-bo nding

The phenomenon of the father’s increased involvement through b'ottl'e-fceding' is rcéognised in
the literature (for example by Earle, 2000). This accoids with this study's finding that an
- advantage perceived by bottle-feeding mothers is the -enhanced involvement of fathers.
ﬁchvéf, this is constructed in Midwifery as a barrier to successful breastfeeding. For example,
one of .thc manuals for a government hospital in Westemn Australia has this to say:

The physical and emotional closeness the breastfeeding mother and baby share can be
threatening to the father at a time when ha is fesling significant loss of time alone with
his partner and attention from her. He may have ambivalent feelings about
breastfeeding and want to join in feeding times by giving baby milk formula by bottle, He
needs to understand that to do this may undermine the success of breastfeeding,

[Undisclesed Perth metropolitan district] Health Service, 1993, 1994, 1898, 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 take over the feeding of their infant. ' I
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Fig.3 _
Bottle-feeding shown as a childish father's
crime against mother-love

From "Fathers emctional needs {carteon by Chris
Mann)" in Palmer (1988, p. 61)

In the present study, the mothers, and apparently some of the fathers too, saw breastfecding
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
Jor the baby's father to become emotionally atiached to the baby. That concept which is evident

from this study's anaiysis will be further explored in the present theorisation of 'father-bonding',

Competing positioning of fathers

An interesting finding in this study was that many of the mothers 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 emoticnal 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 50
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.

Asslstance from spouses in mesting role demands, most likely those associated with
children and the household, not only may keep one spouse (the famale} from being
unduly burdened by home responsibilities but also may allew the development of a
family pattem in which major life roles are mare aquitably 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 emoticnal 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 will spend less time with your baby, but
feeding Is only one of the many aspects of Infant care, Bathing, nappy changing,
massage and simply playing with your baby are great ways to get to know this new
member of the family. Help with the washing and housewocrk while the baby |s feading 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.

Australian 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 formed 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) summarises the relevance of fathers to children as

follows:
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In Industrialized countres, disadvantages to fatheress famifies 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 socleties, fatherless children are more likely to die.

Blaffer Hrdy (2000, p. 235)
Nevertheless, 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 patemal and alloparental help available. Mothers make tradeoffs
compatible 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 born children. With human babies that have prolonged
childhoods, it makes "a rﬁothcr 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 sﬁpport_ 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, westem 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 thé 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 terms 61‘ 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 futher-bonding/(bondage?)

Sarah Blaffer Hrdy used the term "oplioné" in the feeding choices available to mothers, which in
pre-bottle-feeding times were most cominonly 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 caring for the
infant. Midwifery and lay beliefs afford considerable importance to ‘bonding' for mothers, 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 imagine® 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',

® Tha theorising about “father-bonding” goes bayond what the mothers said explicitly, and as pointed out “imagines” (or
speculates) the significance to the mothers regarding Biaffer Hrdy's earlier theorising about molhars' options in regand to
child care, allomcthers 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 is forced to accept a breeding arangement that is grossly
disadvantageous, as many women in patiarchal socleties must, what prevents mothers

from defecting? This is where myth and ideclogy come in, _
(Blaffer 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 sexuval relations are
usually sorted out ™o 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 ;11aterial 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 aiso have r:duced leverage by the disadvantage of being tied by
their maternal attachment. 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

'bonding/ bondage' developed through feeding the infant.

The capacity of many contemp(;rar}' 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, lh.c mother is typically
less 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-term survival advantage of a "bonded/bondaged" father's
reduced leverage to defect would be advantageous and worthy of considerable sacrifice to try
securing it. To sacrifice the known advantages of breastfeeding for bottle-feeding may seem

well worth the costs.
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Summary of theorised "father-bonding/bondage"' concept

The finding thal 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 al.loparcntal 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. o

This theory of father-bonding/bondage is speculative and describes a probable concept not a
biological phenomehon. Its relevance to explaining the increase in mothers' decisions for father

involvement from bottle-feeding needs to be tested.

This chapter has exémined 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, that beliefs
that "breast is best" typically make the Midwifery field impc'rvious to understanding Why some
women choose to bottle-feed their babies, What this chapter has shown, is that the mothers
have a bottle-centric perspective 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 undermined 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 (O1):  [Mothers should be teld] it's fine to bottle-feed oo, You're not a
second class citizen if you don't breastfeed. And like [Midwives
say] 'oh, you want 1o bottle-feed, oh you can't be a... like you're not
a natural mother then. And that probably 'oh, you didn't have the
maternal instincts because if you did you would want to
breastfeed’ I love him (baby) 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 structure to

include two equal and unconditionally committed parents.
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Implications of bottle-cehtric perspective

The chaptcr has developed a substantlated and descrlptwe understandlng of mothers bottle~
ccntrlc perspectwes recogmslng their. posmve expenences with bottle-fecdmg and hlgh levels
'_ of satisfaction of thelr infant feedlng expenences The analy51s has 1llustrated how some
women, by prioritising their ovcrall orgamsatlon avmdance of dlscomfort and anxlety, and
opttrmsmg mter—relanonsmp dynarmcs of baby, father _themselves ancl othor chlldren ‘have
expenenced bottle-fecdmg as the key to producmg then' prefcrred outcomes and they dlstrust
breastfeeding as working against such _successes. The evidence. in thls chapter challenges
. Miti\\tifery's ct_lrrent "deficit" models of bot_tle-feedmg, and offer_s a way ‘of respectfully
incorporating the needs and desires of the currcntly marﬁinati_sc_d clientele who do not wish to

breastfeed.

This chapter valorises the mothers' bottle-centric perspective, suggesting that it may reflect
~mothers' rational demres for fathers' emotional mvolvement th:ough bottle—feedmg This de51re
Iwas conceptuallsed as. ansmg from a soclo-btologlc strategy almed at secunng strong paternal '
commnmcr_l_t to the infant, Thlls. analysis. is coherent with the thrust of_ thls.ch_apte_r __wh_lch
analysed influential con'cepts.pertaining_ to emotions and morals as they 'pe_rta'ih. to thc_'bottle-

feeding choice.
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' CHAPTER 6 - Deliberated, Broad-based Health
' . Decision-making by Bottle-feeding
Mothers

- At the core of this sludy 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 inform Midwifery practice? The International Lactation Consultants
Association (ILCA, _1996) ‘argues that the predisposing factor of a woman's knowledge of infant
feeding is signiﬁca.ntly linke.d with a decision to breastfeéd; and therefore, almost ail women would
choose to breastfeed their infants if they . were fully informed (Ha.nson & Bergstrom, 1990;
Tamagohd, '1992), What constitutes full. information is debatable, and, as with most dominant
discdurses, probably implies suﬂ'lc.ien.t information to secure the agreement of the informant.
However, khowledge 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 advantagés of bottle-
féeding in terms of enhancing the family‘é social dyriar'nics.am.l 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' rcasohing 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 b@ltle-feeding have acted in accordance with their own knowledge and
values to actively choose bottle-feeding. Théy took into. consideration factors that go beyond
" medical evidence that breaQt is _best to include such issues as optimising the'de\.félopment of quality
family rélationships. Policy directions such as the Bottle Friendly Hospital Ini_tia.'tive, will also be
used to explore aspects of heailh decision-making models. Finally, this chapter wiil highlight a
diamcl';ic-opposi.tion of values about infant-feeding and infant care. It concludes that it is this
' oppo.sition of values, rather than any lack of knowledge, that underlies the differences between
Mid\ﬁfery's'pro-breast—feedin.g stance and bottle-fegding mathers' concerns, which are based on a

broader set of issues.
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: Health-declsion-maklng models -

' Health decision models are widely used by heallh professmnals seekmg to undersland or prcdlct the
likelihood of people to act in ways that promote their health This is of relevance to understandmg
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); Seif-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 Mode! (HBM), which has been adapted over time, was origin'aHy de‘}elbped by
_Hoéhbaum, Leventhal, Kegeles and Rosenstock (Champion, 1684) who fecugniscd 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. 'Rqsenstock
(1974) stipulated that in order to decide to take health actions, an individual vﬁll usually.ta.ke into

account the following four components:

Percelved susceptibility to an adverse outcoms;
Percelved seriousness of adverse outcome;
Parceived benefits In reducing susceptibiiity or enhancing qualrty of hfe. and

Percaived barriers evaluated for viability and cost of overooming them (eg demands
on energy, fime and monay)

Rl A

_ Thus this section will consider what mformanon the women had about the benefits and
_d1sadvantages of the choices between breast and bottle-_feedmg, h_ow r_nu_ch the mothers felt affected
by the known advantages and risks, and how they chose to act on those percept'ions.

‘How the HBM applies to doml’nant Midwifery perspecrwes ' _

From a professional, dominant Midwifery perspecuve breastfeeding (m a healthy mother) is
" undoubtedly the best source of nutrition for an infant. - This view is mdely.promoted in line with
-BFHI policy through ante-natal classes and other public information servibes,_ for example, by the
‘Australian Breastfeeding Association (ABA). Contemporary information typically suggests that

breastfeeding has advantages of immunal and protective properties for a number of disorders. For
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| example, bre.aetfe.d babies have a lower incidences of gastro-enteritis, asthnia and future obesily It
- 1s proruoted as a preventatwe for women’s conditions, for example pre-menopausal ovarian
cancers. The Health Belief Model would suggest that the benefits are protecuon agamst d:sease and
- enhanced mothermg abilities. The professional perspective on the bariers to choosing to
breastfeed wo"u_ld include low motivation due to not being aware of the advantages and risks; not
understanding heW to breastfeed Later on it would include not maﬁaging .well for é:{ﬁmple, '
because of difficulties with lalchmg on, not leaming strategies to breastfeed as well as avond pam.
-and having difficulty relaxing sufficiently to allow the let-down reflex to function. '

From the dominant Midwifery perspective one would likely expect 1o see a focus by mothers on the
negative consequences of not choosing to breastfeed. However, as the following analyses will
show, the health beliefs of bottle-feeding mothers do not conform 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 & pattern of health beliefs shared by bottle-feeding
mothers can be illustrated.

How the HBM applies to breas{feedmg mothers' hea!th decision-m akmg

 The bottle-feeding mothers did go through the processes Of deelsmn-maklng as descnbed by the
model in weighing up perceived consequences, _The model is oﬁen_ used in relauon to health
sereening, zb explain why some peopl.e do not act to efeveﬁt 'avoidabie illness, Ifor'exam.ple,
avoiding pap smears, However, mothers make a cho:ce between breastfeedlng and botlle feedmg, _

and therefore will act, one way or another,

Perceptions of breastfeeding as causg of adverse oﬁtcomes _ _ _

The process of decision-making will be traced in detail,_usiﬁg Imogen, Mother {01} as an'example.
Imogen, bottle-feeding her first baby, claimed that she had a pre-eﬁisting'avefsion to breastfeedirig
and she said, "physically it repulses me, the thought of doing it". However, she found herself in a
vdilemma" at seven or ei ight months of pregnancy knowing that "breast is best™:

Imogen (01)  (worrying about).. did I want fo try to breastfeed because
. breustfeeding's the best and all that sort of stuff. And that was
a dilemma. I'm thinking, you know, should T try it, but every time T
thought about it it just was just worrying me sick because T didn't

* want to do it, but I thought oh well maybe I should try.
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Imogen'é partner reported that he came from a breastfeeding family and had found her attitude odd
but had known about it for several years before they married and experienced pregn_aﬁcy. It was by
then something he accepted. Imogen discussed Midwives’ comments, that she would not be "
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 terms 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
susceplible, she had no reason to perceive any benefits in avoiding those risks. However, she had
heard that '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 dughl' 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 cne of my girlfriends said, if you're not going to be happy

g doing [breastfeeding] then the baby's not going to be happy, so

why stress yourself ocut even before it's here, So I thought, oh,

good point, I'm not doing it, (laugh) It wos the best decision I

made,

Imogen saw that possibility of stress as serious and her susceptibiliiy high, She then acted in the
perceived interests of her health and her baby's health by ayoid_ir_ig stressing over the dilemma. This
_entailed overcoming the advice of professionals that b:reast is best, and 'making' the decision in
accordance with issues important to her, namely avoiding stress a_n_d unhappiness caused by

breastfeeding.

Imogen’s case has illustrated how a mother’s reasoning led her to take é_ health-decision 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 inslincts’ and ‘bonding’ have been contestad. For example, Blaffer Hrdy (2000}
describes the politics of attachment theories, and even though her research appears to be pro-breastfeading, she critiques
the misapplication to human beings of studles on sheep which have a time-limit for succassful attachment between mother
and infant, However, those terms are used widsly 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 interv.iewe with the ofkier mothers. Some
" mothers questioned the differences in quality of breast-milk and formula, some were unconvinced
that bdttle-feeding had the short-term or long-term adverse t_:ffects of _thch the:y had been advised,
" some felt that the serious risks of botllc-feeding were oniy re'l'e\.}a'nt to Third World Counu'ies, or
that it was lmked to post-natal depression because of sleep deprivation and over-responsibility.
Others were concemed about discomfort, inconvenience, limits to their prefen'ed levels of physwal.
' actmty. exclusion of the baby's father, and too little time to. spend with existing children in the

family,

Percentions of seriousness of differences in guality and immune properties_of breastmilk and
ormula

Lisa had been bottle-fed herself and this convinced her that bottle-feeding was satisfactory:
Liga (11): We were oll bottle-fed and we all turned out alright,

Possible harm from boltle-feedmg was not conmdered to be relevant and perceived suscepublhty
was low. This facllllated the choice to bottle-feed, Lisa also ralscd the issue of inferior mitk-

formula quality: .
Lisa (11): - 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. S0 really I see no
difference .... :

Llsa appeared to have heard about the lmmunal propertles of breastmllk2 but her belief about that
benefit of breast-milk was something that she rmmmlsedl 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 formula: |

Donna (02):  These days, the formula is made with so many extra vitamins and
other supplements that it is practically the same as breast-milk.

Some mothers, for example 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 the analysis, the researcher is guessing that by "Hormones”, Lisa meant immunal propertios of breastmilk, which is
emphasised in ante-natal classes as benefiting the baby. Professional understanding of the effects on hommones resulting
from either choics of breastfesding or of bottie-feeding dossn't quite fit the point she appears o ba making, that is, she fesls
that milk-formula is designed to be nutritious. Key books of the breastfeeding movement use metaphors of breastmik as a
medicine, and especially of milk-formula as a carrier of disease or an inappropriate drug. For exampls, Maureen Minchin
{1985) lists re-called formuta products and Gabrlelle Palmer (1988, p. 272 -274)} includes Minchin's lists in her appendix of
*fomnula mishaps™. Lisa's observations of imgroved formula would be supported, in their acknowledgment that since the
19603 formula has improved, However, Minchin and Palmer point out ongoing problems, {some of the most recent on the §ist
s1 986) having to da with lack of registration), This is an example of different lay and professional perspectives.

Although Lisa’s reasoning minimises the risks, (and she believed that botlle-feeding had been a healthy option for her
baby), Midwifery may also be guilty of minimising regarding formula’s nutritional qualities, minimising evidence that some
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_by refemng to the aﬁer-the—facl evuicnce that their own bables had nol gver been s:ck Such

reasomng cannot dlreclly mdlcale that it was a declslou-makmg lssue, however, they each related
that point to the 51tuat:0n in "Thn'd ‘World Countries™. Terri sunply stated that mfectlen rates in the
.research were prebably based on Third World staustlcs whereas Lisa went into more detail about
Third World poor samtatlon and a tendency to water down rmlk due to poverty These she would
have considered to be serious issues, but she percewed her suscepnblhty as low stating sxmply that

it "doesn‘t apply to me".

Perceptions of benefits of bottle-feedin

The perceived benefits of bottle-feeding in relation to health include the avoidance of a range of
negative outcomes including sleeeless nights and cracked nipples. Donna felt it was beneficial to
save herself from exhaustion, ' o

Donna (02): It's so much easier with the night time feeds and things like that. If I was
breastfeeding, especially like with the twins af the age of two, three months,
that's constantly up every two to three hours and that would be JUS‘I‘ too
exhausting, especially with the other children os well,

Francme argued that bottle-feeding had the benefit of helpmg babies recover from swkness, and that
' breasli‘eedmg was a barrier to rebuilding the baby's health.

Francine (08) I really shouldn't say that about breastfed babies, but when
they're sick ... my sister-in-law breastfed both of her children and
it would seem to take them a lot longer to get over colds and flu
and any illnesses because there wos no boostering up, you know,
_ you feel like you can actually build them up a bit moere with the
formula than with bre.nstfeedmg

Perceptions of barriers to successfil feeding (bottle-feeding) .

.The: mothers' perceived greatest barrier to choosing a successful feeding _method, whieh__l'o them was
bottle-feeding, was mostly the general pressure to feed in ways that, accerding te_Terri (10), suit
"the hospital staff* rather than the mother. That is, to these mothers, success in bottle-feeding
depended_ on overcoming professional pressure 1o choose breastfeeding. Hence, several of the
mothers emphasised the imporiance of being able to stand up for themselves.. Terri stated that
- mothers' feeding decisions should be based on "whatever suits you®. Notably, this argument fits the
reasoning patterns of the Roscnstock model of perceiving benefits, if actlon is taken, but subverts

: the dormnant professwnal discourse of breast is best,

" bables do not breastfeed well, and In recant decades the professional refusal to accept bottle-feedlng rnmirnlses tha righls of
mothers to avoid what they pereelve asintolarable or simply avoidabla preblarns :
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“In ‘;idditidn to the general prcééure to breastfeed and admoﬁili_ons not to bottic-fced_, sorﬁe of the_
- mothers féll that the lack of practical support lhrea_te.ned .th'eir si_lccess Wilh bottle-feeding. -Anne, in
paﬁicular who gave up trying to breastfeed, was frustrated at ihe diff culty of bcfng giveﬁ fomiula“
~ and felt the minimal training in bottie-feeding had led to her makmg some mlstakes whlch would -

have undermined her conﬁdence

'S:mliar 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
conform to professional knowledge, The partner of .one of the inte_i’ﬁewees invited himself into the
conversation, 'ahd_ analysis of what he had to say shows that he too 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 notmns such as “values”, “confidence” and “life-

style” are mseparable 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
breastfeedmg The father, Brett, had this to say:

Brett (Fm‘he.r 01 Im so glad now that she didn't [breastfeed], I'm so glad,
- because now I've seen bottle-feeding, and I've seen with really
close friends breastfeeding, and just the difference beTwzen
the dads and the kids is enarmous, :

This father perceived that the benefits to him were improved confidence and organisation and he
noted that breaslféc_ding was a'ba'n*'ier limiting involvémcnt of fathers, He also obviously"enj.oyed
_and took pride in the .rbl.e of mentor and i'.ole model to othe'r: fathers. Hé wryly recoﬁﬁtéd how he
would oﬁen invite one of his friends over to "coffee" because he felt hlS fnend Tang up ncedmg

support whenever he was alone Wlth hlS children:

4 Maternity wards refusing to supply formula, espacially to mothers who have opted to braastfesd but Jater change their
minds, Is not In lina with the BFHI policy. but it may not be an uncomman hospital practice. Many Midwives feal that it Is thelr
duty to help mothers overcoma difficuitias in persevering with initial breastfeeding problems and attempt fo re-frame women's
requests to bottle-feeding change by encouraging them to keep trying, sometimes using quite dogmatic tactics. This is more
likely to ba effective, against the wishes of the mothers, where mothers are unaware of how to make their changed decision
clear. They are not taught pracedures to change the paperwork that states their first cholce, they may be too emotienal to
express their changad mind clearty, or they may not understand abaut where they can cbialn supplies. The MAIF agreement
prevents marketing bui not supply of fonmula, As such, even the first BFHI hespltal In WA has a shop that sells formula -
{Personal communications, 2001), but unprepared mothers do not nacessarily know this, as in the case of Anne.
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‘Brett (Fa'rher' 01] I honestly believe that comes fram not really having any part,
.~ except for the little bit of play.. I'm 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 T'm oble to have
now. Whereas I can have my kids, their kids, and have them all
organised and everything going smoothly. :

. Brett is constructing meaning that fits the health belief model. In his view, _bre.astfeed'ing‘makes _
other fathers susceptible to some serious limitations which are: lack of real ii_wolvement'with the

baby, less confidence, poorer self-¢fficacy, and poorer organisational 'abi_l'ity,'

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 difTeren.t.facto;s in the ey_es of
breastfeeding mothers as compared to Midwives. Because Midwifery does not recognise the choice
to not breastfeed as worthwhlle, it fails to see that anyone would be motivated to choose bottle—

feedmg

Environmental Resources

An'inﬂu.en.tial 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. Followmg this descnptlon the negative effects of -

~ the BFHI for bottle-feedmg mothers will be reviewed.

The Preceed pmcede socml—enwranmental model in relation to supporrmg public palicy

G:een (1986), whose mteresls were in publle health proposed that Predisposing factors of values,
attitudes and lmowledge, Enablmg factors of skills and resources, and Reinforcing factors such as
- social norms, are 1mportar1t elements in health decisions and health outcomes. An effective health
pollcy will focus on these factors with the mtennon of optimising those which influence a particular
outeome " In the case .of 'thie thesis, this means influencing mothers to breastfeed their infants.
Health care offered by professmnals and health actions undertaken by health clients are not based
on a statlc notion of roles, rather, the health acuons that proceed are understood to be very much

mﬂuenced by the care practices lhat precede them, ' This accords very closely with Banduras
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notions of sclf-eﬁicacy as not bemg a mat:er of free chmce, but one that rcﬂects the context and in

which responsible policy should be playmg a useful role.

The Precede-Proceed Model can be furlher explicated in ) terms of how infaﬁt-fced_ing'initiatives
such as the BFHI are envisioned to work. ‘Regarding predisposing factors of 'va_lueé, aft_itﬁdes and
knowledge, to effect a policy, strategies are irﬁplemenled to influence and _r'e-shépe _how' health
clients think and feel about 'speciﬁc health choices, As such, 'pro-breﬁslfeeding “education
e_mphasises the benefits of breastfeeding and risks of bottle-feeding with the intention that women
will be persuaded to take on board that knowledge and shape their attitudes accordingly.

_ Regai'ding 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

breéstfceding, and the following are some examples:

»  Requiring staff to have skills in managing breast problems;

« Routinely teaching women about expressing milk so they can manage their breastfeeding
effectively; '

« Monitoring for infant formula marketing infringements (e. g. Advisory Panel on the Marketing
* in Australia of Infant Formula (APMAIF), 1999); and :

+ Placing constraints on professionals' informing role for bottle-feeding.

Reinforcing factors, the third set of this model, are closely intertwined with 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 norms of certain families or communities who have previously bottle-fed, but
instead aims to instil a sense of a different 'social norm' 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 whereby the 'normal’ routine is to have the infant suckling at the
mother's breast and whereby the alternative of formula feeding is seen to not be normal, such as
requiring informing, consenting and form-filling administrative procedures,
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How social-environmental _boHcy models can margindlise client choice
From the perspective of the bottle—fecdmg rnothers however they have felt margmallsed by
Semces that are not designed to mect their needs:

Terri (12} . .. there is just so much emphasis on breastfeedmg being the only
: way to feed that professionals are afraid to listen to anything
about bottle-feeding and how these mothers are copmg It's
almost o crime to bottle-feed in the professionals’ eyes ... [If]
you are just one of those mums who decides to boﬂ'le-fef.d then
you don'f really get very much respect, they really thmk 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 Mi’dwifcry tensions involve
marketing issues, The WHO code, MAIF agreement and BFHI policy all limit the marketing of
formmula 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 soclally active by seeking Input into media
articles on breastfeeding that pose a positive view ... utllising mothars’ positive life

experiences,
{1989, p. 30)

'Ho'wever, 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 "in'du'sh-y" as
_one group in oppo'sitibn to "the role of Midwives or the rights of a woman and her baby"; such a
dlchotomy assumes that mothers are against bottle-feeding and therefore negates the nghts of

| 'boule-feedmg 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 p_romotion of poli'cy,_ but it _dc-es' not dirccﬂy offer
any way of aiming to empathise with, of meet the heeds of (Edelman & Mandle, 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 decls:on-makmg, and are con51dered in Rockeach‘s (19?9) System of
'Behefs theory which proposes that behaviour, attitudes, values and self-concept are inter-related.
Rockeach contended that health professmnals make the mistake of confronling others about theu'
behaviour because behaviour is outermost and therefore easiest to scrutinise, However, since
behaviour is more subject to change than attitudes or values, and sglf-_concept is less subjéct to
change than values or éttitudes, lasting behavioural change requires working outward from seif-
concept, 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, Harmin and Simon (1974) listed seven criteria for identifying values that will be considered
in turn: '

1. A valup must be chosen from among altematives
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. . .. value must be ch afiar carefully consi .t SOqUENce: lemeative
course of acfion

Typical of most mothers in this study, Penny showed evidence of having considered and dlscussed
the infant feeding alternatives:

Penny (07): . I mode the decision to bottle-feed (baby) in conjuriction with my
- husband. We discussed it at length, He had read oil the
brochures about breastfeeding being best for the baby ond
everything like that, And we'd discussed about (.. varicus
negatives of breastfeeding]. So we made the decision ... he said to
me it's ultimately my decision, it would be me who would be the one
that would hcwe to be feeding her all the time.

As it happened, Penny had concluded that there could be unacceptable ‘negative effects of

_ breastfecding, such as engorgement and expressing:
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_' Pértny (d?)i " Another censideration of bottle-feeding was my return to work. In
S . my profession [police officer] I would not be in a position to be

able to express at work to relieve engorgement and maintain - -

supply so I would eventually end up bottle-feeding anyway.
.___H'ef eﬁplﬁnation of what she had taken into account about the benefits of bottle-feeding'
demonstrates the depth of her consideration on this topic. One broad aspect ‘was that her bottle-
' feedmg choice would be beneficial for peacc»of-mmd issues, such as knowing exactly how much
the baby is drinking, the baby sleeping for longer being able to have a more organised routine,
belng 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 botile-feeding could be
 beneficial to the baby-father relationship. Penny ended her account of her decision with the
following comment: '

Penny (O7}): But primarily the reason why I chose to bottle-feed was the
bondiug between her and her fathe.r.

Clearly she had consrdered her course of actton, though she amved at a concluswn not

recommendcd by health professmnals

3. - Avalue must be ghgsen !r_e_g:'z _ : S
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 fo breastfeed. They argued that not a'l'l women were as strong as
themselves, and nor should they need to fi ght for their rights, Claire and Natasha each rccouuted
other women's experiences of being pushed into breastfeedmg. '

Claire (06): .. she [sister-in-law] breastfed at the start, T think ber.ause the

mldmfe pushed her into it

Natashae (05): A friend of mine yesterday, she was ringing me up, and she said oh.
a the (unclear) pressure to do it (breastfeed) and that's why she did
it and she didn't enjoy it mast 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 concemns about the effects
~of Australlan Midwives' pressure on women and claimed that pressure would have been counter-

' producttve 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 reaily stand up and say
I'm not doing it, and T don't want to do it and nobody’s going to
make me do it either,
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" demferys Ilmuauons to. ﬁ'ee-c.hmce meant thal lhey lost credlblhly in the eyes of lhe bottle-
feedmg mothers ' ' S : o :

4, o A value muist be Qr:zed. zou should be praud’ of vour chozce
Early in the mtemews w1th rothers it became clcar that thcy were proud of thelr chmce Clalre put

N

- this very mmply'

Intzr'wewer'. If you can just 1'e|I me Clcure whaf i‘rs been hke to bn'rtle—feed
' < (baby). . : . .

_' .C..I.air'z.(05): . Wall I 'rhtnk it's bezn good ,

J acklc was obwously proud of her choice and her success m bottle-feedmg

a _I_nterwewa.r. S0 if you can just tell me what it's like for you botfle—feedtng

Jackie (10 : Well I really enjoyed boﬂle-feedlng T just felt qite comfortable
Y with the fact that I knew exactly how much {baby) was receiving.

I didn't feel that 1 mlssed out on anything at all by bottle-feeding.

T would hold (baby) just as close to me as if I was breastfeeding, _
and we spent just as.much time together. And I felf, yeah, it was
very successful for' both of us. -

vafue miist be Qubhciz aﬂr med, Vou mmr be w:!.’mg to&e a Q. ositions

AII of the mothers spoke positively about their bottle-feedmg expenenccs Thclr comments were in
_ themselves public affi rmauon of their valuing bottle~feedmg What Sandy said was typlcal

Sandy {09) It shouldn't be bottle-is the second class... I really feel that
. that's the way that when you walk ihto a hospital, that's how it's -
. looked at. .And the Nursing Mother's Association, that's a big push
towards breastfeeding, and how dure you boﬂ'le-feed Td like to L
see |'r 'rre.a'red as an equal [choice]. .

; Part1c1pauon in lhe study was an act of publlc affirmation.

. Claire (06): - The new ones {Midwives) .. they make you feel bad abau1' bo‘rfle- -
R " feeding. Like you're not doing right by the baby That's what
came across to me when I was in hosPrh:tl T
S Natashas case, she had to defend her chmce agamst her husband's opposmon and thus, even in
‘the famlly arena, take a posmon in whlch she publ:cly affirmed bottle-fcedmg ' S

Natasha (05} My husband wasn't happy at all, he wanfed me fo br'eas?feed r'lgh‘r k
_from the beginning.. T 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, T 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 are or whoe\rer' you were wn‘h and_ o
damg it. S - -

¥
ah
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Each of the participating mothers in this study had had to take a public stand on bottle-feeding
simply because t_hey were defying pro-breast-feeding discourse, Iromically, 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 of your action, your acu‘dn will be consistent and in accord with
vour other valyes _
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 alse find it suits me.. T'm a very active person and I'm always
doing things and I would probably find fhat.. 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 T would find that T would
sitting down and-actually thinking of all the things thet I need to
be doing rather than retoxing, end therefore it's obwously gomg to
“affect how you're feeding anyway.

Bottle-feeding was also consistent with Natasha's desire to avoid anything unnecessarily difficult:

Natasha (05} I thought no, T don't want the extra pressure [of breastfeeding].
Give.me the easy way out and Il 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 Avalue is related to your priorities

Many of the mothers stated how the choice of botﬂe-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.

- Terrt valued family involigemenl, affection and closeness, and explained that bottle~feediﬁg assisted

in meeting those priorities in her life;
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Terri (12): My own parents are great (at being supportive) and they just love
(baby), and also my husband's family are very invelved with him as
well, he gets so much (ove from them all. Sometimes it's a fight to
see who gets o 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 pricritise non-medical aspects of the infant-feeding decision
choosing it so that they can enhance the broad concemns of their babies’, their own, and their

families’ welfare.

This analysis of values, based on the criteria from Raths, Harmin 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 conformity without commitment. This analysis of the values mode! 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 Learning Theory (SLT) which he has renamed Social Cognitive
Theory (SCT) (Bandura, 1986), and Wallston and Wallston's (1932} 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 infant-feeding health issues

Self efficacy _ |

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 meaﬁs,

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 experience 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 instﬁncc, 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 of self-efficacy

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 wiere 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 a 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. .

Laocus of Control

A further feature of confidence is locus of control, Its pfominence 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, 19?.8; 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 (sic) has control
over his own health outcomes” (p. 288). o

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

128



expressed concern about the unfairmess of being put under pressure aud 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 T want te do, nobody attempted to
sway me. (laugh) And I think that [pressure by Midwivesls the
problem,
Several of the mothers also described their decision to bottle-feed as inﬂuencfng 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 looking 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 franslates 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 intemnal locus of control were described by many of the
interviewees as qualiliés from within that had helped to make bottle-feeding successful for
themselves and the babies' fathers. 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-feeding health issues

Hochbaum’s Health Belief Model based on Bandura’s social leaming 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 inner-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 eniphasises 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 undermining 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 2 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 matemnity hospitals in Perth, external methods of building confidence are applied to support
breasifeeding. The down-side of the policies is that they do little to build the confidence of bottle-
feeding mothers, and can seriously undermine it, The literature points out that a lack of confidence
has negative health consequences. Guidelines to not demonstrate formula 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 performing 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 make it less daunting.)T think a bit more suppart for 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 for me. .. some of
them are deing 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, nobedy tells you anything about the
formula, You go to the chemist and the chemist down at {shepping
centre} they've been wonderful, like they tell me when I ask
questions exactly what I need to know about the formulas. The
clinie nurses dont.

An interesting finding concerning confidence and medelling 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 (O7): 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 locking 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 mls. I mean she was drinking 40 mls when she
was born. Whereas now she has a full bottle 200 - 220 mls. 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 educéting mothers about formula also meant that breasifeeding

mothers knew very little at weaning time and they tured to the bottle-feeding mothers for advice.
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‘Life-style -
o The life—style'el"emer.i_l.s of health are interpreted differently by different theorists usuall yin we]l ness
e 'm'odel_s. _This analysis of the mothers' lifestyle choices will consider various We'llnes's models that

' 'focus' on: self-actuallsauon, enjoymem and satisfaction; degree of cho:ce in parucular '

e enwronments, seIf-respons:blhty, and relational connectedness.

Wellriess 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, politibal and justic_fe issues f‘onﬁing part of the
decision-making process (Pender, 1987). In Midwifery, efforts to remove barriers to 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
makmg 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
standands, However, this can be contradictory to notions of choice in self-actualisation that are
outside of this dominant, pro-bfeastfecding discourse, Pro-breastfeeding policies make it more
difficult for a woman to confidently reach her potential of designing a life-style that permus her to
adhere to her own valucs if it is her choice to boltle-feed '

_ Weﬂness as eujoym ent of life S
' _Ardell (1979) describes wellness as & positive approach to well-being and somcthmg that is done
because the approach is satisfying and enjoyable, not because the individual wants to avoid d:sease
or live a very long life. That is, a wellness approach acknowledges that people meke their own
choices about health behaviour to suit their lifestyle prcfercnces The bottle-feeding mothers'
clearly use a wellness approach in their dec:s:on-malung For example Jackie was sympathetic to
“women in contexts that allowed no choice except to breaslfeed but she felt that their mlsfortune
.should not constrain her from takmg advamagc of her more fommate si tuauon '
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.. Jackie (10} .- © At the moment it's just.. you know, it's really forced down their
T [Australian mothers] throats to breastfeed. And I know that's
the natural thing, but that's not what everybody wants. .. Around
the time I was having {baby) this Kosovo thing... T can remember
“looking at the TV and thinking, wall if I was in Kosovo I would
breastfeed my baby becouse I would have no choice. But, [here]

you havz a choice.. o

- Wellness as self-responsibility _ _ : _
- Further, wellness has been described as: positive, focused on health not illness, and Beme and
Shantzis (1986) concluded that the key to wellness was self-respor:51b111ty. 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.

princfpla of personat control which is inherent In the notion of seli-rasponsibility reflects

the ordered world of work more than it does women s dally experlence. '
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 50 then individual concepts such as sélf-re.spoﬁsibilit).f may
become comphcated by the dernands of others and the context which shapes women's lwes (Hunt

1994).

Findings '.of the present study suggest that women take into account l.)'olh thé desire for an ordered
life and the advantages that order. offers to enhance their sacial networks -and relatlonshlps That

would describe their sense of self-respon51b111ty in needing to find “what sulls” their lifestyle., Lisa
'compared herself to another mother in hospital with her, who had a screammg brcastfed baby,
~ There were observable benefits demonstrated by the differences in: '

Lisa {11): . how organised and relaxed I was, And when my husband came in
B we could enjoy the baby o _

Wellness as conn ecten'n ess _

" Labonte’s (1993} ﬁndmg that peoples expenences of health were more about thelr experiences of
capat_:ny and connectedness than about their experiences of disease or disability’ (p.15) has
relevance to the prioritising of fath'er'-baby-bonding that was important to many of these mothers,
and also to the babies' aﬁd the mothers' connectedness with other children, grandparents and

neighbours.

Donng had prev:ously had twms and had become aware through experience that bottlc-feedmg was
a better optlon for her For example, she considered that breastfeeding carried risks to hcr ab111ty to
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cope,'iﬁcluding exhaustion, the baby being less c_oﬁtent,' an inability to know if the baby was Hur_ngry _
or just grizzly and ri_ot having sufficient Suppoit from others to cope with the feeding demands, By
choo.si'ng to bottle-feed she was avoiding those risks. - Donna especially valued the lifestyle benefits
of connectedness offered by bottle- feeding, including the ablluy to be more relaxed and conﬁdent

and the mcreased pamclpauon and mvolvement by others in earmg for the baby: '

Donna (o2): « (Partner could purhcupn‘re more) and everyone else as well, Like

s gmndpur'ents and even the children, they wanted to help by -
bottle-feeding, and that was gwmg them time to get To know him
(baby) as well.

- The present study found that most of the interviewed women claimed to have jointly taken into
‘account thaf 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 nuirition and
having the ablllty to perform 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 a selfish
" method of feeding, the fact that he wouldnt be too involved in the
feeding as such, : .

Many of the mothers in this study valued the eonnectedness between father and baby that they felt
was aehleved by bottle-feeding,

Desire for wellness professional support of client options b&sed on clfent values
Having considered wellness models, it would appear that in addition to their strong focus on
happiness, connectedness and relational harmony, whrch are values underlying lhese 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 pfofessional advice is irrelevant, This assumption comes from
“the noﬁon that being self-responsible and capable of making the right decision for oneself should be
" ableto happen mdepcndently. Whilst informed decision- makmg does assume the clients' abilities
to decide, informed decision-making does not preclude professwnal advice. In a prachcal sense,
thls can beeome difficuit 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
ias shown is that the mothers' values underlying their life-style priorities are in keeeing 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 c_onsidered

next.

Diametrically opposed values of professlonal Midmfery and bottle-
feeding mothers .

A problem underlying the different _perspectivés of bottle-feeding - mothers and professional
Midwives is that even where they have sharcd knowledge of benefits and risks they as’sign._ different
values to each factor. For simplicity of explanétion in comparing the values of these two éfoups,
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-iceding mothers' values concerning the benefits

or risks of factors in choice of infant-feeding method

e : Bl o
breastfeeding Values. <0 Vali
wirlsl/serionsa _ High Low
+ immune properties of [ - X
breastmilk e
+  “natural" attachments via {:
lactation
- Risk of poor bottle
hygiene
+ Techniques for breast
care and  lagtation |
management '=
+ DBreast postponing home
routine
+ Self-efficacy for
breastfeeding .
+ Self-efficacy for bottle- | - X
feeding
- Not knowing breastmilk [i X
intake ¥
- Cracked nipples & breast | X
engorgement
- Broken sleep from X
breastfeeding '
+ Father bonding f{rom [; X
feeding :
+  Easy access to formmla K
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This comparison illustrafcs_hdw the two groups' assigned value rankings are diamctrical.l'y opposed.
For example, the'ber.iet"‘it of naturé_ll attachments via lactal_ibﬁ ié highly valued in Midwifery but is
" considered to' be of litdle ‘benefit or to be a non-existent factor by bdt'tle-'t‘ceding mothers.
Conversely, the b_eflcﬁt 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 assignéd a high level
of seriousness by the bottle-feeding mothers who prefer to avoid pain, discomfort, inconvenience,
disfuptibn to their routine, and curtailment of physical activity. In short they would see breast

management as unnécgssarily focusing on coping with a problem.

None of the models explored in this chapter absoluteiy 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 _Iiave been developed with an implication of people_coping with
| {'Jellncss 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

llustrated the process by which health decisions are made, and has pointed out oppositional and
. competing 'value_s dividing Midwifery's medically informed, pro-breastfecding perspective and that
- of the bottlé-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 mahy differences between the
perSpéclives 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 contingént on the medical evidence that breast is best, and that medical
evidence alone will lead to breastfeéding being the better choice. This is what lies at the heart of
the present conflict between Midwives and bottle-feeding mothers. However, in this chapier. the
analyses demonstrate that while mothers follow normal, health decision-making processes, as
described in the theoretical models, they reach conclusions incongruent with those of professionals,
K Nevénheless, the mothers make reasoned and logical choices to not breastfeed. The Baby _Frieﬁdly
Hospital Initiative (BFHI) policy has been shown to conform to a model of targeting and féﬁuing
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professmnal 1deals ‘without fully accountmg for cl:ent chmce .uld the processes under]ymg cllems'

: mformed decision-making.

Many health professnonals have despaired over the issue of chents having seemmgly 1rreconc:1able
dlﬁ‘erences between knowledge and practice. This chapter explams the dlf'fercnces by showing how
these bottle-feeding mothers share some knowledge with Midwives but assign dl_ametncally
opposite value-weightings to specific dimensions of knowledge. | 'Furthermore. compared to
profess:onals mothers consider a2 much broader set of factors to be relevant to their 1nfant-feedlng

chmce

Women in this client group appear to see themselves as professional mothers and consumers of
infanf-feeding advice. They consider themselves to have the right to be assisted to make lheir own
fully-informed choice. This chapter argues that contemporary bollle-feedmg 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 suppoi't 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
mbthers‘ largely unmet éxpectation from Midwives — that health professionals éhould primarily be
a flexible and competent support facilitating their pcrsdﬁal 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 wes 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.

Implications for health decision-making

'Bbttle-feeding mothers follow processes of making a gcnuini: commitment to a choice. They expect
- to be supported by professionals in ‘making that choice and achieving their goals. Professionals
needs to develop grcater understanding about the pomt where their persuasive role changes to a

pressuring and marginalising rolc in the eyes of the cllent
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The dlamemcally opposed values of bottle-feedmg mothers and Mldwwes have been Idenhﬁed and
.Mldwlfery may be able to develop more empatheuc relatlonshlps by bemg rnore sensnwe to the

deplh of comm:tmenl some mothers make to bottle—feedmg

There 1s very l:ttle research that supportwely addresses mothers' long-term, somal concerns, such as
fathers poss:bly 'bonclmg better rf they can be equally mvolved in’ feedmg Instead there is
: currently a focus on how to make fathers and!or both parents take up subjeotwe posmons prefernng'-
" .breastfeedlng Furthennore, lhere appears to have boen no developments in lmprowng support to

. n'nprove success for th‘ls group of ohents
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CHAPTER 7 - One-sided Advice from Professionals
| ~ versus Bottle-feeding Mothers' Desires
for Full Information, Practical Advice and

Support |

The maj onty of bottle-feedlng mothers expressed concern about inadequate standards of bottle-
feeding information, practtcal advice, or support from Mtdwwes and related health
professlonals Indeed the undertones of the women's narratwes suggest that some mothers and
'thelr babies were rendered vulnerable by the limited professwnal adwce about mllk—substltute
' formulae. A description and mvestn,atton “of those concerns provrde the major. foet of this
_ chapters analyses At the heart of this chapter's discussion ltes the 1nterpretatton of what
- constitutes responslble 1nforrnmg praottces Medteally, ‘it is constdered responsrble and
"approprtate"l to "explain the benefits of breastfeedmg and the costs and hazards assoelated
with bottle-feeding" (WHO/UNICEF, 1981) — in other words to point out that 'breast is best'.
The ehapter will argue ‘that policy constraints on MldWI fery, 1nclud1ng the resultant wrdespread
" use by hosprtals of referrals for formula information to pharmaeles or ehemrst shops are
paradoxtealty creatmg a culture of bottle-feedtng dependent upon lay advrce and support Frnal
sections of this chapter develop the analyms and dtSCUSSlOl‘l offenng praetrcal suggesttons that :
address a number of points about educattonal standards that bottle-feedmg mothers eonsrdered

: unacceptable These are collated with what the mothers regarded as useful mt'ormatlon

Investrgatlon of bottle-feedmg mothers concerns about mformatlon

"~ A-major concern expressed by the mothers was the madequacy of mformatlon about bottle-

feedlng Typical of the mothers' v1ews was Anne’s admonition of M:dw:fery services:

Anne (0_4)._ (The hosputol s) antenatal classes (are) not interested in teachmg
' about bottle-feeding — they need o pr'ornote ‘rhot a b:t more for
- first-time people :

1t is evident that 'A_nne was unaware that contemporary, maternity hospitals poliey__is_ precisely
opposed to promoting"bottle-feeding Midwifery'professiona'ls ‘have been socialised into
promotmg breastfeedmg with the result that their professronal culture has naturalised the

~ suppression of bottle—feedrng 1nformatton As a eonsequenee therr pro-breastfeedrng practlce

remains uncontesled and professionals are unaware of any negatlve outcomes of thelr practtce _

* The term “appropriate” is used In the NHMRC's (1696) [nfant Feédin  Guidelings for Health Work
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fof bottle-feeding mbthers This is difficuit for mothers to understand. In their view
standards of falmess and professionalism had been violated by - w1thholdmg bottle-feedlng
'mformatlon. They were perplexed, frustrated and strongly crmcal about this aspect of their -

o cxpenencc of cstabhshmg approprlate mfant-feedmg

Mothers’ Criticisms of Professional Information Standards

All of the mothers valued and desired useful, pra'ct_ical infoi'métion about bot_tlc-fccding. There
were patterns in the mothers' criticisms, which will be discussed in this section under the
following categories: (1) bias and distortion in the information provided'to them, (2) the
mothers’ right to choice, and (3) Midwives' failure to prowdc bottle-fecdmg mformauon and to

direct the mothers' to better sources.

Categqry I- Bias and I_Jisrorrfan in information provided

Jackie was concerned that no bottlc-feéding information was provided and that women were
pressured through inappropriate methods of presenting information: . '

. J'ackm (10): - The antenatal classes .. never even mentioned botﬂe-feedmg I
. © think it should be included and I think that ... we have choices, ...
I wanted to have some input [by participating in the present study]
into 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 a lot of women don't want to breasifeed,

Penny ériiit:ised antenatal education practices for telling women that breastfeeding is the be-all
- and end-all, and fqr not telling them anything about the advantages of bottle-feeding:

Penny (07): - alot 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 ever'y‘rhing... -

_- Furthexmorc. Penny argued that there is prominent advertising about why breastfeedmg is -
" wonderful, but nothing supportmg bottle-feeding;

Penny (O7): = So'I dn feel sorry for mums that end up feeding, that con't
- breastfeed, Bur I wish that g 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
informatian coming out about why bottle-feeding is good,

140



Imogen and her partner were so disgusted aboui the bias toward breastfeeding and against

‘bottle-feeding that they walked out of the antenatal classes:
Imogen o1 The énly fhing they mentioned about bottle-feeding is negative.
o It's going to cost you a lot of money, the sterilisation, becouse
you've got 1o be So careful with newborns, and this sterilisation, -
. So there wasn't anything positive about it, there were just a
" couple of negative things mentioned and then that was it. Back to
breastfeeding. And that's when we went (laugh).

.Thesc'.excerpts from Jackie, Penny and Imogen illustrate an expectation, widely-voiced in the
interviews, that women should be allowed to make an informed decision. Just what an informed
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 example
through the BFHI, lean more towards the suppression of information, and suppression does not

fulfi! the professionél responsibility to allow an informed choice in health decision-making.

- Professional information Jacking credibility

The bottle-feeding mothers did not believe all of the pro-breastfeéding, anti-bottle-feeding
‘information. Jackie, for example, had assessed for herself the differences between breastfeemng

and bottle-feeding and was not convinced that bottle-feeding was harmful:

Jackie (10 T 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 have done it, I just guess I'd never really been convinced,

Béihg unconvineing is likely to be interpreted by Midwifery as a need to be more convincing.
B Yet the message of this study is that feeding mothers want the right to make an inforr_ncc_l choice,
‘This means they need to be provided with full information about all methods of feedirig; ' '

| Some mothers considered that there was a tendency to simply glorify breastfeedmg without
' accountmg realistically for its problems:

Terri (12): They say all this stuff about bonding, holding your baby close and

- dllof that, but really T hold (baby) close too when I bottle-feed,
s0 I think it is a load of rubbish all this talk about banding, I think
it is o lot easier o bond with your baby if you are content and the
baby is confent and you are both not all stressed out over the
feeding and how much he is taking, and all the breast problems and
cracked nipples and everything .. How could you bond with your
baby if you felt like that?
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" The relevant policies for mfant-feedmg heaith care recommend giving pro-breastfeedmg advice,
Promoting any one aspect is persuasive at the expense of accuracy, and parucularly exaggerates

‘the significance of pamcular outcomes.  Evidence-based practxces would not suppozt

: exaggeratlon — for example, claims of slatlsttcal s:gmﬁcance may still affect only a mmonty of
cases, Overstatlng one side of the story leads to scepticism. For example Clalre bcheved that -
there was little difference between bottle-fed and breastfed bables

Claire (06): I just thought you know so many people are against bottle-feeding,
' T just thought I'd 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): I think a lof of the talk is about third world countries, where there
' s poor sonitation and where they water down the milk as they are
- not able to buy it as they are so poor. My children have all been very
healthy so all the talk about bottle-fed babies being less heol'rhy
doesn't apply to me. :

“Terri (12): They say that breast milk prevents the baby getting infections, but
{baby] has never been sick since he wos born, mcn/be h‘s all the .
statistics on the thlr'd world countries..,

~ This observation should not be overlooked. Current policies are the result of international

pressure to take a global approach to infant feeding issues, including, as roﬂecte_d in WHO and
NHMRC guidelines, that the greatest risk in infant feeding is from inadequate cleaning of
oquiptnent and improper reconstitution of substitute milk formu'la. Although a highly unpopular

! ooint 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 nsk factors in poverty-stricken contexts®.

Policies are tending to promeie breastfeeding to ever-highcr standards Some of it such as
' advocatmg six months of excluswe breastfeeding, is in response to contenuous rcsearch
findings about breast/bottle dlfferenees over shorter periods of time, This :mght unply to some

_ mothers that it is worthless to breastfeed for shorter penods Penny illustrated that pomt

2 paradoxicatly, much of the force behind the pro-breastfeeding movement was reactive against infection rates in Third
Wonld countries where bottle-feeding could have disastrous consequences amidst poor sanitation and poverty (Palmer,
1983). However, the unfortunate incidence of AIDS and HIV, especlally in many African countries, has resulted in a re-
examination of the wisdom of "breast is best’ policies for all {for exampile, Gill Siedel, 1999). Slede), a South African
researcher, forwards a strong casa for taking inte account the real {though ragrettable) discrepancies In living standards
and the correfaled differences in infection rate risks from bottle-feeding. Professfonal literature such as The Health
Exchange" {for example, The Intermational Health Exchanga, April 20011} provides evidence of videspread problems
such as water shortages {p, 4) which are not problems affacting most Western Australians.

142



Penny (O7): From what T've sort of read about breastfeeding, for it to actually
o " 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 a lot of mums I've sort of spoken to say I'll enly feed -
for 6 weeks and then I'll put her onto the bottle. I thought well, =
why even bether' '

The Mldw1fery field seems typically to be mterested in ﬁndmg ever more ef‘fectwe ways of
: persuadmg mothers to breastfeed However the ﬁndmgs m “this- sectlon have hrghhghted a
problem The field's present educatlonal practlces do not meet the mothers standards of

credlblhty

Categary 2—The mathers rrg!u‘ to decrde _
The mothers' viewpoints were that only cach individual mother can know her own attxtudes

about breastfeeding and bottle-feedmg Penny explained this as follows:

Penny (07): I'm not adverse to breastfeeding, but ever'ythlng has its pr'os ond
' cons. And everyone is entitled to make their decision based on
“how they weigh up those pros and cons, Everyane'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:

Irnogen (01  They're just soymg, well let's oII br'eostfeed ond thars your
condition from the time you can even think about o child, is breast,
breast, breast. And there isa different way, and it doesn't mean
it's wrong or it's right, it's whatever suits you and who‘tevers bes'r

for you. ‘And for us the botrla wes ‘the best thmg ;

'Bottle-feedmg mothers considered it fooltsh that a woman would be persuaded by hospttal staﬁ'
and also considered it unaeccptable that hosprtal staff could consrder that they could make the
' decrston fora mother o ' C B

Ter'r'l (12) I Just think whotever' suits you Just ‘eed yaur' boby whotever' wey
suits you, after ol! you are the one Ioeking ofter the baby, nor the
hesp:tol staff. R : : .-
There was a cons.lstent opuuon that the 1nfant-feedmg deersron is best made by a mother who is
aware of her own attttudes, can obtam professronal mformatron can work out what wrlI suit her .

and who is not mﬂuenced by others’ preferences Infant-feedmg isseenasa personal decrslon
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~The NHMRC Guidelines (1987) on patients' choice insist on the clients' nght toa choice®, Most
-health carers would understand the mtentwn of this pohcy on choice as bemg aimed at
'preventmg hlghly mvaswc medlcal procedures against the WlShCS of a patient (such as radical -
- cancer treatment) This pollcy has not been w1dely considered i in relation to health choices such
a5 mfant-feedmg This lack of recogmuon of breastfeedmg pam lgnores the fact that some
'women ﬁnd it to be physwally mvaswe, and (amongst other reasons for not choosmg

brcastfeedmg) want to uphold their nght to not be SU]J_]Bct to that course of actmn

Guidelines'about choice do not. insist that patients have a n'ght to be helpcd to fecl good about
the chmce that they make, Herem lies a strong ctlucal issue about the canng nature of nursmg :

and MldWlfery

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
ony time at dll .. And because it's not covered, that's not a goed
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 ﬂ-unking, well, boﬁle-fze.dlng is
' accepted and she' II feel better abou'r it, . '

Many of the mothers spoke. of wanting attitudinal changes_ from Midwives, for example,
R suggosting that the s.tigma of not b.'rea.stfeedir-lg could be rentoved (Sandy, 09), 'tha't bottle-

_feedmg should be promoted {for example Anne, 04), and that mothers should be supported
: Francme had this to say

-Fr'unclnz (08). I just ‘rhlnk theres so muny more peoplz who should realise. 'rhut_ :
.~ .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
brachures on breas‘rfeedmg, the brochures on bottle-feeding, or
the classes in the hospital, And support of whichever way... nat 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 bondmg, “Just all the
'rhmgs that are thrown at you.

However, even though the mothers expect that their choice_ to bottle-feed should bo'troa_ted with
respect, the policies and guidelines infer that profeséionals should 'r.iot'.demonstrato approval of -
bottie-fccding’._ Theit"is; the BFHI policies have led to practices in some contexts which evade
.'t_ho' best standards of _'teaching'about bottle-foeding before the birth because demonstrations to

- ?The sefting of breastieeding targets has inherent potential contradictlons to the client-choice palicy of the National -

Health and Medical Research Counci's {NHMRC) (1987) guidelines. Those guidelines can be summarised as: (1.) _
Cholces in health care; {2.) The right to be informed; (3.) The right to safety; (4.) The right to be heard; and (5.) The right
ta redress. In the light of this study, several of these ideals are not being met in the best way possible In serving women
_ who bettle-feed {Duffy & Hunt, 2001). .
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groups are not allowed and opparently cover oniy' the risks of bottle-feeding education. This

: approaoh has left these mothers feeling that they were only told the negatwes rather than bemg :
- fully prepared A ﬁmdamental principle underpinning health-care isi” FlI’St do no harm ‘Where
. there i is profess;onal input hlghhghtmg only negative consequences, it could be conjectured that

~ this may cIo harm to mothers who bottle-feed their babtcs

. Caregory 3 —-Mtdmfé:y s fa:!ure ra pmwde bort!e feedmg mformaaon, & the mathers' bet'ter
Sources o '

. The_NHMRC [n_fant Feeding Gui__delines for Health Workers states that,_ _

The pﬁmaw objective of the WHO code Is to 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 basis of adequate information [sic].

(NHMRG, 1996, p. 55)

| Prol'ossional Midwifery faces a dilemma regarding drawing the line between educatl_ng mothers
about bottle-feeding and indoctrination to promot bottl.e-feodi'ng. Dangers associated with poor
preparation for infant feeding are r_ecognised_ a'r'_ld documented in the NHMRC guidelines.
Confusion over hotv and when Midwlfefy and hospital p'olioics should be t'esp'oncling appears to
be leavmg the 1mportant aspect of bottle-feeding mformatxon, adwce 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 bottléfeoding education have ‘been interpreted with
 increasing clegrees__ of dogma “The second analytic point, Better Sources for Bottle-feeding
. Support, will suggest that the code ai_nts to restrict bottle-feeding education to being offered by
_ health professionals. When interbreted .dogmntically. the Code pamdoxically conlradiots jts
._'own intentions: Current practices Ieave 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 lcnowledge, etther from trial and error, or from alternate sources such
as pharmactsts, who are recogmsed as valid and useﬁll prowders (NHMRC 1996), as Well as

baby food companles and various lay adv;sers

. oft!e-{eedmg Mothers Ouesuon_g How Much Mrdwwes Know ) .
_ The mothers' percewed a lack of MldWlfery knowlodge on bottlc-feedmg Anne gave a detatled

account of her ﬁustratlon in regard to the madequate levels of bottlc-feedmg educat:on she had

_ recewed Unaware as many mothers are, of the policy line that translates into postpomng and

o numuusmg educanonal discussion of bottle-feedmg — more than once Anne aruculated her

' perplexlty about the lack of information from MldWlfery and Child Clinic health profess:onals

145



Anne (04): " Whereas the clinic nurses they don't really... I don't know whether
R 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
" 1o 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 go fo the chemist they say ta you
ne, you need to go onto the over-6-months because the over-6-
months has got 50% more vitamins, 50% more iron and oll this sort
of stuff, So you think well yes I should be going onta Thut because -

_ Infervieﬁver: He's ne.admg more iron,
Anne: . Yes, as he's going o_m‘o food and he's messing about with his milk, T
_would like as much milk as you can get into him and then if it's
going to have 50% more iron, and as he's messing about a bit it
doesn't matter too much if he wastes a bit ot the end of the day,
‘The literature suggests that iron supplements are necessary after six months of age
(Cll.ulnmgl'laarn1 Jelliffe & Jelliffe, 1991; Hartmann, Cox & Duffy, 1997). It is hkely that due to
‘the hlstoncal opposition to formula marketing generated by the WHO- led, BFHI pro-
' breastfeeding campaign, that current NHMRC guidelines are for Midwives to stipulate that all
- form_ulas on the market are equivalent and that formula upgrades are unnecessary. To mothers,
however, it appears that Midwifcry professionals are unable or unwilling to give the mosf up-to-
date advice about which is the best formula to use®, The participant observation phase of this
. stud.}r 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 detéil_ about the properties of formula. Whether the
development of different stages of formula took place as part of clever marketing or to develop
génuine improvements in fonnuiﬁ cannot be decided by this analysis — however, the mother's
| cohﬁdcnce in the more detailed levels o'f information pro{rided by the Chemist should sighal the
:danger of losmg crechbxllty that the Midwifery prot‘essmn is creatmg for itself by referring

dlSCllSSlOIl of formula to othcr sources.

This same mother continued her dlscussmn of problems she had expenenced by not bemg fully
" informed. Anne lamented not knowing about there being three. dlft‘crent formula types — up -to-

3.months, 3-to-6-months and over-6-months®;

* This would suggest that Midwives have contradictions in how they understand their respensibilities to maintain up to
date knowledge of infant formula, [t appears from this study, from the general tone of the Infant Feeding Guidelines for
Health Warkers, and also from the lack of any formal, routine tesfing of Midwifery knowledga of infant formulta (c.f. BFHI
assessments), that since Midwives ara 50 strongly discouraged from discussing formula, there may be gaps in how
much ¥hey know, and certainly variations in how they understand their responsibllity to inform mothers, as is discussed
in the present chapter.

E\Whilst a contentious point is the degres to which different formulas are necessary or are part of a marketing strategy, a
former pro-breastfeeding point commanly raised in Midwifery ante-natal classes was the fact that human milk changes
quality aver time to meet the development of the baby (Cunningham, Jelliffe & Jelliffe, 1981}, whereas at that time most
formula milk-substitutes were a of single standard.
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Arne (04): I only found out the other day, which someone didn't tell me and I
a ' mean he was 5 months old when I found out (laugh), that the
Karicare that I've been using you're only meant to be using up to 3-
. months old (lasgh). T was meanf to be going onto another formula,

. Inferviewer: A different one.
Anne: - Well this one's apparently a flr'st infant for'mula and only meant to
" beused up to 3 months because it's got L.LP.s in it and the Omega
oils, the fish oils and things for the brain, But no one told me that
until T went in there and the pharmacy assistant says, by the way,
is your baby over 3 months old? Yes. - She said, youre not
* supposed to be using that formula, you're supposed to have gone
onte 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): 9es, 50 things like that you don't realise until people tell you, they

go, oh by the way... and you're sitting there going ohhh, geeze, like

I've done something really bad now. It is very frustrating and

confusing for a first time mother.

1t is worth considering the lengths to which bmastfeeding 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,
' discutssion of bottle-feeding is muunnsed and postponed as a strategy (o encottrage_women to
choose breastfeeding. Women are well-prepared for breastfeeding being taught about the milk
‘supply and how to protect it end they are shoﬁr_i in advahce of the birth various techniques to
cope with possible brcastfeeding difficulties, such as expressing milk should a mother anti her
baby become sebarated. Because ante-natal education and policies such as the BFHI work
towards an idealised j:_rornotion of breastfeeding, the situation for women who will bottle-feed is
rat'ely discussed in the profession, however, it is irﬁportam to be aware that there are negative
consequences which were described by the mothers in this study. Not least of all, as Anne's
comments above demonstrate, a negatwe consequence of inadequate preparation for bottle-
feeding is that it is undermining at the emot:onal level thus nskmg the best development ofa

| mother's sense of self~efficacy

The other point.. aris.ing from Anne's candid_ discussion suggests that inadequacies in bottle-
feeding education can inadvertently leave weaning mothers and their babies vulnerable, The
professional gmdelmes where they translate into a reluctance by ‘Midwives to demonstrate

making-up bottles and reluctance to discuss formula, unpact on breastfeedmg mothers ‘who later
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may feel inadequately informed about how to change to bottle-feeding or what to do at the
~weaning stages- In such ceses experienced bbttle-feeding mothers, rather than Midwives or
: other hospltal workcm, can become the credible sources of mformatmn L

Inter\flewer. Do you learn much from talking tc other‘ mothers at playgr'eup and
. - places like that?

- Anne (04): | No not renlly because everyone breastfeeds except for me. Im

. 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 are row on formula, and (baby)s been on that since

basically day dot and yes, so they start asking me questions now

(taugh) about the formula, Asking me how much (baby) drinks now

so the wheels have furned around the opposite way now, they're

actually asking me all the questwns and finding out what formula

I'mon,

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 appcar 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 information 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 pharmacies in place whereby hospitals routinely referred ante-natal mothers to the chemist
for advice on formula and bottle-feeding. Additionally, the interviews with mothers suggest
that in antenatal settings and in hospitals there was a broader sense of a 'gag® that restncted

dlscussmn of bottle-feedmg, other than to pomt out the problcms 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 family
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 Aricla
8.5).

(NHMRC, 1996, p. 55)

The_ code, in attempting to restrict formula companies from marketing directly to mothers of .
.__ir.lfanls 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 requesiing to be shown again
{(Claire), not remembering having been shown or not having been shown due to trying
unsuccessﬁlll.y to breastfeed whilst in hospital (Anne), or they remarked about having to help

" The source of the temn “gag” Is Macklin's (1893) "Enemles of Patients”,
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other bottle-feeding mothers who had not been adequately educated, for example, Lisa who was
concemed about education standards generally, and who explained:

Lis_'n (1) There is no class about bottle-feeding, not that I needed one

anyway, as I knew how to do it. But the young girl down the street
had 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 came home on
the early discharge program after 48 hours. I told her she can call
on me anytime if she needs 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 ihtcrpretations 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 Cod Intarpretation of health APMAIF'S interpretation of
ode warkers responsibilities the Australlan agreement’
Articlo 6.5 No routine formula prepérab‘on

Feeding with infant formula, classes

whether manufactured cr home
prepared, should be
demonstrated only by health
workers, or other community

Mothers or family members who
will be feeding with irifant
formula need responsible
instruction on ¢leaning,

workers If necessary; and only to
the mothers or family members
who need to use it; and the
information given should include
a clear explanation of the
hazards of Improper use.

sterilisatton, preparation, safe
storage, and feeding techniques
which decrease risks. Full
explanations should be given on
the potential hazards associated
with not following comrect
procedures for any of these
steps. For axample,
gastroenteritis; dangers of
understrength and overstrength
formuda; nursing bottle cariss;
problems arising from using
products other than infant
formula; risks associatad with
the early introduction of solids.
Instruction should ba given only
to parents or family members
who need to use it, ideallyon a
one-to-one basis, incorporating
adult leaming techniques and
hands-on experisnce.

(NHMRC, 1996, p. 75)

T [n the source NHMRC (1986} document, the APMAIF extensions are n'ibsﬂy concerned with marksting Iésues,
definding font sizes, regulating what idealised pictures are, and then also deﬁning how Australia s trade pracﬂces cannot

fully restrict marketing.
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It is concerning to notice how the code has become interpreted in mcreasmgly dogmauc terms.

There are three aspects that I will describe:

L

In the "]ntexpretatlon of health workers [sic] responsiblhnes" the column of the NHMRC

guxdehnes has become, "No routine Jormula preparation classes" and it appears that the

- sense has changed from dlsallowmg personnel from formula companies from demonstratmg
' preparatmn to disallowing "routine preparahon by health workers. The BFHI assessment
profiles, for example, check for the followmg "Does the policy pl‘ohlblt demonstration of

formula preparation as part of routme antenatal group instruction? [empha51s added]"
part, this policy of 1dcally havmg 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

prowsmn of that education.

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 {arho 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 & Shemiff, 1992), and despite the fact that many
 mothers intending to breastfeed are bottle-feeding soon afier discharge from hospital
(Hauck 2000). This is a disturbing element of the BFHI because even the NHMRC
| gﬁidelines state that people who need to use formula include mothers who do not wish to

_ breastfeed.

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

unportant part of what peoplc should know about bottle-feedmg However, the pomt is that

.although the guidelines suggest that techniques should be used to make the education

successful, this bit ot' the gmdelmes seems to be taking secondary place to the BFHI

_ restneuons

Thfs pattern of increasing constraints on bottle-feeding advice and information accords with the
- study's ﬁn_dings that in the eyes of the bottle-feeding client group, Midwifery 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 roIe 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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cq.de —- and unfortunately the result is tightly restricted professional assistance to this client
| group, When [ asked a highly active proféssional 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 normal ante-natal classes, and
~ claimed thé‘_t the next thing Midwives should develop is a strategy to train mothers individuaily
but so far everyone has been too busy to get around to d_oitig that, Given the voluntary nature of
involvement in such pi-ofeséional organisations, this lack of time is understandable However, it
does not justify the Midwifery profession’s failure within its BFHI capacltles to develc)p this

aspect of its serwce

Better Sources for Botile-feeding Support _
'Mldwwes and hospitals are failing to meet expectations of many bottlc-fcedmg mothers The
WHO Code's Article 6.5 proposes that only health workers or other community workers s_hould
provide education and demonstrations of feeding with infant formula, 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 accapt 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 thelr infants.

{NHMRC, Infant Feeding Guldstines for Heailth Workars, 1996, p- 13)

In disentangling this impasse, attention will be paid to the question of what support or advice is
'appropriate’, since there are different answers for the Midwifery field and for bottle-fecding
- 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 information about breastfeeding, and as a _clos_i_e reading can
show, its accrediting assessments look particularly for evidence of the absc'nceldf bottie-feeding
marketing which in tumn results in placing strong limits on bottle-feeding education:

(1} A written breastfeeding policy:

'+ "Does the policy prohibit the display or distribution of materials which _pramote
breastmilk substitutes, feeding botties, teats and dummies?

"« [opes the policy prohibit demonstration of formula preparation as part of routing
antenatal group instruction? .

{3) Tralning staff to implement breastfeeding policy:
[Various techniques and Information about breastfeeding], and:

+  Are the antenatal services free from promotional materials for breastmilk éubshlutes, .
feading bottles, teats and dummies?

« Do pregnant women confirm that they were not shown how to make up a botlle as
part of a group demonstration? ;

{6) Give newbom Infants no food or drink ather lhan breast-rnllk unless med[cally' h
indicated.
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Are any supplements given to breastfed babies gwen only in cases of acceptable
- glinical indications, fully Infermed parental cheiee or other reason beyond the ccntrel
of the Trust? .

- 1s the facility fres from promotional rnaterials for breastmilk suhshtutes feedmg- o
- hott!es. teats and dummies? S T _ e
NB:  Breastfeeding mothers may. choose to give their bab[es a supplementary feed t-
is the Trust's rasponsibility to ensure that mothers are encouraged to breastfsed i
their babies exclusively and that any declsion nct to do this Is made.after belng - -~

fully informed of the benefits of exclusive breastfeedlng and the: nsks of the..
supplementary feed, -

_ (www babyfrlendly org ukt'matem htrn) |
._ These BFHI assessment conditions do not stnctly place a "gag“ (Macklm, 1993) on MldWlVCS
and hospttals but the guidelines appear to commonly be mterpreted asa gag in many Western
. Australian hospitals, given some vanatton from settmg to sethng In faet, enly one hospltal in
Western - Australia had acl'ueved Baby Fnendly accrechtatlon and many pnvate hOSpltalS
' adnumstratlons saw accreditation as bemg unattamable (Researchet‘s telephone enquu‘tes made
to Director of Nursing level, 2001). Nevertheless such pohcy documents have a powerful
- impact on ‘all hospital practices. They are regarded as documents that can ‘benchmark h]gh
quality MldWlfery and hospital praetlees and- have relevance for the mandatory reportmg of
| breastfeedmg rates to the government. Thus, as empathettc as some individual Mtdwwes other
_ health workers, or hospltals may be towards bottle-feedmg mothers' desires for strong support
and 1nformatxon_, as professionals they need to cor_:form to various m_stttutlonahs_ed censt_ramts.
- Without dismissing ptofessienal constraiuts on information standards, the analysis will now' turn
towards understanding the situation whereby bottle-feedmg mothers have reported gamlng the -

information they considered useful from a range of unofﬁclal sources

Terri was dissatisfied with her Child Health Nurse s negatwe atutudes

Terri (12): - I actually enly. wenf to the cltmc once, T don't Thlnk she eppr‘oved .
' ~ of me bottle-feeding, she gave me ohe of those Ioeks whenIsaidl -

was bottle-feeding, so T- just didn't go back, I get the baby .
. welghed at the chemist and the girls there are all ‘over him, want =~

to hold him and ali: T just. got no positive wbes from the- cl'uld -

- health nurse, so I thchh‘r I don't need that. B

. Thus, Terri found the warmth and posmve receptlon at the Chernlst preferable to the ofﬁmal
prowsmn of care. Note that the gusdelmes to pI‘OVIde "apprepnate support and adyice" typxcally

in the Mldmfery profession would not be uuderstoed as- havmg suggested prowdmg such

adwee w1th warmth or "posrtlve vibes",

Franeine found-it incohvenient to not be offéred w.rit‘ten decume'nts to prepare her te best cope
with bottle—feedmg The solutions women found to sueh problems 1IIustrate that the WHO
codes preference for mfant formula to be demonstrated only by health workers or- other

commumty workers is not worlqng well in practlce The pohcy may have led to a gag agamst
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markéifng workers providing demonstrations but it has not led to what mothers consider to be
sans factory educatlonal standards for boltle-fcedmg and nor are molhcrs usmg health workers as
their only source of mformatlon e '

~ Francine (08).. They dan‘t tell you if the bottle- fed bables you know, do they -
. need extra water, do they need... it's ‘only from listening to other’ .
o 'peaple 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 thmg That was hard,

'In'rerviewei-: - S0 where did you get the mfor'matmn on botﬂe—feed ing?.

‘Francine: - - Just from family -who've bo'r'rle-fed -My_ mum obwously,"-'shg_' "
; ' " bottle-fed.” And just picking up bits and pieces along the way. -
Clinic' nurses and things like that, ~ And you. know, makmg btg
mlstokes and wor'k| ng them out sort of 'rhmg : :

Anne too, had dlscussed leaming by makmg mtstakcs when complammg of her. lnadcquale
preparanon She was not given prachcal gmdance in choosmg teats

Anne (04)— " teats .. That's a bit of a learning experience as well, No one. tells
' - you ﬂnythmg abauT fhut you Just have to lear'n by trial cmd error,

Addltlonally, Anne appeared to havc taken up an inapp ropr:ale form of demand fcedmg wlth a
bottle that made her baby vomit; '

Anne (04}): 1 made o mistake in the beginning because no one told me and I
was stuffing him ful_l of milk and then he was chucking up, and I-
didn't: realise T was supposed to ot do that .. T started going,
o whuts geing on, like, and they re going, oh ne, you're not supposed
. to feed him that much milk, you're supposed to feed him this much
milk, and wait 3 hours before you give him another bottle of Imlk
- You fmd that lnfor'rnahon out once yuu ve made a rnls'rake
Hea'ring boltle—fccding'mothers describe that they had to'learn by making mislakes or stating
" that, in their oplmon useful sourccs of 1nf0rmat10n were available to them because they were
"lucky”, is ex{rcmcly concerning. Relying on bclng lucky {and lhcreforc nskmg bemg unlucky)
and rcqumng access to good lay sources of support, cspcclally whcrc group support for bottle-
' fcedmg is d;scourabed is a situation far removed from women having lhc right to access from

) profcssmnals the 1nf0rmal10n and support lhey feel is adequatc and approprlalt}.

Francine's desire for wrlttcn adwce led her lo actually contact the fom'lula company who then

' prow ided her with brochures _
Fr‘ancme (OB). We go? some more information orl the new 526 Gold that we
: wanted 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 to send me some brechures,
o Other women received more patient a_hd_morp useful advice from sisters and mothers. The fact

that Sis_tcrs and mothers, if available, probab'ly_ enjdy" helping ahc_i are likely to have less time
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* limitations than professional Midwives do, needs to be taken into consideration. Novenheless,
some of the mothers discussed assistance from these sources wuh regard to strong criticisms

they werc makmg about the oﬁic;al prowsmns for them havmg been madequate

: Imogen was gratcﬁ.ll lhat her s1ster taught her ngorous and pract:cal methods of bottle
slenllsahon :

‘Imogen(Ol) I do_-‘think 'rhey needed to be more.. how fo 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 came down and showed me
how to use the microwave steriliser and how to clean the bottles

properly, and just hfﬂe things that I didn't know.

Claire commentcd on her dlsappomtmont wnh tho hospital, stating that she really learnt about

bottle-feeding from her mother:

Elizabeth (Interviewer): .. did they show you much obout mokmg up fee.ds and
sterilising equipment in the hospital?

Claire (06): Well the midwife I had she showéd me once 'ond then she fold me
to go do it myself ... I was a bit disappointed with thet.

© Interviewer: ~ Did you go. through the whole proceduro of making up the feed
' + with you?

Claire: -~ Yes, On the'fursf_day she did, but then I needed to be reminded.
S And that was it, She just said you can do it yourself now .. I
stayed with (my mum) for the first two days T 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 ond things like that becouse I .-
had no idea. And then I moved out and did it all myself with my
boyfr'rend Seo my mum pr'ocﬂcally told me everyfhmg ta do.

_ Thls secnon has shown that bottle—feedmg mothers may often tun to olher sources for support
© While it-is desirable for all mothers whatever form of infant feeding they are usmg, to have.
~ social support systems, it is concermng that this study found the bottlo-fcedmg mothers to be
dlssatlsﬁed with professmnal services and, that for some ‘mothers, their access to information
they trustcd ‘appeared to rely on the chance of them havmg lay support. Furthonnore the
' vanous policies arguing for primacy of promolmg brcastfeeclmg appear to havc been taken up in
practice as_postponing demonstrations of formula preparation. The professmn should be
:_'mmdful that not providing high standards of bottlc-feedmg mfom‘nahon advice and support can
result in undermining bottle—fcedmg__(and weaning) mothers’ com_pete_noo rr;;canng for their _
babies, as indicated by the findings o_f this study. Having won thc.'advantage of being the
 official provider of infant-feeding information, Midwifery health brovidofs will.'ncod_to deliver
on the obligation they carry. This study's findings strongly indicate that that w1lI ijeqoifo not just

' constraining manufacturing companies from what they previously undertook as their
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-~ educational functions, but should also mvolve 1mprovmg the ofﬁclal M1dw1fery standards and
delwery of bottle-feedmg lnfom‘latlon

Proposed information standards to meet bottle-feeding mothers' expectatidns

The Midwifery field would benefit from deveioping its understanding of the mothers’ right to
make a fully informed decision. Much of the reticence to providing information appearé 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. information 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 information, useful tips from Midwives and useful
tips from other sources, the fel'owing is a summary of suggcstlons that may £0 some way

towards meeting the cntena of the le-feeding mothers' information needs.

' Credible claims o _

Claims about immune properties, gastro-ententls. allerg1es, intelligence, obcsnty, SIDS and
other issues should show percentages of effects in both breastfed babies and bottle-fed babies,
' 50 that mothers can calculate the risk to thelr baby and the gain, if any, of choosing a specific

feedmg method

Relevance S _ _ S
« The _infomlal_ion should also, as far as possible, indicate the relevance to the intended group
of readers (for example, educated'wbm_cri living in metropolitan areas of First World —

studies with similar populations, sanitation, disease and climate factors).
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-« Information about ‘benefits and risks could be dcveloped to assist this client group®. Some ._

mothers reported belng put off by the goal of feedmg for at least 6 months. If outlmmg

gains of breastfeedmg, it could be useful to mothers if Mldmfery research were to develop '

a chart showmg not just the ideal 6 month outlook but the benefits (or lack of benefits) and

. problems or lack of problems at specific nulestones for example, 3 days = colostrum, 6

weeks =% 3/4 months =7%, 6 months =7*, longer = need iron supplements Tlus would be

=rnost useful if 1t were combmed to show the rmlestoncs relations to the range of nsk

- percentages for conditions of obeslty, asthma, SIDS and so o,

(NB* No spemf ic pomts will be developed for this suggesnon I did try developmg such

mformatlon to suit mothers needs, but it is a substant1a1 task requlrmg an

mnovatnve methodoiogy Most research has contentious findings 50° Jusnfymg

'usmg one finding rather than another is beyond the scope of the present_stuc_ly.

Additionally, the statistical ﬁgufes where given (significance/effect leve_ls) do_ not

| ) 'alw_ays. readily translate into understanding the real level of risk. However, as

further research, this would be a useful development for the field.)

Other infom_zation requested

- Formula properties: _ |

.- How to choose best brand

. leferenccs between brands of formula _
« Cost

" Information on mana. ing bottle- e.edfn. :

. Suppoxt phone number _ : | _

« Age/size appropriate feed size range. '
e How and when to mcrease intake -
+ Proper clcamng of bottles -

«  Information about teats

Managg. ing conditions:

«  Thickened formula for reflux

"« Lactose-free for colic

® The Linkages Project (2001) developed a pamphlet, Risks and realities: FAQs on breastfeeding & HIV/AIDS, for use
by Health Professionals in poor countries with high HIV levels to assist mothers in making an infermed decision about
their feeding chaice. It offers ways of caleulating risk to a community by multiplying the risk of being Infected by
breastfeeding {14 per cent} by the percentage of infacted mothers. This sart of calculation may be useful to health

. workers, What mothers in this study's context would benefit from is calculations of the risk or benefit {o them according
Mmsmm The NHMRG and WHO recogrise that mothers who do not wish to breastfeed requine good information about



ACCQSSO!‘I&S Ihat mcrea.re convemence

. Weamng dxshes

e Mrcrowave stenhsat:on of bottles o

Some of thc pomts 1nc1uded were rarsed by mothers descnbmg mformatron that 1mproved thetr
_' _' expenences of bottle-feedtng Others were tlps gleaned from mothers, ststers and women down
| the road A stnkmg aspect of thrs hst, however is that the NHMRC guldelmes (1996 P 55- |
: 60) mclude nearly all of these points, The guldehnes document itself demonstrates the
margmahsatton of bottle feedrng 1nf'ormatron, amounting to six pages in a document where the
" rest of the hundred pages focuses on breastfeedmg, and substanttal appendrces about the

' Markenng Codes and Austraha s agreements are attached

.’I‘he mothers were strongly crmcal of bras in mformatron standards espectally in ante-natal
classes poor support for their own trauung in bottIe-feedmg, therr expenences of makmg_
R nustakes w1th formula and that sources other than Mrdwwes held more credlbrhty regardrng
bottle—feedmg adwce These alarrmng f' ndings show that the pnnclple of "feedmg w1th mfant
-formula should be demonstrated only by a health worker or other cornmuntty worker (WHO
_ Code Artrcle 6 5 cited in NHMRC 1996, p. 55)" is vulnerable in a context where the professton'
' w1thdraws its support rather than tncreases it, Whtlst the NHMRC gutdelmes dtscuss that i m
Australta Chemists can play an unportant part m educatlng about formula, from this study it
_ appears that hoSprtals and the Mrdwrfery professrons 1nterpretatton assumes playmg the Ieast
'..part 50 that routinely Chenusts are used as the refen:al pomt for mformatron about formula '
feeding, By leavmg Midwives' access ‘to. mformatlon about formula as an enttrely personal
B decrsron it exposes those Mldwrves choosmg to stay ahead m the. ﬁeld to outrage by "Baby -
Fnendly“ professronals assummg that to protect breastfeedmg all Mrdwrves must refute bottlc-'

fcedmg mothers' needs This study has identified from bottle-feedlng rnothers that confuswn
| arises, and has pmpomted areas of the policy that explam why this may be the case However it
s outsrdc the scope of the present study to estabhsh the extent to Whlch Mldwwes face tensrons' :
in this confusmg area of bottlc-feedmg mformatron in the1r work actmg as antenatal educators
_matermty carers, ch.tld health nurses or ad.mlmstrators mformmg hosprtal pollcy Certalnly,
however it appears that hrgh standards are not apphed systemattcally and may indeed be
dangerously dependent upon the confidence of mdwldual health provrders to act wrsely desptte-

apparcnt contradlcttons
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It would appear ‘that WHO/UNICEF antt-marketmg principles are being nusapphcd and

nustakenly gcncrahscd to the educattonal functlons of Mtdwwes Furthcrmore, the minimal

o K condmons for pro-brcastfccdmg "mformcd consent" to bottlc-fecd of covcnng the heneﬁts of
_ 'breastfcedmg and nsks of bottlc-fecdmg, also seem to be applled as’ thc berichmark of standards’

- and. extent of dctaﬂ for thts service, As this chapter has shown such a mtmmal approach is not.

| ..con51dercd to be of an adequate standard by thrs client aroup of bcttlc fecdmg mothars It does

. unfalrly marginalise bottle-fccdmg mothers

E Im'plicatio'ns f'or' inforrnatio'n Standards

Professmnal dtscussmn nccds to occur, conccrnmg the difference between markctmg and

_ educatmg, and addressing the gutdellnes requlrcment for adult learning tcchntqucs What is

- known, i is that early cducatton is bcttcr for rctentlon of mformatton, and that good trammg,

early lcarmng and group support atd sclf-cfﬁcacy Thcse adult learnmg prlnctples are given

~ primacy for breastfeeding. cducatton,_ but have secondary importance for bottl_e-fecdmg

. education.

.Unbtascd mformatlon necds to bc developcd and should takc into account thc issues
- relevant to mothers (ie Westem Australta is First World and has mostly urban houscholds

) wnth good santtatton)

_ Thc Mldwrfery profcssnon necds to dcvclop bcttcr dtsscmmatton of 1nf0rmattou and tratmng '

during thc antcnatal pcrtod for 1ntcndmg bottle—fecdmg mothers Wherc upholdtng BFHI

i _standards is a concern, mformatton and tratmng may. be. offercd to womcn mdmdually

: _:rather than to groups cherthelcss pro-acttve steps will be requtred to increase the

'crcdtbthty amongst mothcrs that Mtdwwcs have expertise m bottle-feedmg, and the

problcms of delaymg dlsscminatlon of bottlc-fccdmg mformatton to assist mothers who

. changc early from _b_ottle_-fccdn e imothcrs wcamng their mﬁmts should bc addresscd
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CHAPTER 8 - Hospital Procedures’ Effects on
| Midwifery, Mothers and Infant-feeding

The focus of this. ohap.ter. is on issues related to the bottle-feeding mothers’ perceptions that
serﬁ_ee to t_heiﬁ asa group sv'a.'s unsatisfactory in hosoital ‘seltings. Individual expeﬁcnces in this
rég'a:d wer_e by no means uniformly unsatisfactory, and the analyses will highlight some main |
problem oreas, as well as aspects of service tfla_t lhey' found satisfying. Bottle-feeding mothers
_ are' a minority of Aostralia's matemity 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 1936). 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
int_erplay" (Bandura, 1997, p. 485) in __balancing'the needs of all stakeholders. Therefore, in
'ord.er_ to describe si_i'eh interplay, the study's investigation into the Midwifery profession’s own
“understanding of its rol'e in infant feeoing will _also be pi'escnted and d.iscussed.l Since some of
~ the mothers' interview responses, directly or indirectly, ioferred that public ho'spitols were less
supportwe to bottle- feedlng mothers than pnvate hospltals, the studys observatlons of
' dlfferenees that might account for some pnvate hospitals’ better reputation amongst bottle-
feedmg mothers will be dlscussed This chapler has parllcular relevance to the research
questlon addressmg the professmnal dlIemma of dec:dmg the best procedures to support

) mothers who choose to bottle-feed

Bottle-feeding mothers perspectwe of h05p|tal procedures

. The 1nterv1ews Wlth bottle—feedmg mothers ellcxted cntlmsm and pralse whlch w1ll e&ch be

_ descnbed in turn

Mothers’ criticisms of hospitals

The bottle'-fgeding.rjnothe_rs' criticisfns 'ineluded unweléome pressure on them at various st_oge's.,

__ un_sati__sfaét'ow_”oducstioni’on making up feeds and.sterilising' bottles, poor provi.sions for bottle-
feeding, and p'aﬁicoiar problems expefie’néed b)f those women who elect to breast't'ee'd' but -

-'chang'é their plshs whilst in hospital. Some of the bottle—feedmg mothers who were happler

: w1th their own hospltal expenences saw themselves as espcmally capable of or lucky m having

~ survived. the system and they ralsed concems about how. other less strong or less exponenced

'mothers would cope
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. ward

_ Un weleome pressure ar varmus srages _ _

_-The bottle-feedmg mothers' expenences in hospnals at parucular stages, such as pre-admlsston
' .mtemews during the bll‘th ancl :mmedlately followmg the birth, were tunes when interactions
- with Midwives _mad_e them fee_l 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, - o _
- Jackie (10):'  Twas10 em's and I had to push for the baby's head was high, and
A ‘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 ot her and T didn't trust her, because
she'd questioned me obouf my feeding.

This kind 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 communication with
the midwife who would have had no idea of the mental torment suffered at this very vulnerable

time.

The strong sense of 'Midwives working apainst the bottle-feeding mothers also intruded into
_ what should have been the spee1a1 first moments of a mother gettmg to know her chlld For

example, Clalre described her expenences 1mmed1ately followmg birth whilst still i in the labour

~ Claire (06) = [In the Iobour‘_ word]'I_ soid'i'll have a bottle-feed, She tock a
© - while to get it... she wasn't very happy. My mum was there to sort
- of say she wants fo bot‘rle-feed let her' do what she wants. So

. they got me o bottle ' -

'Tl'us mother found pressure intrusive and unaceeptable

Unsansfactory educatfon

~Several of the mothers felt that even though they had been shown the basxcs of bottle-feedmg in
- -hospital, their educatlon was not very thorough, and tlus apphed to pubhc ancl private hospitals.
- Clalres entire hospltal expenenee was coloured by a sense’ of not bemg professionally

o supported
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Claire (06): .. the midwife I had she showed me once [how to make up a feed]
and then she told me to go do it myself .., T was a bit disappointed

. with that, On the first day she [showed me how to make wpa

feed], but then I needed fo be remmded ‘And that wus it, She JLIS? :

sold you can do it yourself now. '

Whlle Imogen was praising her hospital for not pressunng her and for bemg helpful wuh mght
feods, she also ralsed reservations she held about the standard of her educatlon

'Im'oger_l (01): But there was no, make sure the bottles are really clean, in as

- - much as, you know, you've redlly got to scrub the bottles rather
than just give them a wash around, which is what I was doing
thinking they were clean. No, when to change your solution. Even
though it says on the thing when to change it, but that's all new, I
didn't know about that.

Natasha praised the standard of suppori 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 .. That wes the problem. They didn't acfually show
you hew to feed her or anything,

Education standards are hard to pinpoint, and uncertainty over leam'ing 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 matemity hospitals would have care plans that
include the basics of making up feeds, sterilisation of equipment and advice such as ho_w 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 matemity care. As pro-breastfeeding policies have been
implemented, antenatal preparation for bottle-feedihg 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 learmng (Baxllcy & Shemff 1992), it canlead

to additional problems.

~ Lisamade a further observauon that highlights another problem about boltle-feedmg educatlon
with regard to current pro-breastfeeding policies. '

“Lisa(llx - Mothers who change over to boﬁ!c-fudlng affer a few weeks
.. really don't know anything, they don't know how to make up & feed, _
. they just have to read it on the fin, or ask someone who is bottle- .
feeding. o
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To only demonstrate bottlc-fceding procedures to mothers and family members are already
~ doing it, means that the majority of mothers return home without haﬁng 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 _pei’

cent of Sydney mothers make mistakes reconstituting formula. The guidelines state, "ﬁrhen in

duubt, parents should check with an early childhood nurse, pharmacist or doctor" (p 38). Prionf' o

to the recent policy changes, all mothers were given bottle-feeding education before leaﬁng
hospitai, howeﬁer, 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 formula 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 nzed 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 thosc'botllc-
feeding. Terri's comments implied that there were no hospital facilities aimed at helping this
group of clients, - o o | |

- .Te.r'ri (12): I think [mothers who bottle-feed) are ignﬁﬁed, don't get any help

- orinformation and are gener'ally left to themselves.

Francme felt that the ‘layout and routmes of her matermty ward had caused her some
inconvenience. '

 Francine (08) ..Because I had the caesarean I was laid up for 2 days, but after
" that I was expected to go and 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 buf'rlz heat it up,
and come back again. '

' _ 'Inte,r.\._'ieu'vzr:' ~ Would the staff not have done that for you?
Francine: No.
Francine's description shows several ways that it made her hospital experience unplea.éant. It
foreed her _td leave a crying baby, and that is not ideal for establishing.closeness. Bottles had to
Be made up individually, v&hich 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 equrpment was not available in her own area, the requrrements bore

lrttle relevance to how Francme was hkely to orgamse bottles at home 3

: Clalre felt that the Mtdwrves had refused to assrstance her wrth breast pam .

Claire (06) I wonted tablets to dr'y up. the mllk but they wouldn't gwe them to
me,

Although there are three medtcal ways {0 suppress n'ulk (druretlcs Bromocnptme whrch isa
Parkinson’s Disease drug being trialed for t}na purpose, and oral contraceptives Wlth no
oestrogen), these are generally considered unsafe and are not recommended. Funhermore, they
would have to be perscribed by a doctor. It is likely that Claire was expected to conform 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 whioh the current advice may be intended to leave breastfeeding
as an option, Nevertheless, this negative incident for Claire shows that she was not adequately
a'ss_isted 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. [f a mother was adequatei_y advised
prior to giving birth, she would be in a better position to organise a prescription m advance.
‘Antenatal advice by Midwives focuses only on breastfeeding, and information provided by

hospitals prior to admission consists of pamphlets only about breastfeeding.

Anne, who attempted breastfeedmg without success, was also madequately prepared to cope
with the srtuatton. It was a problem for her that she felt madequately supported in both methods
of feedlng '

Anne (04):  when you're trying to find someone to give him a bottie when you
know that you don't have encugh milk to give to him, that was
really hard, There was just no support, no support of 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 face into your breast. There was just no compassion, na
time spent with you, it was just like go go go, this is how you do it, '
learn how fo do it,

Erlea the other mother in the study who changed very early from attempted brcastfeedtng, 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
- ond that don't have enough time to spend withyou. 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 quuck run down’ - -
“and that's all they've got time for, . :

'Anne complained that instead of being supported in her declslon to change to bottle-feedmg she
was forced to try expressmg to start the milk flow. - -
- Anne {04): you'll be sitting there expressmg and there's absolutely no'rhmg
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 formula.

Anne (04): If I'd have been like with it a bit more and Thought it out a bit
: * more T couldve asked my husband to go to the shops and get me
some stuff, but, when you're told, ch no, you've got to go back: to_ '
your room and stick him on the breast again..,
" “This mother felt doubly victimised. Firstly, she did not receive as good lactation suj:iport es_ 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 plonk it there and you know, if the baby’s
got it whether you feel comfortable or not, '

_ Ea'ch of the mothers' noted that the hospitals required mothers to bring in their own equipmeqt, |
- but there was not much prepagation for these mothers,

Erica o3 T never actually went into hospital saying I'm going to be boﬂle-
' 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 everything and basically you had to take
_ Your own gear in with you, your own bottles, your own formula and
_ everythang, and I don't know if they ectually showed them how to
do it. They were just shown where all the sterilising gear was und
sort of this is what you can usge,

For Anne, who had not expected to need her own supply of formula, changing to bottle-feedmg
“was frustrated by the lack of assistance and obstructions to the changc '
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"Anne (04): T just did not have the information and everything beforehand.
S Like they didn't say to you 'you know your milk might not come
through for a couple of days’, or 'you might need 1o bring in a bit
. "of formula, if you go and buy yourself one of these little trial
‘packs 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'r told any of that,

The pomt ‘made about not supplying formula to unprepared mothers needs hlghhghtmg
Mothers who intend breastfeeding and then do not, for whatever reason, feel t_ncked by the
'policy in some hospitals not to supply formula 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 subseqﬁent
decision to bottle-feed. It was discussed as an issue that could only caich out first-time mothers.

_ Some other fully bottle-feeding mothers were also critical of how the systerri appeared to have
- adverse conse.quences for balsies whose mothers started and then gave up breastfeeding, Evenif
a.etions 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
' had been concemed about the level of suffering amongst other mothers on her ward.

Lisa (11): " [Re: other mother in ward not belng given formula) it's against:
their rules .. they are not allowed to offer mothers a bottle in
- hospital, and mothers are not allowed te ask for one either, .. The
doctor needs to order it. .. unless you are dll set [with bottles] it
“canbea long tirne before the baby gets a feed.

Enca 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 o lot of mothers, especially new mothers, have pressure
SRR . put on them In hospital... breastfeeding’s first, breastfeeding’s the
- best, breastfeeding's the only thing to do. And if it's physically
rot possible, or emotionally if they can't handle it, it's very
difficult to get over if they've got Midwives and sisters putting
" pressure on them to do it when they just don't feel comfortable or
whatever. :

. Some mothers ta'lked. about signing consent fdrms in the post-natal period for their babj( to be
given formula. Anne scemed intrigued by this requirement and was even sympathetlc to

.hospltals wanting to cover themselves about liability issues,

Anne (04): And T neticed that they did give him formula once in the middle of -
' the night and I had to actually sign Yo say that I approved that
they'd given him formula in the middle of the night or Same'rhmg

- like that, So itsa real hablhty issue as well T guess. -
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The examples glven above outline the mothers dlssatlsfaetton with levels of health care that
they expenenced or observed In any, service provtslon 1nclud1ng health care and Mrdwrfery,
'. there can be a problem ot‘ unreahsttc expectattons by chents -That could not be readxly cIanﬁed
" from this kind of data. alone, However, several of these 1ssues ralsed appear to be effects of .

conformmg to hosprtal lelCleS that promote and support breastfeedmg wrthout havmg

sensitivity towards the partlcular needs and chlI'eS ot‘ bottle-feedmg mothers L

. Mothers’ praise'of hospital' '
Pralse by some of the mothers about thetr hosprtal expenences typlcally concerned services or
staff attltudes that fitted well wuh the mothers bottle centne perspectn' of the advantages to'

them in bottIe-feedlng Aspeots that were praised mcluded efficient admtntstmttve procedures

' supportl ve staff attttudcs, and nlght-ttrne support for the mothers quahty of sleep

| Non ;udgememal effi cient admmlstranve procedures
Although the reputatlon of dewwes pressurmg mothers to breastfeed appeared to: be far
- reachlng and a cause of dread amongst mothers electtng to bottle-feed several mothers
described a feeling of relief to have not been pressured and some mothers even felt supported '
: Hospltal admissions procedures were qulte wrdely dlscussed by the bottle-feedmg mothers in

this respect.

Donna did not percetve her adrrussron procedures to be pressured Although she had been gwen
pamphlets about breastfeedtng by the hospttal she felt that her. declsmn to bottle—feed was'
' accepted ' - ' ' A S

' Donno (02) N When I went to the pre-odrmssfon ot the hospntol they gove us. o .
' ~ pamphlets and asked, would you prefer to breastfeed or bottle- .
- feed, ond I said, definitely bottle-feeding. And so, it didn't seem -
. ‘that there was onythmg else to say then. From them, from their
point of view, oh you re bo‘H’Ie-feedmg, that's flne '
: 'Donna also explamed that she had prevxously had bad expenences wrth breastfeedmg There '
_ _was a perceptlon by her and others that ﬁrst-tune mothers came under more pressure from :

Mrdwwes to not choose bottle-feedmg

- Another mother Penny, strongly percewed that the adnumstrattve task of pre-adnnssron, -
. instead of being used opportumsttcally to pressure her mto choosmg breastfeedmg, had been
carned out eff crently by the hospltal to ensure effectwely suppomng her chorce of bottle- _

fo edmg . _ .
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-Penny (O7):

[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 written in the notes because after -
she was delivered they actually checked with me that T was still -
definitely bottle-feeding. T actually never had the chance to give =

"her her first feed, she was in the humidicrib after delwery They R

_ fed her und there was no problzms at all. :

However, as Penny pomtcd out, the currcnl repulat:on of Mldwives is of being a force 1o be

reckoncd with when they pressure new molhers to choosc bottle-feedmg

_ Penny on -

(contlnued) And T was actually... I was. dreading gomg to hus;n'rol '

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

had any comments rnad_e to me or ask whys or wherefores,

For the Midwives to have been non-judgemental in adminisli‘ativc inleractions was surpriéini, to

some of' the bolllc—feedmg mothers as well as being an aspcct they pratsed in lerms of havmg '

bcncﬁled from efficiency in lhelr hospna] cxpenencc

| Suppamve comments by sfaff

This same molhcr secmed pledscd with afﬁrmalton about her bottle-fecdlng dec1510n by some

Midwives. _
Penny (O7) -

And in cctual fact some of the Midwives came Up and were saying -
. . they were pleased that someone had the gumption to stand up and
'do what they actually [want].to do. And o couple of them turned
‘around and said that bottle-feeding. was far. be.ﬁer' off for the -
fomily as a unit ratherthan breastfeeding, it saves a-lot of the
resentment that husbonds feel when suddenly |'rs mum and the .

- child and. 1he husband s on the outer. - ' :

: To pro-breaslfeedmg Mldwwes such anu-brcaslfccdmb commcnts might appear extraordlnanly

unprofesswnal if not opm:onatod even though thc phenomenon is documented in the literature. .

Yet, antl-bollle-fccdmg dlscussmn about how breastfeedmg dwerts from lhe traumas of poorer

health worsc parcmmg, lower mlelh gence and 50 on is routlne and con51dcred acceptable _

_ Mght time support

- Two mothers, one from a pubhc and one from a prwale hospltal both pralscd the Mldwwcs for

caring for their babies ovcr night.

Imogen (O1):

. I didn't have him a1' all, whlch was ana‘ther‘ advantnge you know,

I'm in hospital for six days and never fed this baby once at night.

: BEAUTIFUL Slzepmg 'mble'rs (Iaugh) And Iike one. midwnfe at
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night time, T 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 to have him when you
. get home, we'll take him, hes bottle-fed don't worr-y about |t you '
' get a sleep : S

o -lmogen was very grateful for the extra sleep, and also appeared 1mpressed that the m1dw1fe had

i put her at ease that the baby eould be cared for because he was bottle-fed, and therefore she

" should use that advantage of bottle-feedmg Penny srmtlarly, was pleased about the eonvenrence
of having | her baby cared for at night while she slept: N h '

 Penmy {07) I also found thet the Madwwes were qulte huppy to take (baby) of

Lo -~ ‘anight. I'd do a last feed at midnight say, and it was good that I

could actually wheel her into the nur'ser'y and then get a good

night's sleep. And I knew that come 6 o' clock they would wheel

her' back in agam when she woke u for the mor‘nmg feed

Note that the inferred health care goals of recovenng after the blrth underlymg these accounts,
“of feehng strong enough to cope once at’ home and havmg rested to assrst recovery, were
' supported by the Midwives and those goals are contpatrble with getttng good sleep Tlns was in
fact an advantage of bottle-feedtng, that as Penny notes ‘did not apply to. breastfeedtng mothers '

Penny: :- " {continuing) Whereas the breastfed babies’ mums would do that, .
- " but then the Midwives would. have to wheel the baby in, wake up
the mums so thcy could feed them. So they weren't achlewng
anythlng, they weren't octunlly gettlng a ‘decent rest.
The above examples 1llustrate how there was prarse by some of the bottle-feedrng mothers and
hlS oecurred for both publtc and’ prwate hospttals ‘What these analyses of bottle-feedrng :
mothers CI’lthlsmS and pratse have shown is that these mothers expenences and levels of
'satlsfactlon were vaned Whtle some mothers were pleased with aspects of hospltal practtces
'that sutted thelr bottle—feedmg decision, more mothers were cntteal of practrces they

expenenced in hosprtal that dtd not suit bottle—feedmg

--Based on the mothers' descrtptlons it would seem as if hosprtal expenences vary from bemg
very dtsappornttng and frustratmg to belng pratseworthy However in general the levels of
satlsfactton depend on a few matn factors One 1s whether mothers pereerve that thetr dectsron
to bottle-feed is respected of not, typteally based on their treatment at adnnssron whether or not
'thetr decrslon is supported or challenged in the Tabour ward and in the levels of helpfulness :
_ staff show towards them whllst establlshtng feedmg Another factor is the pereewed levels of

' even-handedness by Mldwwes and hospltal poltcy, for example damagtng perceptrons of sprte

can arise over dlsagrecments about breast care or dl fﬁculttes in obtalnmg formula when mothers .

“decide to gtve up breastfeedlng A further factor is bottle-feedlng mothers pereepttons of how
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hospital facilities match up to their needs, for example, nursery care was appreciated and
convenience of bottle-feeding eqtupment and adequacy of bottle-feedtng educatlon seemed to

be lmportant to the mothers :

Investtgatlon of professronal perspectlve of hospltal praetmes

Phase Two of this study, whtch explored the constructton of Midwifery knowledge through
participant observatton_and content analysts of professional information lends support to the
- bottle-feeding mothers' opinion about the dorrﬁnarice_of pro_-breastfeedlng prac'tices_anrl policy.

Evidence of this rrlay be seen in the areas (l) professional forums; (2) 'professiortal contacts’
' attltudes, and 3) how hOSpltalS are shaped for parttcular cllent groups, Wl‘llCh wﬂl be dtseussed

in terms of their shapm;, of Midwifery practtces

or interest is the degree to .which pro- breastfeedirtg policies and practices are supported
'professronally, at the level of the organising bodies of professronal Mtdwrfery groups and from -
the 1 perspectlve of mfluentlally placed 1nd1v1dual professronals, such as- Nursmg Directors.
Context also makes a dlfference In this study, it ‘was found that mothers percewed a dtffereuce
of slandards in attltudes amongst dtfferent hospttals, with some percewmg greater pressure in
the government sector of hospltals and more. support for bottle—feedmg mothers m the private
hospltals However, one of the two mothers in the study who was a fatled breast feeder also
clatmed that her fnends recewed Dbetter. lactatron assistance in a prwate hospttal than she had
recetved in a public hospttal As such the dtfference across sectors was’ of lnterest tn the

. parttctpant observatlon stage of the research

Professnonal forums shapmg Mldwwes practlces for care.

'.Professmnal assomattorts are a useful sources for gaugtng and descnbmg dommant dtscourse

since it ls a professmnal Obj eettve to develop and disseminate lnformatton During the pertod of
'.lhls study, Australlan professtonal Mtdwrfery qumals contmued to repoxt on BFHI progress in
dtfferent Austrahan states, celebrattng SUCCESS. stories,. There was no debate of the concems of
| bottle—feedtng mothers My attenclance at meetmgs comcnded w1th my ﬁrst expertenees of
mcndentally mentioning to MldWlfery colleagues that my research t‘ecus was. mothers’

' expenences of botrle feedmg (i.e. I-was not researchtng breastfeeclmg) It was clear that some
of rny peers were stunned and appalled to the extent ‘that one long—standmg celleague even
. commented “Do we want to know you?" Thls was a sharp remmder that observance of BFHI

: .pnncrples was a requn-ement to be accepted in the group Meetmgs rarely f0eused on infant
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feeding issues, although notes were made of changes in other countnes or states. The BFHI

recetved some admtmstratwe attentton such as mennon of progress and needs t'or momtors and

- assessors.. Meet'ngs were generallyr more pre-occupted w1th the 1mperat1ves of advanctng a
:professmnal assoeranon Spectﬁcally, there were. urgent concerns about recrultment matters

B ; that were consrdered potentrally to have the capactty to deprofessronahse Mldw:fery, and legal _

B developments on home blrth 1ssues

Meetmgs ot‘ professmnal assocratrons, not surpnsmgly, attract some of the ﬁeld‘s -most
comnutted members Their. goals is to. 1mprove infant and maternal health Professtonal
Mtdwlves see themselves as epttom.lsmg caring, So what d1d these forums suggest about
-Mtdwrves views on the margtnahsatron of bottle-feedmg? Frrstly, the group is apparcntly
united in its support and " in many cases its, passton, for the BFHI‘s advancement of
breastfeedmg They are, however treating BFHI's prmcrples and 1mmment future growth as a
- fait accompli. Heated debates over infant feedmg took place many years ago ‘but breastfeedmg
is niow an uncontested discourse, Ralslng bottlefeedmg issues, as I was raked over old tired
_ ground inan mappropnate context Partrcrpatton in such professtonal groups cames a burdcn of
responslblhty and a tlme-consummg cornm1trncnt Questlonmg attltudes to bottle-feedmg
- would have: mapproprlately threatened the smooth runnmg of meetmgs whlch brought together
' a trme-pressured group of over-stretched volunteers who wanted to stay foeussed on. their

ag'reed dtrecttons in order to meet thelr rnany and vaned responsibllttlcs

-~ In summary, the jocal professmnal assoclatlon mccttngs wcre set on course and could ill-afford
the tlmc and energy to questlon the pnnctplcs behind. the BFHI Thls was a result of time,
- rather than any predtsposrtlon to not care . Ruzak (1978 ctted in Hunt, 1994 p- 225) descnbcd
' 'the stages m soclal movements These are (1) consctousness—rarsmg, (2) pohcy deterrmnatron
- and (3) 1nst1tuttonal1sat10n It would seem that m Austraha and most probably globally, the

. _ breastfeedmg movement is ﬁnnly m the tlnrd stage

g Professronal contacts shapmg Mldwwes' attltudes for care

Members of professlonal assocratlon groups would" typtcally hold the most 1dent1ﬁably
: professronal’ attitudes. within the professron mcludmg a. commrtment to. developmg and
upholdlng pohcy Professronal assoclatlons, hke pohcy documents represent 1dea11sed‘ views
~ with a coherence rarely aclueved in real hospltal contexts The assaciation mcetmgs appeared
to mnror ‘the dommant "1mpenetrable" breast is best discourse (Seldel 2000), but some of the

same people from_ the group held key professmnal pOSlllOIlS. in hospitals, and on an individual
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basis were more amenable to giving slrghtly drfferent perspectwes on the 1mphcattons as they

understood them of the pro-breastfeedmg policies, .

1 approached some of these professroaals cltrectly to 1nvest1gatc the drfferences between publtc '
hospntals and pnvate hosprtals Questtons asked mcluded “What percentage of mothers leave - '
th1s hospltal breastfeedlng therr bables"" “Is thts hospltal BFHI or not?” and “Is thlS hosprtal

_ stnvrng towards thc BFHI accredltatron?“

_ At the time of the study, government breastfeedrng target rates were 90% at hosprtal dlscharge '
' An 1mrned1ate dlfferenee in 1nvest1gat1ng this was that public hosprtals all responded to the
qucstron most gwrng over—estrmated ﬁgures such as 93% that they then corrected downwards :
into'the 80 per cents although one publlc hospttal clarmed they were not allowed to grve out
figures. In comparlson, pnvate hosprtals avolded giving out ﬁgures although one hazarded a

gucss at “about 90%”. Two of the prwate hospitals contacted stated that they were not striving

Cto become BFl—II accredlted in one case the reasons grven were that mothers needed the

'nursery and used dummtes and in the other case, the. explanatron was that the Mtdwwes would

_ have liked to but the doctors would not let thcm close down the nursery

| At the tlme for the whole of Westem Austraha only one govenunent hospttal was BFHI- :

) _ accredlted and a. ﬁrrther three government hosprtals were consrdered 10 be close. towa:ds

: achrevmg accredrtatron status These are very fow rates and one key player attrlbuted the slow
progress of the pohcres to Western Austrahan hospttals bemg parochlal and predlcted that many

._ . would follow sult once the additional accredrtatrons showed the vrabrhty of BFHI for this state.

_ Hospltals shapmg Mldwwes carmg Questrons of sector

I made some. telephone enqtnnes and worked ona. varrety of maternrty wards asa parttctpant
" observer in order to understand issues ansrng from thc 1ntcrvrew data Are government ‘hospitals
- more pro-breastfeedmg than pnvate hosprtals? Can any drffcrences be accounted for in terms of
drfferent resourcrng levels’? Whrlst on-duty, I looked for overall patterns and drfferences

relevant to bottle-feeding procedures '

¥ Thase downwardly adjusted figures accord more closely with Donath and Amir's (2000} analysis of rates prior to 2000
- being below the govemment targets of 90%. What is also Interesting is that amongst matemliy staff an maternity wards
wha were not in administrative positions, many in non-BFHI hospitals also over-estimated breastfeeding policy: Several
Mlcll-lairlves, In casual comments, appeared to strongly believe that the non-BFRI hospitals they worked in were already
BFHl-accredited. . .
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_- Observations of three types of matermty ward : o
' -The observatrons will. be prescnted as composrtcs of three drffcrent types of matcrruty ward —
| '_-(1) a pro-breastfeedmg pnvate hosprtal (2) a: near-BFHI pubhc hosprtal ‘(ie- anmng for
N accrcdrtatron) and &) a pro-bottle-feedrng pnvate hcsprtal Max chcrs work suggests that."
.' --._“1deal types” are a startmg pornt for. research and provrde a framework for spccrﬁc 1nstances .

:_Inmally [ had expected to fmd mamly blnary publlc and prwate sectcral drfferenccs However '

. At appears that most govemment hospltals w1ll mcre umformly and overtly support the BFHI o

o _.pnnclplcs, whereas more clear dlStll‘lctlUnS are. obscrvable m the prwate sector My_ '

_obscrvatrons compared how staff made sense of theu' cnvrronment and thelr Mldwrfery culture, .

~ how resourcmg levels of the equrpment and staff support affectcd servrces and how each |

: hospltal offercd nursery services.

At the pro-breastfeedmg pnvate hospltal ante natal rnothers cnqumng about what to bnng if
E "they are bottle-feedlng are told that nothlng is needed as cverythlng is provrded Howcver, if
' _thcy have specral bottles they would like to usc they- should bring those in,- ‘At the near-BFHl
publrc hosprtal miothers are. told that if thcy have attendcd the bottle-fcedmg class they should
have a sheet hstlng thrngs to brmg m. Mothers must brtng in thetr own formula, and the hospltal
'does not advise the use of dummres but they can be- brought in. Thc h05p1tal also provrdes
. 'bottlcs but mothers can bnng their own to use. When requestmg advice on. what klnd of .
'formula to brrng 1n thc response is. that they cannot advrse because that wculd be seen as
supportmg partrcular compames ‘but Chernlsts may be able to make a reconunendatlon.
| (i.e. NHMRC (1996) gurdehncs are followed to the letter) At the pro-bottle fcedmg hosprtal

: mothers are advrsed that evcrythmg w1ll be prowded

I 'Therefore whllst all hospltals allow for bottle-fcedlng and the use of dummres, there are
-drfferences in the attltudes and practtcal support for bottle-fccdmg Mrdwwcs armmg for the
' hlghest professronal standards would rank those hosprtals in reverse ordcr to the bottle—feedrng :

E mothers ranklng

To the bottle-feedmg mothers the ncar-BFHI hospttal is Superﬁc1ally pohte usmg thctr request
' for mformatlon as an opportumty o subtly tell mcthers they are domg the Wrong thrng Itis

_unhelpful 1n that it cannot or will not even advise on \ the chorce of formula lt is uncanng in that
St does not even provrde the basic neccssrty of a srmple menu 1tcm for_its smallest, ‘most
: vulnerable patrents Bottle—fccdmg mothers, mtemcwed for this study, complalned that the
' hospltals helped thern but i in actual fact they do not want to. The BFHI pohcy is, afler all,

' -desrgned to pcrsuade mothers to choose breastfeedmg, but has lrttlc more to say about
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- suppotting those rnotllers who will pur'me the choice to bottle.-feed ' 'On the other extreme, the
pro-bottle-feedmg prtvate hospltal 1s eons1dered by bottle-feedmg mothers to be sympathetle to

---:'thelr needs

.The pattern of dtfferences conttnues m the hospttals practlees regardmg levels of support for
- 'exelus1ve and non-exclustve breastfeedtng Onee mothers have begun bottle feedmg thetr '
: chotce IS qulte f" rmly estabhshed However wath breastfeedlng practlces it is more cornpltcated
. in that some mothers w1ll want to express mtlk or have feeds supplemented by formula top '

for vanous reasons. It 1s these less deﬁmte srtuattons, -where- the optlons are more -

o -contentlous in the MldWlfery field, that the hospital pOllcleS led to dlfferences in approach The -

pro-breastfeechng pnvate hospltal would be pro-actlve in telhng a mother w1th bleedmg mpples
to “rest her breasts” and would tube-feed the baby 5o that its sucklng patterns dld not develop to
' reject the breast in favour of artlﬁetat teats, whereas the near-BFHI publlc hospital would
encourage the mothers perseverance in order to not threaten the milk supply unless the’ mother
herself adamantly refused to tolerate the discomfort, I observed how one mother lcnown tobea
heroin-user who had taken Speed before delivery, was treated very respectfully with a midwife
patlently asmsttng her to position the baby correctly, helpmg the baby to latch on, and giving the
mother lots of praise for_ trying and eneouraging her. - The b'aby_ (that was n_icknamed_ar_nongst
 staffas the 'Speed baby) had to be admim’stered phenobarbitone and be nionitored It is notable
 that the present WHO position on this would reeogmse drug problems as contentlous and many
' Amerlcan hospltals would be unlrkely to recommend breastfeedmg bya drug-user In the near-
: BFHI hospltal there were several drug—addtcted mothers When I made a eolleglal query about
whether bottle-feedmg would be recommended the response ‘was that this- hospttal never
B 'reeornntends anythmg other thais breastfeechng In stark contrast, the pro- bottle feedmg hospltal
- would routmely offer breastfeedmg mothers the opportumty to have their bables taken to the
| 'nursery whtle they slept at night and the bables glven “top-up’ " feeds of formuta to prolong their
.3'sleep Thus there were observable dtfferences between both the attttudmal levels of enthusiasm
- for the use of breast or bottle, and the praettcal levels of faelhtatlng easy accessdnhty or bamers'

to the use of forrnula and amﬂetal teats

The most nottceable factor whtch has been used m thls ehapter $ deﬁmttons of types of
.' hospttals and whleh appeared to have the greatest dlfferenttattng mfluenee between rnaternlty
- wards, was the balance between roorntng-m and nursery- care of babtes A typtcal busy night
- shltt will be descnbed for each of the three types of hospttals observed comparmg work-lo ad,

- the maln ﬁ.mctlons of the nursery, i nd the effects on feedmg outcomes
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Comparison of night shift on three types of maternity ward

Pro-breast Private | Near BFHI Public | Pro-bottle Private
Staff 1 on delivery, Delivery ward in | 1 ondelivery,
3 on wards + partial | separate section from | 1+ 1EN on nursery,
rotated duties in ward, & 2 answering ward
NUISEry- 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,
newbomn twins
rooming-in, babies of
various drug addicted
mothers including-
“speed"” baby
rooming in.)
Nursery functions | Care of 6 recovering | 0 resident babies. 10 nursery-care

former neo-natal care
babies, fed with
expressed milk or
formula. .

2 breastfed babies
baby-sat but not to be
nursery fed.

One breastfed baby
tube-fed while
mother advised to

rest bleeding nipples. |

1 baby warmed for
30 minutes,

babies being just
born, very small or
sick.

8 nursery-babysat
babies: 2 breastfed
with note to take to
mothers at 7.30 am; 2
breastfed being given
formula top-ups; 2
bottle-fed; 2 newborn
babies to be breastfed
but given formula
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 specialié_ed neo-natal care to the mother’s private hospital after the
“mothers had returned home. Thereafter, it was used to sup_port' breastfeeding mothers allowing
them to have a rest where’ necéssary 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 separalcd,' even to
the extent of sick, jaundiced babies being treated in rooms with the mothers, where the bright
lighting around the mothers could concemn some health professionals, and, as described above,
even where mothers were drug users, The nursery was a relic of hospital architecture used
mostly as a communal store room, and most qf the Midwifery work was done in the wards
especially assisting mothers to achieve breastfeeding. Staff morale was high, rellecting a strong
sense of achievement in following the professional wisdom in difficult circumstances. This
account will also describe two ekamples 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 noi 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
cxample was a different midwife setting off to collect a mother and twms from the delivery
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 recogmsmg 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 suck'le her twin
- babies. Mothers who did use formula 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 formula. 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
afocusona policy,' which is not designed to suit their needs, would have contributed towards

~ their resentment of Midwives.

In the pro-boule-fcedmg private hospital, it was much more likely that mothers and babies
would be separated both in terms 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 publib hospital, which had comparable staffing énd patient ratios,
' the workload was chaotic and st_reséﬁJl. Compared to the other public and private hospitals’

orentation lowards 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 corners to be cut by staff]

in this case at the expense of breastfeeding mothers’ needs.

Two examples of the disadvantages to breastfcéding mothers and babies will be descrnibed. On
a fairly busy night the midwife in chargc of the nursery set about in the evening to prepare fora
mother and newborn baby to be returned from delivery. She ordered that the mother be
administered a sleepihg tablet and the baby be brought to the nursery where it would be fed
formula. In response to my query about the mother needing to breastfeed, she was emphatic that
the particular obstetrician involved would “go méd” if the mother did not sleep. There was a
stamp at the feady 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 _theréai’cer 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 newborm baby was the most time-
effective solution. It is disturbing that the mother was compliant in agreeing to procedures but
in the moming 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 (hc nursery midwife had to prioritise her
tasks, Without discussion she wrote instruct_ions 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 péciﬁcd 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 thai kept staff in the nu.rscry. 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 chaﬁge-ovcr and thus re-allocated the
task to the day staff. The significance of this is that it demonstrated that priority had to be givcn
to ensuring that bottle-feeds, inclﬁding 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 br_ought in as soon as they were
ready to feed again were the only ones that could be delayed without as much direct
accoumabiiil_y. 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

176



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 wﬁich 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 .polic}' — with exacting standards of rooming in, few
dummics!_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 stand;irds. 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
brdught out to the musery. Inthe pro-bréaStfeeding hospitals rooming-in is enboumged 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, nﬁrscry staff follow
'mothers’_ requests for babies to be brought to them at feeding 't;lmes. It is hospitals fitting the
- latter description which two of the interviewed bottle-feeding mothers praised for ailowing 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 compromisfng 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
#ccrediting 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 of risk
becoming ineffective. There is goirermnent backing of $4 million to implement staff training
and promotion of breastfeéding, 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. Cul_'rent 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 informed consent that allows mothers to choose aﬁd be

supported in bottle-feeding.

Most professmns draw boundaries for what are acceptable practlces and they refer clients
wanting or more suited to other services to prachtloners in different fields.  For example,

chiropractors offer bone manipulation whereas mainstream general practitioners offer anti-
inflammatory drugs to clients suffering back problems, and psychologlsts offer counsellmg
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 Auétralia, Midwifery has two client groups for which it is responsible for
establishing infant nutrition. There are its breastfeeding clients who follow thé_ preferred
method of infant feeding, and _then another 1_7-23% of clients in Australia who bottie-fecd.

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 bi'eastfeeding 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 heen 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 fhings 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 outcomes for clients

who have chosen to bottle-feed their infants,

Suggested future directions for hospitals' bottle-feeding services

It would seem that méjor improvements in services for bottle-feeding clients could be made
even within the main thrust of BFHI typeé of policies. The BFHI requires a written policy for
breastfeeding, but what does not appear to be widely appreciated is that this does not exciude
hospitals from also having policies for bottle-fceding. The BFHI explicitly does not and cannot

prevent the bottle-feeding choice although it reqhircs informed consent.

What is a bottle-feeding policy likely to look like? Based on the findings of this chaptér, and
‘with the inferﬁ_ion of staﬁng close to BFHI and NHMRC requirements, 1 will offer several
tentative suggestions that of course would require further investigation and discussion in the
field. The suggéstions are mostly intended to serve asa cl.ariﬁcation 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 inédequately supported.
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Suggested directions for bottle-feeding policies to complemenr BFHI breastfeedmg
policies

1. Mothers' rlghts to be supported in their informed choice to bottle-feed should be
respected, and this should not imply that the hospital in gcncral 1s not pro-
breastfeeding. '

2. Informed consent includes having been advised that breastfeeding is recommended
and having been informed of the risks associated with bottle-feeding and benefits of
breastfeedmg It is a two-way process that also allows health providers to ensure

that they uphold each mother’s decision.

3, Information pro_vidcd by professionals should be factual, and should include levels
of contention and levels of relevance to speciﬁé cliemt 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 Midwives 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.

5. Uscﬁil, 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 wi.th practical advice and well-
developed illustrations should be available to ante-natal clients and in matemity
hospitals. However, support materials should observe the NHMRC rules of not
promoting specific formula brands and not using misleading wording or idealised

images'of bottle-feeding.

7. Antenatal demonstrations to individuals of making up milk substitute formulas and
sterilising bottle-feeding equlpment must be pro-actwely offered with rmmmal

inconvenience to prospective bottle-feeding mothers.

8. Care plans should have upgraded standards of bottle-fccding education, minimising
administrative inconveniences of informed bonscnt, allowing for repeatéd
.demons;trations or supervised practiéals until mothers feel confident, especially for

~ mothers in hospitals that provide made-up formula, and payiﬁg paﬁicular attention

to the practical and educational needs of mothers changing from breastfeeding,
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9, Provisions suited to supporting bottle-feeding can e offered. Sleep support through

N nors'ery care oan be made 'avoilable'to'.lhis'g'roup' of clients. lmproved provisions

_ should be de51gned and developed for example mobile trolleys for mdmdual_'_
preparauon of formula, botllc-healmb and equlpmcnt sterlllsatlon could allow
botlle-feedmg mothers and bables lhe same levels of convemencc efﬁmency and
privacy as_.afforded by rooming-in when breastfeeding. Midwives may choose’ to'_'. -

~ develop high levels of knowledge to support bo'ttle-_.fe_eding and their skills slmuld;

" be reoognised and not penalised by hoSpi_lale ol‘ the'Midwifery profession. |

10, Where services suited to supporting botlle-feeding are i'molemeoled full resourcing
~ needs to be allocated to onsure that resources for breastfeedmg support are not -

' Jeopardlsed and vice-versa,

The need for good iofanl feo'ding_so'pport, not only _foi' ..breastfeeding but also for bottle-feeding,
s not.now; of course, It was even stated in the original WHO Code. For exarﬁplé," Article 4.1

' states that governments should be responsible to plan, provide,’ cllesign and disseminate
information, and it listed areas' of _re_sponSibili_ty including "where _needed,' the proper use of |
infant formulo, whether ma_nufactt_lred industrially or home prepared" (WHO, cited in NHMRC,
1996, p. 66). It is the failure todevcloo thls 1;part of the policy into sfstem-wide improved
practices consistent with contofnporafy _cxpéctatiOns.of service that accounts for most of the
differences 'and di fﬁoollios in mothers' "experiences ‘For many of the mo’thers, support is simply
common sense. For example, Enca added in wrmng the followmg clarification to her transcript:

Er‘ICCl (03) . Per'hops an idea for maTer'any 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 stoff and make
- PeW . MUms eSPemoIIQ/ more relaxed. They could = also  have
infarmation 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. T think a bit more -
support for new mums is so important for their self-esteem and
_ conﬂdence which in turn reflects on the baby.

_ There appoars to be unoertamty and oontestatlon over the extent to which Mldwwes must
pursue thelr duty to Promote breastfeedmg before acceptlng and cnactmg their seemingly
_ conlradl_clory duty in supporting rno_thers who make the informed choice to- bottle-feed terms.
Ongoing c_onfusioo prevails, with hosoilals and Midwives responding .t_o vague clauses such as
"where needed" to establish their appfoaoh'lo seWicing this group. Such uncertainty in some
cases may make the service prowder stake-holders cautlously placc 11m1ts that are too extreme.

'.The vast foeus in pollcy and development bemg on breastfeedmg. has played a rnajor part in
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establishing conditions preventing or "gagging" open discussion of the need for improved
services to the bottle-feeding clicnf. group. ‘As such, what appears to underlic most of the
. "problcms ‘is a lost underStanding about .lhe impohance of supporting the client group of
' 'mf‘ormed and conscntmg molhers who wish to bottle-feed. . The original contribution of this
| sludy rcgardmg bottlc—feedmg support is its cxtrapolauon of common areas of confusmn and
- suggestions as to how solutions may be approached. The study highlights that the bottle-
feeding client group can indeed Beneﬁl from its services and offers suggestions for how
Midwifery 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 cxt:émely challenging to meet since that will invoive

" overcoming what are now institutionalised marginalising practices fior hottle-feeding,

| Im'pli"t:ati_ons_ for hospital procedures

+ Hospitals, in conjunction with relevant individual Midwives, regional bodies and
- govermment organisations as ncces_sary, should develop methods of providing exemplary

services to both client groups, breastfeeding mothers and bottle-feeding mothers.

o Tt will requfre more sor;shisticated stfétegies 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 inf’ormation,
“and arguably nursery rest provisions, and that those needs fequirc proper resdufcing, mutst

also be considered,

. Hdwever, several improvements to redress situations where bbtlle—feeding is margi.nal'iscd
may be easily achieved wuh a better understanding of the scope of current poIlcu:s For
_cxamplc the need for a written breastfeeding code does not preclude the need for a
_complemcntary bottle-feeding code intended to provide a high standard of service to this

client group.
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'_CHAPTERQ - Summary of findings, Implications for
practice, and Proposed Caring-Options-
Responsive model for Midwifery
Services

This summary chapler reviews the findings of the thesis, draws together the implications for
practice, niakes 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 hés listened to the voice 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, In practice, this results in professionals not giving as much care in terms 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 discredited 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
suppoi'led in bottle-feeding. The thesis makés 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 Imowledge of infant-feeding by:

1. Developmg a descnpuve understanding of the cxpencnces of boltle-feedlng, specnfically

incorporating the perspecuves of mothers.

2. Explonng how Mldw1fery professmnal knowledge might be enhanced by lhe study s
findings.

183



3. Examining the relevance of current theories of health and decision-making about infant-

- feeding,

Research Questlons re-vnstted wnth summary "responses"

The broad research question was;

Broad Question: What are the experiences o bottle- eedm mother ?

Broad Answer: Bottle-feedmg mothers are margmaltsed by pro-breastfeedtng Mldwlfery

- policy.

» They make a deliberated, broad based deels:on on fcedmg prior 10 the
“birth, :

+ They are content with their decisien and convinced it helps them cope
well,

+ They are dissatisfied with current lack of appropnate services for their
needs. '

The research sub-questions reflecting two competing professional goals for Mtdwxfery wlth
regard to bottle-feeding practices were:

_ Sub-Quesrwn A: How might understanding these mothers’ experiences lead to improved

methods of encouraging future mothers to_make the feeding choice of
breastfeeding for their infants?

Answer A: Nothing directly targeting improving breastfeeding rates, but an itnproved
approach:-

« Improve neglected aspects of bottle-feeding information and services,

» Discuss both options for feeding, keeping mformatlon factual and
professional,

» Encourage more committed choices by helping mothers identify their
values, :

s Understand and redress negative effects of marginal_isation.'

Sub-Question B: How might undersianding these mothers' experiences suggest solutions to -
o the professional Midwifery dilemmas of when, and in what ways, a mother's

choice to bottle-feed should be accepted and supported?

Answer Bz Mothers make decision before birth.
' » BFHI allows for informed choice, so be respectful,
»  Offer unbiased information on both feeding options.

« Pro-actively offer individual antenatal bottle~feedmg preparatton
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- Questwn C: To what extent do current theones abour health decrs:on-mahng accounr for
: the decision to battle-feed? :

- Answer C: Current theories do not adequately address the reality of womens 1nfant-
o feeding decisions.

« The dominant decision-making theory is health promotlon en*atlmg
Environmental Resources (i.e. education and support for pro-
breastfeeding policy). The bottle-feeding decision is regarded as a
failure of policy. S '

« 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 are incompatible with the mothers' wish to also be fully
professionally resourced, such as being professionally informed 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 bettle-feeding
mothers' preferred style of health decision-making and client-
professional relationships. .

Findings in relation to specif’ ¢ research themes, and lmplicatlons
for practice : = '

’I‘he studys finding of - bottle-feedmg rnothers expenences of margmaltsauon led to the

mvesngmlon of further themes, as detatled below:

~ Pressure by Midwives

' Thxs was found to be mostly due to pro-breastfeedmg poltcles An 1mpllcatlon was identifi ed,
that the role of Midwifery needs to be clarified with respect to its responsrblhty for establishing
all infant feeding. In light of the finding of the marginalisation of bottle-feeding, issues of

_ .'cltents nghts to a choice and how to provide for the bottle-feeding choice should be reviewed.

Mothers' bottle-centric beliefs and post-decist’on attitudes about their choice
The fi ndmg that the mothers' liked hottle-feedmg and did not see themselves as failed
breastfeeders or suffer gullt is contradlclory to the dominant. literature and "Breast is best” and

"Baby friendly" discourses. The following are some 1mpllcatlons arising:
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The systematic analyses of this study add to the research base an accurate and updated

descnpnon of bottle-feedmg mothers' beliefs, fears and hopes

Detailed deeonstruettons of b1as have demonstrated how some knowledge that is hlghly :

- regarded in the Midwifery professwn is rnargmahsmg, for example, how the supposed

moral need for MldWIVCS to save bottle-feedmg mothers from gunlt is false, and how the
assoelauon of hottle-fe ,dmg and bad mothermg is unfounded but stlll relentlessly

perpetuated.

The 1dent1ﬁeatlon of boltle-feedlng mothers desires- for the emotlonal mvolvement of the

fat11er with the baby and related hypotheses abou_t a new "father-bonding/bondage" concept

~ have highlighted the importance of understanding the symbolic meanings of bottle-fee_di'ng

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 social reasons

especially the phenomenon (to them) of "father-bonding", whlch 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 i_ssues are diametrically oppose'd.

Several 1mp11catlons arise from these findings:

These mothers expect to be fully assisted by professmnals in makmg thelr own ehotce and

- achieving their goals,

The bottle-feeding mothers showed evidence of following processes to make a genuine

‘commitment to a choice. This is an aspect that could be further investigated in terms of the

| ditemma of deciding professionally the point where our persuaslve 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 commitment some mothers make to bottle-feeding.

There is very little research addressing mothers' long-term, socml concerns, sueh as fathers

possibly.developing closer emotional ties or "bonding better, sic if they can be equally

_ involved in feeding, but instead extsttng research has a focus on how to force fathers and/or -

both parents take up subjective positions of preferring breastfeeding.

There is 11ttle research testing or developmg tests of or useful responses to bottle—feedmg :

mothers' values, for example the_lr pereewecl 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
dcvelopmer\ls telate to enhancmg breastt‘cedmg care, and ways breastfeedmg mothers can

be a551sted to copc or to persist wnth breastfeedmg

| Stah.dards'of an'te-natﬁ! and post-nartii informdifbu - _

The analyses have showed that mnthers dlssatlsfacuon with’ "blased" informauon a perccwed
lack of relevance to their needs was a cause for’ concem because of the way the BFHI is
interpreted and practiced in many settings. Policies arp se_rvmg as a "gag" on professional
information about milk sulqétitﬁte_foﬁnulas, and that educational role for bottle-feeding

 information is referred to phaymacists/chemists.

Implications identified include, .
+ The need for professional discussion of and development of mformatwn, practical support

and advice without disregarding policy constraints.

+  The need for unbiased information to be deveioped and presented with regard to the issues
relevant to mgthers' actual situation (ie Australian metropolitan context is First World,

- mostly urban households with good sanitation).

Variations in services at different hospitals _ o

Th¢ investigation identified threc main types of' hospitals in Pefth'. Western 'Au'stralia, .that

showed the public hospitals to typically be oriénted towards breastfeeding, and private hospitals

to vary; whereby the greatest identifiable difference in orientation centred on how each

mate:hily hospital provided any rooming-in and night nursery facilities. Each hospital system

worked in the favour of some clients and not otters. The implications are;

« Midwifery should develop more sdphisticated-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 example, written bottle-feeding policies are not a formal requirerhent but

could be helpful for ensuring more fairness in delivering bottle-feeding services alongsxde

- and complementing the BFHI policies for assisting breastfeeding clients.

187



Suggestions for further research

- Investigations of awareness about margmal:smg effects for bottle-feedmg chents of current
pro-breastfeedtng pOllCleS amongst Mldwwes - child health nurses . and hosmtal _

| -'adnnmstrators Qualttatwe studies could. 1denttfy mdlcators of attitudes and problems for
Mtdmt’ery practice. Quanntatwe evaluations of levels of understandmg and’ levels of

coneern across the profess:on could inform futire professmnal development dlrcctlons

A theory specu]atmg a socto-blologlcal coneept of bottle-feeding's posmbllltles for “father—
bondlng{bondage" was forwarded regarding the i mcreasmg desire by bottle-feedmg mothers_
to involve fathers in feedmg 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 feelings and commitment to this choice
(despite having no more validity than other feecting-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 b.aby"_by botttc-
feetling. This could be investigated to develop other hypotheses of its felevence, or to
under_stand its capacity to threaten rapport with professionals who may dispute its

importance.

. Investigate pro-breasifeeding ante-natal education differences between bteastfeeding
“mothers and bottle-feeding mothers in the style (qualitative question) and in th_e extent to
w_hich {(quantitative question) they had deliberated over the advantages and disadvantages
ac'cot'ding 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

'_ ' hlgher rate of breastfeeding choices are made without full dehberatnon, and hence w1th less,

and posstbly inadequate, levels of commitment,

.= Testing "self-efficacy/ confidence building effects of ante-natal training for bottle-feeding".
Comparisons of bottle-feeding mothers from control gronps using current BFHI ante-natal
classes, with mothers from experimental groups where mothers are pro-actively provided -

ante-natal demons_trations of formula 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 assoclated beneﬁts

Extrapolauon of infant- feedmg research fmdmgs that have rclevance to Austrahan child-
beanng women's contexts.. For example. showmg level of nsk in Mctropolltan areas to their

child of gastro -enteritis, obeslty and SIDS. Risk shown in easy to understand percentages

- and mdtcatmg probabrhty without breastfcedmg and thh breastfeedmg for mllestones of

1 month, 3 months, 6 rnonths and 2 years Factors of mothers health and s0 on to be

_' - tncorporated Thts would be an enormous task 1nvolv1ng phllosophlcal and statlstrcal

decisions about how to interpret the data, with the goal of provrdmg clear, accurate risk

assessment materials for use by mothers.

A large-scale survey of hospitals to compare how 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 suppon. 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

roon'ung in, 1mproved bottIc—fcedlng facilities and other contentlous issues,

Case studles or action research projects mvestlgatmg the v1ab111ty of uslng bottle-feedmg

poltcles to compllmem breastfeeding policies.

Recommendations to improve client' s'atisfaction

Responslblllty for bottle-feeding clients, in ways. that may well improve MldWlferys

relationship with all clients, will be outlmed for the followmg Scnsnmty to dtffercnccs,

* information development and provision; and better support within the BFHL.

Sensitivity to differences:

Bottle-feeding rnothers' desire to be ﬁ.llly informed.
Recognition of bottle-centnc perspective, -
Rceogmtlon of strength of values, feelings and desires underlymg preference for bottle-

feeding, for example. desire for father-bondmg
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' Informatmn development and pravlswn :

. Full ante-natal feedmg preparatlon educatron

Y 'Weamng educatxon mcludmg usual mtake levels for all mothers -

» "_Developmg and d1ssemmatmg consumer mformatlen, for examplc on types and purposes of '

* different formulas o

| _'.Support within the BFHI:

-+ Training for pracuuoners regardmg dlfference between prefessmnallsm and pressure

+ Individual ante-natal formula preparation training.

." All information about either brcastfeedlng or bottIe—feedmg to be factual not margmahsmg

| . Development of complnnentary hosp:tal policies for bottle-feedmg

) Proposed Carmg Optlons-Responswe model of MldWlfery services

Drawmg together the f' ndmgs 1mpl1catxons and recommendanons regardmg the bottle-feedmg

mothers' needs and desires and the- role and constraints of professmnahsm for contcmporary

MldW:fery, a new model of care for the professnon is proposed and 1ts approach will be

outlined.

A New Approach: A Caring-;Options—Responsive Model -

"Caring' -

'Optiops' '

is the overall humamstlc stance of respect and. of encouragmg chents to be

respon51ble for their own: health declsluns in. ordcr to enjoy - health,
relationships and family dynamlcs accordmg to thelr cemplex personal._.

crrcumstances, values and pnontles

is an approach to allow clients to seck and obtam full mformat:on about thelr '

opt_mns. Information should b_c pres_ented in ways that are meann_'lgﬁ.ll and
relevant to ihe client, for exarhple'in'-_temis of envirorlmental, social and
per_senal'circur'nstanccs .including available health care facilities, standards of
sanitation, " previous individual and family health- history, and lifestyle .

asplratlons Health professionals can and should still state that what is their

. recommended option, and can ask clients to respect their need to suggest

which is best, but in the normal 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 orientatiou towards client needs and desires. Health . -

prov1ders should also be responswe to the choice that each client makes

 adequately providing training, mformatlon and practical support to meet the . o

' needs ancl concerns of cllent groups for any v1able optton S

.The studys ﬁndlngs about botlle-fecdmg mothers' expenences mcludmg problems caused by.

pervaswe margmallsatlon of this client group by M1dw1fery professxonals, have all contnbuled R

knowledge appheable to the proposed approach that could potentlally become a new theoretloal :

o model of Mldwlfery care.

.' Stl_ch a_mOdel_ seems appropriate for pmfesstonall)}' supportirtg healtle issues arising in reiatron'_to
a dilemma or complex choices necessary for making life-adjustments to accom.moc_!ate ehanges _
such as life-cycle events, This is how the mothers in this study appeared to perceive th.e'issues |

of _infant-feeding. It is suited to contemporary, westernised, demacratically minded clients who, | _
ideally - like the bottle-feeding mothers in this. study - feel capable of being sclf-res.ponsi!ale for -
a health issue, have suff‘ cient logical thmkmg capaclty to mentally assess mformatlon, and who _'
are motivated to decuie the best approach for themselves according to the criteria they choose'_ -_ __
based on their | _own \_fal_ues Its relevance to client groups w1thout all those ideal quahties,-
however, may need adaptation, Su_ch a mode] would be suited to social contexts where levels of -
affluence allow _eh_o'iées,_ WHe_re_ 'd'emocratic_' values encourage negotiation and perscnal
| respons'ibility', ant:I_ w'her_e: heal_th_providers are willi'r_lg 15-support clients rig'hts' to benefit from |

. those aspects of their social context.

The proposed Canng-Opttons—Responswe model WhllSl based on the exlstmg humamst carmg
: models of Nursmg, hlghhghts professronal goals for the mf‘ant feedmg field, whleh in the eyes
~of many mothers, requlres a 'health’ decision rather than an Illness decision. Compared to the
dlsease prevention model underlymg the BFHI 1t would allow more ﬂexlbllrty and negotlallon
to prov1de boltle-feedmg semces alongside Mlthfery s breastfeeding services. Proposing a
model with potentlal to increase flexibility and negotratlon, however, will undoubtedly signal
- alarm by some_.quarters of the Midwifery profession fearing erosion of hard-won BFHI
-'achie\rements_. However, health system_s need reIevance to their prirfiary purpose_of serving'the.
puolic, and without- suffi cient system-responsiueness willi'deteriorate anyway as disaffeeted
chents and those cllents sympathetlc supporters come 1o regard the facilities, mcludmg staff, as
' ahenatmg, self-serving bureaucracles (Bandura, 1997) The present bottle—feedlng mothers
sense of margmahsatlon appears to be already moving that client sector towards having such an
unfortunate perspectwe of the demfery professicm and some hospttals matermty serwces '

: _Gwen the extent to whlch bottle-feedmg mothers' chonces reﬂect thelr aspufauons to support
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their own strongly-held values, there is likely to remain this client sector rejecting Midwifery
scrvwes percewed to be obslructmg ralher than asmstlng them in shapmg then' own destlmes_ _
_. As. such balancmg the lensmns between pressure and allenatlon wlth the tensnons between |
_personal hbeny and soclal conlrol should be a vnal conmderauon in deﬁmng future dlrecnons'

whereby Mldwlfery may enhance and broaden lts relevance to contemporary chems
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'CHAPTER 10 - Conclusion

" Reflective overview of the study ] research mto bottle-faedmg
mothers’ experiences : :

This study of bottle-feeding mothers' experignces and the implications of those experiences for
midwifery has progressed from modemist beginnings to a postmodernist journey to explore and

explain the cxperiences of bottle-feeding mothers in the context of current midwifery policy and

~ practice. From what had been conceived and anticipated as a comphicated but éingularly

describable 'object’ of the aforementioned "mothers' experience”, this study discovered
unexpected levels of intricacy and corﬁplexity in the multi-faceted phenomenon of infant- -
feeding. Conscquémly, the thesis has examined those experiences in terms of discourses and
sets of inter-related relationships involving midwifery health care policies and practices, lay

practices, and the subjectivities of botilc-f‘ccding mothers and "Baby-Frieﬁdly" midwives.

The study has an:ilysed the respective constructions of reality by thq*two gfoups._ boltle-fcéding
mothers and pro-breastfeeding midwives, and has drawn attention to hmtual 'deficit’ models
c_:ach group holds of the other. The study claims that current policiés marginaliﬁc 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 coﬁiempomry, Western health care, |

systems. As Foucault proposed;

This is just a hypothesis, bul | would say ii's all against all. There aren't immediately
given subjects of the struggle, one the proletariat, the other the bourgeolsie, 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
perc::plio_ns and experiences of infam-feed'ing were not of any 'fixed, singular reality’. Rather,
they were discourses comprisiﬁg "practices that systematically form the bbjects of which they
speak. (Foucault, 1974: 48-9)" (cited in Porter, p. 210). Postmodernist, hermeneutic
assumﬁt_ions of muhiple 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
sev'_era] important findings for midwifery prat_:t'lce. One fs that the mothers’ experiences of
bottle-feeding were positive and ev}eh joyful in relation to the impact on their life-style, families
- and values, and this has not been widely discovei‘ed or published in existing, contemporary
research. Another important finding is, in bottle-feeding rhothcrs' perspectives, midwives either
did'no'_t know or did not care about how best to bottle-feed.
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" ‘This project, in line with the thinking of Porter (1 950), has incorporated a mixture of modemist
and poslmodemtst assumptions. and techmques in an attempt to conceptually untangle the
" resemments of both bottle-feedtng mothers and mtdwwes towards each other. It stops short of
. | merely analysmg power, and stlll holds to the assu.mpttons of soc1al theory that "it is possnble
rationally to explain social reality and in domg 50, point to weaknesses tn the form that society
takes. Thus, it implicitly points the way to progress" (Porter p. 225). This present study has
identified a number of msughts by mothers and 1t has sought to tum mutually destructive
discourses and practices into conslructwe tmprovements in mtdw1ferys client relations and
~ services. This will require an openness by the mtdwt_fery pr_ofesmon_ towards seeking “_rays of
respeclful ly engaging with all new mothers to establish infant-feeding in Ways that aecort_:l with
the mothers' needs and expectations.  Further, it will ‘need a eo’mmitraent by midwifery
professionals to developing more sophtsttcated strateyes for adequately meenng the dwerstty of

its responsibilities.

Significance of study s key f‘ ndmgs

The fact that the mothers in this study intelli gently considered thetr dec1ston to bottle-feed has
seriously challenged the deficit model of boltle-fecdmg mothers. The analyses pro\nde 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 tirﬁiting"'nﬁdwives_in'lheir ‘
capacity to meet the standards of advice and support e?tpected and desired by .mothers who

choose to bottle-feed. Indeed, James Carter contended that:

midwives need to ensure that the siren voices from bath 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 not provided with more objective and professionat guidance, there
will atways remain the risk that, even unwittingly, they may compromise their professmnal
responsibilities to those placed in their care.

(Caner. 1996, p. 153)

The study has explored the bottle-feeding mothers' complaints about 'co._nte'mporary aﬁdwifery, '
" and has sought to develop a deeper understahding’ of the Australian conte'xt of midWiferSt and of
the complexity of issues, conslratnls and possibilities for the ﬁeld Spet:tt'to dilemmas
~ surrounding present professional practice have been expltcated by exarmnmg key poltcy
documents and their interpretation by professional health p_rowders_._ Thc thes;s_ has advanced
positive suggestions about the kinds of information that could be*useﬁ.tl o midwifery_‘s clients.
Strong ideological constraints and resource constraints, coltsisterztl "tv'i:th. 'at"l ovet'l}' 'rigid
interpretation of policy directives related to WHO and BFHI gutdclmes have lod to practices in

- some midwifery care settings that suppress lnformatton on bottle—feedmg Based on the
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interviewed mothers’ point-of-iriew on the problems of not being sufficiently prepared together
_-with what they said they had found out that was useﬁul for bottle—feedmg, recommendattons of
standards of mformatton and practlcal advu:e were outlmed The studys ﬁndmgs and relevant
: recommendatrons nave pomted towards the professton addressmg 1ts current falhngs of counter-
: productwe dogma by movlng towards an approach that to be descnptwe shall be terrned the

. 'Carmg Optlons-Responswe model of mrdwrfery services.

In this pr_oposed _'Caring-_Opt_ions_-Responsi\_re" model, c_lients could seek and obtain full
information about' their options, and the infonnation would be presented in ways _-'that are
" meaningful and relevant to the client. This stttdy. indicates that' in rrleeting the needs_ of new
: rnothers, based ‘on findings of their declsmn-maklng processes relevanee should include’
realistic assessment of the cltents envrronmental soolal and personal circumstances by -
-.evaluatlng the impact of avarlable health care faclllttes standards of sanitation, prevxous.
~ individval and famtly health history in relation to the chents llfestyle aspirations. Midwifery
could and should openly state the preferred approach for ohents, which currently is
breastfeedmg, and it should ask clients to respect their need to suggest which is best. However, .
in the normal course of care prowsro_n, midwifery should not_w_rthho_ld or dlsto_rt information
_about other options which in this case Is bottle-t‘eeding inldwives would als’o: respond to the
~ choice that each client rnakes adequately provtdlng tr'nmng, mformatton and advice to meet the
* needs and concerns of both breastfeedmg and hottle-feedlng mothers The overall ! care' stance
would be one of respect and of encouragmg chents to be responsible for therr own health
' _.'dec1smns in order to enjoy their health relatlonslups and farmly dynarmcs accordmg to their

own best way of tdenttfylng and then meetlng thetr personal priorities.

Final reflections
- on' reﬂectio.n. this study h'ae ultimately developed. he'nnenetltic goals, whereby I' have taken on
the role of mterpreter for two groups, pnrnarlly the bottle—feedmg mothers and also the
) generally pro-_breastfeedmg mtdwtfer_y professton. The mvestlgatlon of the expenences of
bottle-feedln_g mothers- has combih_ed_ modermist i_nterv:ew questlons asl_;ed of mothers with a
| 'postmodern"_ c:ritique' of _the ml'rlwifery field;” and ‘has drawn- on a variety of qualitative -
.techn_iques, 'er..pecially:fphenon'lenology and participant observation, to. elicit the oﬁen-cornpeting'
perepectives of the bottle" feeding mothers and midwlves Kurt Mueller—Vollrner's light—hearted
:and apt descnptton of the reputed origins of hermeneutic thmklng isa surtable metaphor for
. how’ dauntlng and humbhng the research expenenee feels, as I offer the ﬁndmgs of this thesis as

a contnbutton to the field of mtdwrfery
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The etymology of the tenn harmeneutics camies an cbvious relation to Hermaes, the
messanger god of the Greeks, and suggests a multiplicity of meanings. In order o
deliver the messages of the gods, Hermes had! to be conversant in their idiom as well as
in that of the mortals for whom the message was destined. He had to understand and
interpret for himself what the gods wanted fo convey before he could procesd 1o
translate, articulate, and explicate thelr intention to mortals.

(Mueller-Volimer. 19886, p. 1}

- Whilst identifying clearly with the role of a messenger but certainly not as a god, [ hope this
thesis will be taken up by midwifery as a worthwhile imessage about the benefits of avoiding
dogma in providing : servicés to clients, whether or not those clients ultimately choose to act on’
our profcsswnal preference or to take up alternative viable and legal optlons Suggested
directions for services to bottle-feeding clients outlmed in the thesis are intended to point

towards such a possibility.

The thesis has aimed tb do justice to !hé participating bottle-feeding mothers by using their desqriptions.
criticisms and suggestions, and hes also aimed to do justice to the dedication of man}' highly commilted
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 infénbfeading choice. Mothers desire
profe'ssiona[ midwifery “support services of information, advice  and
practical assistance that will allow each mother to méke her own informed
decislon to optimally balance her values in nurturing and carlng for her
baby., :

- | \' Ellzabeth Dufly, Perth, Western Australia
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Appendix A: (Informed consent form for mothers participating in study)

Consenf Form

By signing this document, [ 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.

[ 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 understanﬂ 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 bqttle feeding my baby. | 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 information 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.

If T have any questions relating to this study, I can contact Elizabeth Duffy by telephone on
9383 7257.

Participant’s signature........ evrerees e st rrreeeeen Date............ eervereraranes SEPPR

Researcher’s signatire. .couuuveiveieconionirmenrierooseanes Date........... wrerv e ecersanrsrreeias

Thank you, for your participation in this research.
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- APPEND'X B - {Mother-to-child transmission through breastfeading of HIV/AIDS,
STDs, 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
policics. The brief account offered here also highlights what happens when professionalism

becomes inflexible.

The Australian NHMRC (1996) guidelines do list "instances when infant formula 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/
UNALIDS issued a consensus statement recommending that HIV positi.ve women be encouraged
to *make an informed decision® around infant feeding choices, Gill Seidei (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 formula marketing in such regions (for example, Palmer, 1988) which
originally motivated the WHO and UNICEF marketing code. Health care and its accepted
approaches does vary according to dynamic, changing contexts and social attitudes.

HIV/AIDS is now widely spread in some parts 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 of 29% 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 malnourishment from insufficient

207



capacity to afford formula, There arc also other cultural, political and resourcing factors that add
to the problems of resistance 1o the most recent advice for HIV in Africa such as influential
political vicws that mistrust HIV and its treatment as buing a racial issue, the so-called "virgin
cure" that continues the spread of the disease, and unaffordability of treatment due to the

combined effects of poverty and drug profit levels.

The implications and figures of risk are contentious, On the one extreme, it is érgucd that in

poor contexts "artificial fecding.can triple the risk of infant death" compéred to breastfeeding by
an HIV+ mother (Linkages Project, 2001). Siedel was skeptical that advising anything other

than bottle-feeding in an HIV case was anything more .than self-interest by the pro-breastfeeding
industry, Additionally, the health risk in terms of disease is nbt the only consideration. Some
radical literature even suggests thﬁl. rather than prolong the life of a child certain to sﬁffer in the
future as an HIV orphan in Africa, it may be more humane to encourage mothers and children to
experience the dignity of breastfeeding whilst acknowledging the re_ality of the high probability
of 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 ﬁard to respond io 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 ha\}e affected any of the mothers in this study, -
and it was never raised in the interviews. Thc.prcscnt study was developed with particular
relevance 1o Australian mothers and babies who, as is most typical for ihc context, on the global
scale happened to enjoy good health and a high standard of li\éihg. ‘Therefore, there is-no
intentional relevance of this study to the issues of AIDS. Notably, however, AIDS is fhe
fracture-point that is challenging dominant discourse, What mdthers want has been taken less -

seriously. .
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