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Fiona Clare Dykes

ABSTRACT

This study explored the Influences upon women's experiences of breastfeeding within postnatal
ward settings. A critical ethnographic approach was adopted in two maternity units in the North
of England, with 61 postnatal women and 39 midwives participating. Participant observations of
97 encounters between midwives and mothers, 106 focused interviews with mothers and 37
guided conversations with midwives were conducted. Basic, organising and global themes
were constructed utilising thematic networXs analysis.
The metaphor of the production line, with its notions of demand and efficient supply against
linear time, illustrated the experiences of breastfeeding women.
They conceptualised
breastfeeding as a 'productive' project yet expressed deep mistrust in the efficacy of their
bodies. Their emphasis centred on breast milk as nutrition rather than relationalily and
breastfeeding. Women referred to the demanding and unpredictable ways in which their baby
breached their temporal and spatial boundaries. They sought strategies to cope with the
uncertainty of this embodied experience.
Women felt 'subjected' to ideologically pervasive notions that 'breast Is best' and authoritative
versions of how 'best to breastfeed'. An atmosphere of surveillance was experienced In relation
to the institutional regulation of breastfeeding and through conducting a private and culturally
ambiguous activity in a public domain. Women felt dissonant when a 'natural' process was
experienced as complicated and challenging.
The midwives were also 'productive' yet 'subjected', their work being time pressured,
unpredictable and fragmented. In 'supplying' a service under 'demanding' conditions midwives
engaged in institutionally orientated rituals and routines, approaching women in disconnected
and directive ways. Consequently, breastfeedlng women's individual needs for support were
rarely met.
Recommendations are made for: a reconsideration of the way In which women's bodies are
understood and experienced; a re-conceptuallsation of women's time; reconflguratlon of
knowledge about breastfeedlng; re-visioning of relationships; and relocation of the place within
which women commence breastfeeding.
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CHAPTER 1
INTRODUCTION
Time

It was torus
a cycle
until you marked a return-notches on bone
later found and theortzed upon
as marvels of primitive ingenuity
when it was us
you were feverishly measuring
calculating a life
carried by one of ours.
At first we were surprised
by these crude measurements
and laughed as a group
at these plottings of our body.
It seemed not to matter.
You continued with this obsession
and we dismissed it.
When the moment comes we will let you know
it seems we once said.
But you counted backwards
and now your measured fact
tells us what once
we knew beforehand.
The first mark of time
was against us
and you continue
to march your numbers
through our souls
where out of habitand weariness toowe have made a place for you.
(Rachel Vigier in Fonnan and 5owton 1989, p.135).

Breastfeeding - everyone's business?

Breastfeeding over the past century has become Increasingly Ideologically pervasive with
autholitative knowledges being constructed and dismantled, settling for a time, then moving on
and shifting. Breastfeeding has also become institutionalised as women's (re)productive1
experiences have been reconstituted and reconfigured within a profoundly medicalised setting,
the hospital. At the same time breastfeedlng is a uniquely female embodied activity that brings
a woman into altered experiences of temporal and spatial dimensions and new relationships
with her baby and others.
Breastfeeding is a culturally mediated bio-psychosoclal activity and as such has been studied In
many academic disciplines ranging from biomedicine, nutrition, midwifery, nursing, politics,
sociology, anthropology, psychology and medical geography. There are now two academic
journals devoted specifically to the subject and many guide books. The theoretical perspectives
adopted include positivistic, interpretevist, feminist and post-structuralist. Breastfeeding has
also become the focus of considerable political activity.
So, it seems, everyone is interested In breastfeeding. However, my deliberate use of the word
breastfeeding as detached from those who do It reflects the predominant Interest of many
academics. This centres upon breastfeeding as a health behaviour of considerable importance
to maternal and child health. It Is only during the last two decades that researchers have
started to ask the question, what is the experience like for women? How do they negotiate this
1 I bracket off 're' from 'production' to highlight the ambiguities In the ways In which women'. reproductive activities are
conceptualised and experienced.
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experience and what are the constraints upon women from their perspectives? While these
questions are slowly being understood, the research tends to be discipline-bound. For
example, sociologists and feminists exercise caution with regard to the embodied nature of
breastfeeding as this may be seen to cross into biological domains and risk a return to
essentialism. However, the study of women's experiences of breastfeeding provides exciting
and unique opportunities to cross interdisciplinary and theoretical boundaries. With the above
considerations in mind, I now highlight my personal journey towards undertaking this doctoral
study followed by a brief outline of each chapter.

Personal reflections
My interest in women's experiences of breastfeeding probably began when I was breast fed
myself in 1960. As my mother developed mastitis at three months and was advised to stop
breastfeeding I must have experienced distress and anger. I later came to understand that this
advice to my mother followed two brutal birthing experiences through which she 'produced'
firstly me and then my brother, Danny. Advice and prescriptions were then Issued on every
aspect of mothering and child-care. Wisely for her third 'time around' she opted out of the
system and had a home birth.
Perhaps this explains why my Sister, Susan is so
unconventional?
Some years later, in 1982, I became a studerrt midwife. I don't really know why. I think partly
because I was disappointed with nursing which I practised for only a year after spending three
years as a student. I had gone into nursing because I liked being with and caring for others but
the experience could not have differed more profoundly from my expectations. My first
experiences of midwifery were not very different. I was repeatedly told that midwifery differed
from nursing in that it was 'well-being' orierrtated. However, what I saw and heard was in
complete contradiction to this notion. My first memories of midwives and breastfeeding mothers
could be summed up by constructing an example of one of the many well remembered
scenarios:
The setting is a 'Nightingale' ward in a maternity unit in the South of England in 1984.
Mothers are 'arranged' in two long rows, sitting up 'nicely' in neatly made beds with their
quiet babies lying alongside them in perspex cots. The noisy and unruly babies are
elsewhere in a nursery. One of the mothers, stili sedated and shocked from a traumatic
birth, calls for help with her crying baby. The midwife bustles in and purposefully
looking up at the large clock asserts that it is not time for a breastfeed yet and that she
will settle the baby in the nursery. The mother looking half bewildered, half-relieVed sits
back against her neat pillows and watches the postnatal ward 'wOrld' go by. About an
hour later the midwife retums...it is now time for a breastfed. The mother rouses herself
and sits up in bed for the feed. The midwife, having enquired as to which breast the
woman last fed from, grasps her other breast and pushes the baby on to it. The mother
has a strangely detached look In her eyes as if this was neither a part of her nor even
happening to her, hands by her side. The baby having crted for an hour in the nursery
is neither interested nor energetic and eventually the midwife 'gives up' and deposits
the baby unceremoniously back Irrto the cot to sleep off her exhaustion. When the baby
wakes again, the midwife again tries to 'fix' her on and after a further failed attempt,
pricks the baby's heel to test her blood sugar level and then announces that the baby
needs some milk and that she must give some formula. I watch her collect the readymade, packaged and labelled bottle, screw on the teat and sit herself In the chair beside
the mother. The teat Is pushed Into the baby's mouth and the baby duly sucks. Each
time she stops sucking the midwife 'rattles' the teat In her mouth to keep the baby
going. When the procedure Is finished the midwife returns the stunned, but satiated
baby to the cot and announces to the mother that she has taken 30 mls and will be fine.
She documents the time and quantity on the chart at the end of the bed, also noting that
the baby had passed urine but not meconium. She reorganises the mother's pillows
and assists her to reposition herself comfortably and.... neatly. Order has been restored
and mother and baby are looking 'nice', quiet and tidy.
Witnessing scenarios like this started a profound questioning in me as to what had become of
the fundamerrtally female experiences of birth and breastfeeding and what had happened to
midwives. What would happen to me if I stayed in this system? A few months after qualifying
as a midwife I joined a pioneer team of midwives providing continuity of carer to women. We
grew to know the women and they came to trust and relate to us. However, this experience
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was short lived as for family reasons I then moved to the North of England. On commencing
work in a north em maternity unit I felt like I had entered a time warp and arrived into the 1960s.
I moved into a local housing estate in a socially deprived area for the first few months. The
deck access flats have since been condemned and demolished. They were cold, isolated, grey
and seriously depressing. In the maternity unit I powerfully re-experienced the frustrations and
tensions that had been building up when I was a student midwife. The combination of the
aversive living conditions and the hostile maternity environment strengthened both my socialist
convictions and my desire to challenge the current maternity system and the ways in which birth
and breastfeeding were 'managed'.
This led to a gradual journey into the relative 'safety' of education where I felt, probably
somewhat naively, that I could support 'future' midwives in questioning, challenging and
changing the system. Shortly after qualifying as a midwife teacher, in 1989, I became pregnant
and later had a Caesarean section due to my severely contracted peMs. My son Colin had
been lying in an unstable position at thirty-six weeks pregnant, a most unusual situation for a
first pregnancy. My second and third children were also born by caesarean section. After the
birth of Colin, feeling rather like a cyborg, I began to breastfeed. The experience was highly
challenging for the first three months with episodes of nipple thrush and mastitis punctuating the
journey, combined with considerable anxiety related to being a new mother. However, after this
time I moved onto a profound relational and positive embodied phase during which the
experience became increasingly transfonnative.
Colin stopped breastfeeding at around
fourteen months of his own accord when I became pregnant with Stephanie. I breastfed
Stephanie for sixteen months and then Andrea for three and a half years. I can remember
reflecting at various stages during this period in my life upon the experiences of other women,
knowing that very few women reached the point at which, in my case, the challenges of
breastfeeding were replaced by tremendous fulfilment.2
When I re-emerged from seven years of pregnancies and/or breastfeeding, I wanted to dedicate
myself to supporting women to commence and continue to breastfeed, so that they too could
experience the transfonnative power. This conviction was strengthened by my socialist political
motivations that led me to deeply dislike the ways in which the marketing of infant fonnula by
powerful multinational corporations had undennined women's belief in breastfeeding. This led
me to joining the National Childbirth Trust (NCT) and later the Breastfeeding Network (BfN), a
break-away group from the NCT. My involvement with the NCT and BfN opened up an
understanding of the collective women-centred understanding of women's breastfeeding
journeys that the voluntary support organisations held. I subsequently collaborated with an
NCT breastfeeding counsellor and tutor and two infant feeding specialists in setting up a
breastfeeding module at the University in which I was then working part-time. This centred
upon facilitating midwives in gaining the knowledge and skills needed to offer support to
breastfeeding women (Dykes 1995).

As part of my desire to restore breastfeeding as the 'nonn', I set out in 1998 to explore the kel
reason why women discontinued breastfeeding in the UK - 'insufficient milk' (Foster et aI1997).
I adopted a henneneutic phenomenological perspective and interviewed ten women at three
points in their journey, commencing six weeks following their birthing. Seven ofthe ten women
'fell by the way-side', explaining their sense of isolation and lack of support, nurture and
replenishment. Three women described a powerful and enjoyable experience." Through this
study I came to increasingly realise that during my own experiences of breastfeedlng I had
received an enonnous amount of social support from my family and friends and that this was
not the nonn for many women. As women spoke with me they often reflected back on their
experiences of inadequate midwifery support both in hospital and at home. I wished I had
started the study from the postnatal ward experience onwards, rather than from six weeks after
the birth. Secondly, I realised the need to not only hear about the hospital experience but to
see it. I wanted to understand what Is was like for mothers breastfeeding In hospitals at the tum
of the twenty-first century and how the postnatal ward culture and midwifery practices and
interactions influenced these experiences. This is the focus of my theSis.
2 Only 64.., of women In the UK commenced breastfeedlng, only 41% of women breaded at all at six weekB and 26%
at four months followilg their birthing (MartIn and WhIe 1988).
s ThIs work was prompted by wortdng with Jacqueline Prya Vincent who was intereated In Indian women's perceptions

d their brea. milk, later deacrIbed In her book 'FHdng Our Sllbies' (VIncenl1999).
4 The study was submitted for my dissertation in part fulftlment of an MA in Health R....rch. in the Faculty of Social
ScIences at the University of Lancaster (Dykes 1998) and subsequently published (Dykes and Wllams 1999, Dykes
2002).
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Introducing the chaRters
In the next chapter (2), I describe the background to the study. This is presented through a
'critical' lens with the notions of ideology and power being located centrally. In line with this
critical approach, I avoid presenting a detailed and linear chronology of events, but rather
highlight key 'moments' that are relevant to this study. I do, however, commence with the
'Enlightenment' as this marked the way for many of the influences upon breastfeeding that I go
on to discuss. I present the background through the conceptual lenses that I have become
increasingly aware of as I have progressed through the theSiS, including 'production', 'linear
time', 'separation/space', 'authoritative knowledge', 'surveillance' and 'control'. The background
therefore constitutes a very different account than the one that I might have written at the
outset. While highlighting powerful and hegemonic influences upon women's experiences of
infant feeding, I also focus upon breastfeeding within the fabric of women's lives, acknowledging
that there are multiple and complex influences upon their infant feeding deciSions and
experiences.
In chapter 3, I make connections between my epistemology, theoretical perspective and
methodology. I highlight my central theoretical perspective as aligned to critical anthropology
with a political economy of health perspective underpinning it. I also describe the ways in which
I have engaged, with caution, with some post-structuralist theory, in particular that of Foucault
and feminist post-structuralists. In drawing together various theoretical perspectives in this way
I highlight the ways in which they converge and diverge in relation to power, ideology,
knowledge, the body and reSistance, making explicit aspects that I embrace and those that I
reject. With these perspectives in mind I justify my selection of a critical ethnographiC approach
to this research.
In chapter 4, I describe the method I adopted, to include gaining access to the two maternity
units I stUdied, selection and recruitment of participants and the conduct of observations and
interviews. I move on to reflexively discuss ethical considerations, my presence in the field and
the dilemmas that this created for me, with particular emphasis upon levels of participation.
Finally, I deSCf1be the processes I utilised in the concurrent and iterative analysis of the data.
These included a combination of categorical and non-categOrical readings of the data and
development of thematic networks to illustrate global themes and their underpinning networks.
Finally, I discuss theoretical sensitivity and trustworthiness.
In chapter 5, I set the scene by describing my first impressions of each site and the cuHural
milieu in which women commence breastfeeding and midwives work. This crucially provides
the context for the ensuing chapters in that I emphasise not only the medical nature of the
experience for women but the harsh working conditions for midwives. I partlcular1y focus upon
the temporal pressures upon midwives as this was central to their experience of providing
support, or lack of it, to women. As midwives were the main group of people with whom women
engaged while in hospital, the ways in which midwives negotiated their work, given the massive
constraints upon them, was inevitably crucial to the experience of women.
In chapter 8, I focus upon the impact of the ideologically pervasive notion that 'breast is best'
and the authoritative versions of how 'best to breastfeed'. I highlight the ways in which
institutional regulation of infant feeding places pressures upon both women and midwives
bringing into playa range of surveillances upon both groups. I lUustrate the ways in which both
mothers and midwives resist and/or accommodate the power of authoritative versions of
breastfeeding. Not only do mothers come under surveillance through InstHutional regulation of
breastfeedlng, but they are engaging In an essentially private activity within their communities In
an intensely public arena. I Illustrate the ways In which women negotiate their time and spaces
to minimise the inevitable feelings of discord created by their dilemmas In relation to
authoritative knowtedge and their deSire for privacy.
In chapter 7, I extend and elaborate Martin's (1987) notion of productive labouring bodies to
theorise women's perceptions of their role as breast milk producers and deliverers and the
demanding nature of this role. I utilise the industrial metaphor 'supplying' to illustrate the ways
in which women conceptualised and negotiated this role with all of its inherent uncertainties. I
then discuss the ways in which women experienced breastfeedlng as physically and emotionally
'demanding' in terms of their temporal and bodily boundaries. I move on to highlight the ways in
which women, with their central preoccupation with supplying and demanding, sought ways in
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which to cope with and control for the unpredictability of their bodily experience of breastfeeding
and activities of their babies. I discuss women's anxieties about and lack of confidence in their
breast milk 'production' in combination with their preoccupations with returning to a 'normal' life
and 'productive' paid employment.
In chapter 8, I highlight the influences upon women's desire to 'cany on' and 'persevere' during
the early days of breastfeeding. I discuss the concept of perseverance in its connections with
confidence (self-efficacy), but also with regard to the ideologically pervasive notion that 'breast
is best'. The challenges to women's sense of self and self-confidence were enormous and in
some cases overwhelming, with the two most immediate and pressing concerns for
breastfeeding women in hospital being nipple pain and fatigue. I describe the ways in which
women described and negotiated both the positive and negative experiences during their
postnatal ward stay.
In chapter 9, I focus specifically upon the nature of encounters between mothers and midwives.
These encounters are contextualised within the cultural settings in which midwives are coping
(or not) with 'caring'. I draw upon midwifery and nursing theory with regard to caring/uncaring
encounters (Halldorsdottir 1996, Woodward 2000, Fenwick et al 2000, 2001) but also upon
research that highlights the constraints upon midwives and nurses within the UK National
Health Service (Kirkham 1999, Kirkham and Stapleton 2001 b, Ball et al 2002). I extend this
theory by producing a synthesis that reflects not only the style of encounters I witnessed and
their impact upon women but also highlights some of the reasons why encounters take the form
that they do within hospital settings. To support this interpretation I draw upon the recent
research on emotion work of Hunter (2002).
In chapter 10, I draw together the thematic networks to highlight the multiple constraints and
pressures upon both breastfeeding mothers and midwives. I relate these to the concepts of
'linear time', 'production', 'separation', 'authoritative knowledge', 'surveillance' and 'control'. I
illustrate the striking parallels between the two groups and assert that both mothers and
midwives are engaged in 'productive' activities under considerable emotional pressure in a
highly public place, open to many observers. The project of 'doing the correct thing ... .ln the
right way', creates further tensions and turmOil. 'Supplying' for another's needs In a culture in
which linear time is reified, randomised and embodied leads to both mothers and midwives
constructing ways of coping and controlling. Despite the challenges most mothers and
midwives persevere through the troubles and triumphs, the pain, fatigue and special moments.
The nature of the encounters between mothers and midwives reflect the ways in which both
groups feel the pressure and cope with chaos. Given this scenario, I make recommendations
for: a reconSideration of the way in which women's bodies are understood and experienced; a
re-conceptualisation of women's time; reconfiguration of knowledge about breastfeedlng; revisioning of the mother-baby and midwife-mother relationships and relocation of the place and
space in which mothers commence their breastfeedingjoumey.

It's about time
I selected the poem above to illustrate the centrality to this theSis of the concept of linear time.
As stated, throughout the thesis I highlight the relevance of the concepts of 'separation', 'control'
and 'production' in addition to 'authoritative knowledge' and 'surveillance' and the power that
these exert upon women. However, as I have Immersed myself further in the data I have
become profoundly aware that these concepts manifest themselves partially but significantly
through time. As Foucault (1977) states, 'Ime penetrates the body and with It all the meticulous
controls of power" (p.152). Ironically, It was when I had a short period of 'tIme out' to recover
from pyelonephritis that I developed a heightened awareness of the ways in which time
appeared repeatedly through the data. This realisation was precipitated by an altered
experience of time for me while recovering. I felt a sense of temporal dislocation from the
familiar wor1d of time pressures, constraints and deadlines. This experience and my reflections
on the data assisted me in moving towards a deeper level of critical consciousness. As Peters
and Lankshear (1994) assert, this relates to Freire's philosophy that:
Human development is based upon a certain quality of awareness: awareness of our
temporality, our 'situated ness' in history, and our reality as being capable of
transformation through action in collaboration with others [ ....]. Progress from naive to
critical consciousness involves conscientlzation. This is the process by which we learn
to perceive social, political, and economic contradictions and become Involved in the

,
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struggle to overcome them; to identify 'limit situations' for what they are and confront
them with 'limit acts'. In this very process we enter history as subjects, humanizing
ourselves, becoming more fully human (p.181).
My experience of undertaking this doctoral study has in itself refocused me upon time as I have
negotiated for 'time-out' from a busy job and have constantly 'juggled time' in order to meet the
needs of my three children. Committing to a project like this for over four years is something
that I will remember for all of my time. But for now I focus upon critical histOrical moments that
have influenced the complex and convoluted journey for breastfeeding women in the present
time.
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CHAPTER 2
MOMENTS OF SIGNIFICANCE
Introduction
In this chapter I focus upon key moments of historical significance through a 'critical' lens, with
the notions of ideology and power being located centrally. In line with this critical approach I
avoid presenting a detailed and linear chronology, but rather highlight key social, political and
economic events that have relevance to this thesis. I commence with the 'Enlightenment' as
this era marked the way for a profound reconfiguration of the ways in which infant feeding was
conceptualised and experienced by women. I then focus upon the development and rise of the
techno-medical model of medicine and its central arena, the hospital. I highlight powerful and
hegemonic influences upon women's reproductive and infant feeding experiences to include the
activities of powerful multinational companies and their marketing of breast milk substitutes. I
also discuss some of the ways in which women engaged with and indeed contributed towards a
reconfiguring of birth and breastfeedlng, by relating them to the complex socio-cultural contexts
of women's lives.
I move on to focus upon the growing international concerns raised in relation to the
reconstruction of infant feeding practices. I refer to some of the resulting initiatives that sought
to challenge aspects of the medical regimentation of infant feeding and reverse the negative
effects of the era of aggressive marketing of infant formula. I highlight, In particular, aspects of
these programmes that utilised the hospital as their key place for operatlonalisation. Finally, I
focus upon existing literature that centres upon the ear1y breastfeeding experiences of women
and their stated needs. I refer to related ethnographic studies and research that focus on the
culture of institutionalised midwifery in order to set the context for the study.
I present the background through the conceptual lenses that I have become increasingly aware
of as I have analysed the data, indudlng 'production', 'linear time', 'separation/space',
'authoritative knowledge', 'surveillance' and 'control'. All relate to ways in which women
perceive and interpret embodied experiences, in particular breastfeeding, and their associated
relationships with others.
The 'Enlightenment'

My starting place is the era referred to as the -Enlightenment-. This was a major turning point in
human history, a -self-proclaimed Age of Reason- that began in England in the 1-;n century and
subsequently spread to Western Europe during the 18th century (Crotty 1998 p.18). This period
was characterised by the development of rationalistic science as a supreme source of
authoritative knowledge 5 . It was also the era during which there was an exponential growth in
the human population and increasing industrialisation (Doyal and Pennell 1979, Pelling et al
1995).
PODulations and production
The industrial revolution was well underway between the late 18th to mid 19th centuries and as
Doyal and Pennell (1979) highlight, this contributed to the mass movement of people Into cities.
The development and growth of the capitalist economy took place concurrently with its
emphasis upon productivity for profit and monitoring of efflciency and outputs (Doyal and
Pennell 1979, Foucault 1977, 1981). Indeed, the growth of the population and growth of
capitalism could be seen as symbiotic, as argued by Foucault (1977):
The two processes - the accumulation of men and the accumulation of capital - cannot
be separated; it would not have been possible to solve the problem of the accumulation
of men without the growth of an apparatus of production capable of sustaining them and
using them; conversely, the techniques that made the cumulative multiplicity of men
useful accelerated the accumulation of capital (p.221).

Authoritative knowledge refers to the legltlmlaatlon of one kind of "knowing" • having power over other I'orrn8 of
knowledge; subordinating. devaluing, delegltlmlelng and often dismissing them (Jordan 1997, p.58). Authorlative
knowledge may define belf • having eatabllshed ·a certain field of empirical truth" (Gordan 1980, p.237). 1.8 Jordan
(1997) states, "The power of authoritative knowledge Ia not that It Ia correct but that It CCUIl8" (p.se).
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Thus capitalism was made possible by the ·controlled insertion of bodies into the machinery of
production and the adjustment of the phenomena of population to economic processes·
(Foucault 1977, p. 141). As Fairclough (1992) states, ·modem societies are characterised by a
tendency towards increasing control over more and more parts of peoples' lives· with
technologisation playing an increasing role (p.21S). Foucault (1977, 1980, 1981) argues that
this expanding population and the need for controlled production contributed to the fonnation of
the major systems that he calls -disciplines·, i.e. the military, the prisons, factOries, hospitals and
schools. As the apparatus of production grew and became increaSingly complex the growing
costs required acceleration in profitability. In this context the disciplines functioned as
-'echniques for making useful individuals· (Foucault 1977, p.211), for example, the individual
capable of mechanical work in a factory.
Rationalistic science as the supreme source of authoritative knowledge
The 'Enlightenment' was the era during which rationalistic science reached a supreme
authoritative status bringing with it an epistemology of objectivism.
ObjectMsm was
6
underpinned by reductionism and dualism7 • The notion of dualism extended to a distinction
between the mind and objects within the material universe and thus allowed the study of the
universe as separate from any conSideration of the human mind (Crotty 1998). The essence of
objectivism, therefore, centred upon the "view that things exist as meaningful entities
independently of consciousness and experience, that they have truth and meaning residing in
them as objects· (Crotty 1998, p.S). This objectivist epistemology enabled the viewing of the
world through a positivistic lens so that it could be explained, described, codified and quantified
in order to reveal its absolute laws and principles (Doyal and Pennell 1979, Marston and Forster
1999, Crotty 1998). Therefore, during the 'Enlightenment' reason increasingly superseded
revelation, rationalism suppressed and opposed the metaphysical and certainty replaced
mystery and complexity.
Separating spheres - constructing dualisms
It is crucial to this thesis to view the impact of 'Enlightenment' thought upon the ways in which
women were conceptualised, for as Shildrick (1997) asserts:
In directing its attention to mastery of the natural world and given the close identification
of the female with nature, the scientific project of the Enlightenment may be
conceptualised as inherently hostile to women (p.26).
While, as Shildrick (1997) argues, it is simplistic to entirely attribute separation of male and
female domains to post-Enlightenment (modernity), the hierarchical separation of the roles of
male equals culture and female equals nature developed very clearly during this era. Martin
(1987) refers to this doctrine of two spheres by firstly connecting the development of
industrialised and capitalist societies with displacement of production from the home to the
factory. This contributed to the construction of public and private domains. The public world of
paid work, that is work involved in the production process, came to be seen as separate from
the private world centred In the home. Previously, work had been located in and around the
home with the extended family being seen as united in an endeavour to make provision for their
own needs. The private world came to be associated with the 'natural', that is bodily functions,
sexuality, intimate relationships, morality, kinship and expression of emotions. Women, who
were seen as 'natural', increaSingly came to be seen as located within the private world of the
home, as wives and mothers. Their role was one of reproduction rather than production In the
industrial and economiC sense. The public world, on the other hand, was seen as related to the
impersonal process of efficient, goal-orientated competitive production. It was not only seen as
breaking away from nature, but indeed dominating and controlling it. This was the world of the
wage-earning male who came to be seen as cultural, in contrast and in superior position to the
feminine and natural (Martin 1987). Women from poor families were the exception to this
public-private divide in that they were forced into the ambiguous position of juggling paid
employment and home responsibilities (Doyal and Pennell 1979).

• Reductionism refe... to the phllolophlc view that complex phenomena . . nothing more thIIn the . .m of their parts
~EngeI1977, Mendon end FOI'Iter1999).

Dualism, a concept developed by Deacertes, a French philo8opher relates to the view that the mind • a separate
entity from the body thus paving the way for the objectification ofthe letter (Engel 19n, Oavia-Floyd 1994).
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Surveillance
th

The development during the 18 and 19th centuries of mechanisms and means for surveillance
of the growing, mobile population described by Foucault (1977, 1980) is particularty relevant to
this thesis. He argues that "this moment in time corresponds to the fonnation of, gradual in
some respects and rapid In others, of a new mode of exercise of power" (1980, p.38), leading to
the development of a "disciplinary SOciety- (1977, p.209):
Discipline fixes; it arrests or regulates movements; it clears up confusion; It dissipates
compact groupings of individuals wandering about the country in unpredictable ways; it
establishes calculated distributions (p.219).
To understand Foucault's notion of the disciplinary society it is useful to commence with his
focus upon the prison and Panoptlcism. Panopticism was a "technological Invention in the order
of power, comparable to the steam engine in the order of production- (Foucault 1980, p.71).
th
th
Foucault (1977) describes the transformation during the 18 and 19 centuries from the body as
focus for punishment whose severity varied with the crime, to the body being subjected to the
power of imprisonment with its removal of freedom. He describes in detail a building, the
Panopticon designed by Bentham that was circular with a central tower. The prisoners' cells
were positioned radially around the edge of the building. The central tower had a window and
lighting system that allowed a supervisor to watch every prisoner in the building. Each prisoner
was separated from his neighbours by a wall so visibility was one way, supervisor to prisoner. It
was never lateral, thus negating disruption or communication between prisoners. The major
function of the Panopticon Is described:
To induce in the inmate a state of conscious and permanent visibility that assures the
automatiC functioning of power [ .... J. Bentham laid down the principle that power should
be visible and unverifiable. Visible: the inmate will constantly have before his eyes the
tall outline of the central tower from which he is spied upon. Unverifiable: the inmate
must never know whether he is being looked at at any moment; but he must be sure
that he may always be so (Foucault 1977, p.201).
This means of exerting power created "diSSymmetry- between observer and observed,
"disequilibrium- and "difference- (Foucault 1977, p.203). As Kendall and Wickham (1999)
describe, for Foucault the prison as a form of visibility assisted in constructing the concept of
criminality whilst statements related to criminality produced fonns of visibility that reinforced
prison. Foucault (1977, 1980) asserts that the architectural design of the Panoptlcon was
utilised to insert this form of surveillance Into other "formidable disciplinary regimes- (1980,
p.58), for example factories, schools, hospitals and army barracks. These Institutions with their
large populations developed specific hierarchies, spatial arrangements and surveillance
systems centred around the requirement to supervise activities. Thus the exercise of power
through 'the gaze' was facilitated:
The perfect disciplinary apparatus would make it possible for a Single gaze to see
everything constantly. A central point would be both source of light illuminating
everything, and a locus of convergence for everything that must be known: a perfect
eye that nothing would escape and a centre towards which all gazes would be tumed
(Foucault 1977, p.173).
th

Taking the factories that emerged at the end of the 18 century as an example, we see that
Individuals had to be strategically placed and monitored In relation to the spatial arrangements
and operational requirements of production machinery to ensure maximum efficiency and
output:
A central allse allowed the supervisor to walk up and carry out a supervision that was
both general and individual: to observe the woJ1(er's presence and application, and the
quality of his woJ1(; to compare woJ1(ers with one another, to dassify them according to
skill and speed; to follow the successive stages of the production process (Foucault
1977 p.145).
Again, this factory surveillance links with its economic functions, maintaining the link between
populations and production:
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As the machinery of production became larger and more complex, as the number of
workers and the division of labour increased, supervision became ever more necessary
and more difficult [ .... J. What was now needed was an intense, continuous supervision;
it ran right through the labour process; it did not bear - or not only - on production (the
nature and quantity of raw materials, the type of instruments used, the dimensions and
quality of the products); it also took into account the activity of the men, their skill, the
way they set about their tasks, their promptness, their zeal, their behaviours' (p.174)
[....J. Surveillance thus becomes a decisive economic operator both as an internal part
of the production machinery and as a specific mechanism in the disciplinary power
(Foucault 1977, p.175).
Foucault (1977) refers to -hierarchical observation- (p.170), the extension of surveillance within
the disciplines to those supervising:
The Panopticon may even provide an apparatus for supervising its own mechanisms.
In this central tower, the director may spy on all the employees that he has under his
orders: nurses, dOctors, foremen, teachers, warders; he will be able to judge them
continuously, alter their behaviour, impose upon them the methods he thinks best; and
it will even be possible to observe the director himself. An inspector anMng
unexpectedly at the centre of the Panopticon will be able to judge at a glance, without
anything being concealed from him, how the entire establishment is functioning (p.204).
The connections between the prison, the factory and the hospital become immediately striking,
hence setting the scene here. I return to the hospital, as a site for the implementation of
surveillance mechanisms, later in this chapter.
Construction

of a clockwork culture

As capitalism, mechanisation and the requirement for controlled production methods developed,
the need for precise timing, measurement and consistency grew (Gray 1993, Palmer 1993).
The construction of the mechanical clock provided the perfect tool to connect the Imperatives of
industrial productivity, mathematical measurement and the monitoring and surveillance of
groups of people. The desire to control time and indeed the concomitant control that clock time
has over people is central to this thesis and I therefore introduce a brief history of the
mechanical clock.
Cipolla (1967) traces the development of the mechanical clock within the socia-historical context
of the economic and technological processes by which Europe gained power in the wortd. He
links the clock's growing super-valuation with the growth of Industrialisation and related
technical machinery and with the philosophy of empiricism and utilitarianism which -infected- all
branches of human knowledge (p.33). The desire for power In Europe that manifested In the
combination of wars, Industrialisation-later capitalism, and the growth of empirical science,
paved the way for a central and growing place for the mechanical clock. Cipolla notes that
many of the eariy clock makers were also gun founders and he asserts that this connection has
major significance. -The simultaneous appearance of the gun and the mechanical clock was
both a testimony to the character of European development and a forecast of things to come(p.40).
Cipolla argues that it was during the 17th century, when the Scientific revolution -exploded- that
scientists saw the clock as 'he machine par excellence- (p.57). Their growing Interest In the
clock led to its rapid technological sophistication. This was also the era when growing numbers
of relatively wealthy urban dwellers, for example merchants, lawyers and doctors, could afford
watches and clocks which were being made at increasingly low costs. So demand fuelled
supply and vice versa. The clock fulfilled the growing human desire to measure time and
rapidly became a status symbol. As Clppolla states, people Increasingly timed activities they
would never have thought of timing. People became obsessed with punctuality and timing
which was seen to be virtuous. Clocks were changing ways of thinking as they replaced the
variable times associated with the seasons with a measured time that ovelTOde the fonner.
Cipolla refers to these clocks as machines which like other new machines create new needs
and therefore -breed- newer machines (p.105). Each new tool then Influences us deeply while
we are using it. -rhe fascination exerted by the machine Induces a rapidly growing number of
people Into a tragic fetishism of the machine- (Cipolla 1987, p.108-107).
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In the forward to Cipolla's text, Ollard (1967) summarises the tyrannical connections between
the clock and power:
Clocks are the prototypes for all precision instruments: and once they are valued as
such and not simply admired as the most delicate and enchanting of mechanical toys
the age of industrial innocence is over [ ....]. If wrist watches and guided missiles are not
obtainable at one and the same shop they still to the reflective eye disclose a
recognisable cousinhood (Forward).
As Thomas (1992) states, "Any understanding of time must identify which time and whose time
is involved" (p.65). What evolved during the industrial revolution was the notion of mechanical
clock or linear time. This may be contrasted with cyclical or rhythmiC time. Mechanical
clockllinear time is commonly referred to as having over-ridden or obliterated cycilcaVrhythmic
time (Cipolla 1967, Kahn 1989, Adam 1992, Bellaby 1992, Helman 1992, Staritey 1992). Kahn
(1989) makes the distinction between the two times particular1y clear. She compares the
concepts of "linear" time, also referred to as "clock time", "histOrical time" or "industrial time",
with "cyclical time", also referred to as "organic time" or "agricultural time". She states:
The kind of time we are most familiar with Is historical or clock time, a life sequence
which moves relentlessly forward. In the West we have lived in this kind of time for so
long it seems almost impossible for things to be otherwise (p20).
Linear time, Kahn (1989) argues, is ·pitched towards the future" (p.21) and is centred around
the notion of production which In the factory not only ovenides closeness to natural body
rhythms and flows, but with shift worit even erases day and night distinctions. It consequently
exerts control over nature. In contrast, cyclical time relates to the "organic cycle of life" In which
one is ·living within the cycle of one's own body·. It is a time that is "cyclical like the seasons, or
the gyre-like motion of the generations" (p.21).
The sense of the clock having deeply penetrated society Is emphasised by Simonds (2002) who
refers to the perpetuating nature of the western dependence upon clock time, as the clock and
technological ·progress· have become mutually dependent:
A cultural ethos (capitalist, technocratic, bureaucratic, and psychologically
individualistic) makes time keeping relevant, and the more It develops such foci, the
more it creates technology to assess, to measure, to control (p.569).
Linear time was fundamentally favoured and imposed by those in power, for example, the
wealthy upon the less powerful in factories (Kahn 1989, Bellaby 1992, Staritey 1992). It also
disadvantaged women in that, as Forman and Sowton (1989) observe, phallo-centric westem
epistemologies around time have reached into the lives of women. However, linear time has not
simply been imposed upon women for they have increasingly embraced this form of time within
the fabric of their lives. The ways in which linear time weaves in and out of women's lives will
continue to constitute a central theme throughout this thesis.

Ideological ascendancy of technCHDedlclne
The dramatic transformation of the practice of home-based medicine to techno-medicine In
Western Europe during the 'Enlightenment' is widely ~rted (Doyal and Pennell 1979, Lupton
tH
1994, lIIich 1995). From the middle ages to the late 18 century medicine had been practised in
the home, with the doctor attending patrons, as requested by the latter or their family members.
Only the wealthy could afford this service and patrons decided which doctor they would select.
As it was the patrons who summoned doctors, they retained an autonomous and dominant
position within the relationship. The fundamental belief system regarding health that persisted
during this era could be summarised as "vitalism", a belief In the wholeness and unity of the
human person (Doyal and Pennell 1979, p.33). The era of home-based medicine and holism
came to an end through two key and interconnected changes, the scientlflcatlon of medicine
and the establishment of the hospital, which I discuss in tum. Before doing this, I clarify my
perspective on techno-medicine.
Crucially, in this thesis I assert that techno-medicine is hegemonically connected with
industrialisation (Doyal and Pennell 1979, lIIich 1995), the super-valuation of technology (Doyal
and Pennell 1979, Davis-Floyd 1992, 1994) and capitalism (Doyal and Pennell 1979, Davis-
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Floyd 1992, 1994). I agree with Doyal and Pennell (1979) who describe the Westem health
system as functioning as a powerful agency of -socialisation and social control- (p.42). By
claiming a SCientifiC basiS for its practice, techno-medicine is part of the machinery by which
capitalism is legitimated in that capitalism is also aligned ideologically to scientific and
technologic progress. Like mature capitalism, the health system involves relationships that are
-bureaucratic, hierarchical and authoritarian- (Doyal and Pennell 1979, p.43).
In
acknowledgement of these connections, I hereafter refer to what Is interchangeably described
as the medical, biomedical (Engel 1977) or technocratic model (Davis-Floyd 1992, 1994) as the
techno-medical model, a term used by Oakley (1986). This emphasises ideological alliance
between medicine, technology and capitalism with medical technological 'progress' being
continually fuelled by the enormous vested interests of the multinational corporations, for
example the pharmaceutical, medical equipment and infant formula companies.
Scientification of medicine
The scientific assumptions of the Enlightenment came to powerfully influence the ~ctice of
8
medicine. Two major influences upon medicine were reductionism and dualism . The
combination of reductionism and dualism when applied to medicine enabled the patient to be
conceptually separated into mind, body and soul, with the body seen, like a machine, as
something which could be taken apart, examined and repaired (Davis-Floyd 1994, Aitken and
Jellicoe 1996). IIlich (1995) observes that Descarte's:
Description effectively tumed the human body into clock works and placed a new
distance, not only between soul and body, but also between the patient's complaint and
the physician'S eye. Within this mechanised framework, pain tumed into a red light and
sickness Into mechanical trouble (p.160).
Within this reductionist and separatist model, the medical practitioner came to be seen as a
grand mechaniC or engineer, the caretaker of the body and its component parts (Schwartz
1990, Davis-Floyd and St. John 1998). As Doyal and Pennell (1979) state, the separatist
ideology extended to the practitioner and patient requiring the doctor, as if a natural scientist, to
separate himself from the subject as the scientist does from the natural world. In this way,
scientific medicine became ·curatlve, indMdualistlc and interventionist, objectifying patients and
denying their status as social beings- (Doyal and Pennell 1979, p.30).
The effects of reductionism and dualism on the recipients of medicine are also referred to by
Doyal and Pennell (1979):
The belief that one's mind and body can be separated and treated according to the laws
of science, both serve to emphasise the loss of Individual autonomy and the feelings of
power1essness so common in other areas of social and economic life (p.43).
Stacey (1997) describes this sense of ontological separation in her reflexive account of a
personal experience of developing cancer. She describes the ways In which she became little
more that the owner of a growth with medical emphasis focusing upon concreteness, visibility,
physicality and progress and presenting her disease as statistical, quantifiable and observable.
What is particular1y alarming Is the way in which medicine, despite It growing alignment with
natural science, traditionally by-passed science that challenged Its assumptions. As Engel
(1977) argues, this made It little more than a dogma:
The biomedical model has become a cultural Imperative, Its limitations easily
over1ooked [....J It has acquired the status of 'dogma'. In science, a model Is revised or
abandoned when It falls to account adequately for all the data. A dogma, on the other
hand, requires that dISCrepant data be forced to fit the model or be excluded (p.40).
establishment of the hospital
Doyal and Pennell (1979) refer to the mass movement of people during the Industrial revolution
into rapidly expanding cities. The working classes and their families were exposed to damp,
unsanitary housing, with overcrowding, Infections, inadequate nutrition and lack of sunlight,
• I defined dualism and reductionism earlier in chapter 2.

22
leading to a multiple range of diseases and bone deformities. The profoundly unhealthy nature
th
of cities during the late 18 and ear1y 19th centuries paved the way for the establishment of large
hospitals for the sick. The hospital thus represented the place and space in which the principles
underpinning techno-medicine flourished with the scene set for a growing power base for
medical doctors.
th

The discovery of disease as an identifiable entity through germ theory during the late 19
century and the development of microscopy and related diagnostic techniques, reinforced the
authority of medicine and the power of the doctor (Apple 1987, Lupton 1994). In the hospital
doctors were able to increasingly utilise the tools of their trade to diagnose, classify and treat
disease. As Apple (1987) notes:
New diagnostic tools unveiled to the physician but not the patient, the hidden mysteries
of the human body. In providing the physicians with information not directly available to
the patient, these instruments accentuated the esoteric nature of medical-scientific
knowledge, thereby altering the doctor-patient relationship and strengthening the
authority of the physician (p.17).
III health within cities was seen as justification for the needs of the growth of Institutional
medicine. The poor inevitably welcomed the provision of free medical care through the hospital
forum (Doyal and Pennell 1979, Apple 1987, Lewis 1980, 1990) and like doctors, increasingly
viewed science as progress and a symbol of medical authority (Apple 1987, Lupton 1994).9 By
th
the 20 century medical knowledge had gained supreme authoritative status through its
inextricable links with prediction and control and prevention of the eruption of disease,
uncertainty and chaos (Engel 1977, Doyal and Pennell 1979, Amey 1982, Apple 1987, Lupton
1994). The powerful socialising effects of hospital medicine, as lIIich (1995) argues,
constructed a population of consumers of this commodity, for "when cities are built around
vehicles, they devalue human feet· (p.42).
The perspective of Foucault (1977) is of considerable relevance to this thesis in that he focuses
upon the development of the hospital and the associated institution of medicine as an
-examining apparatus· (p.185). He asserts that the model of the Panopticon was employed to
enable the development of specific hierarchies, spatial arrangements and surveillance systems
centred around the requirement to make visible and supervise activities (Foucault 1977, 1980).
Hospitals became places where patients could be observed, separated and supervised to
prevent the spread of disease. The Nightingale wards with their two rows of patients separated
by a central walk-way facilitated this separation and scrutiny (Street 1992).
Foucault (1980) describes the hospital as a -tragment of space closed in upon itself, a place of
internment·, a place characterised by scrupulously imposed spatial order, while concomitantly
conveying the -incessant disorder of comings and goings·, -inefficient medical surveillance· and
inadequate achievement of its objective to improve health (p.177-178):
The space of the hospital must be organised according to a certain therapeutic strategy,
through the uninterrupted presence and hierarchical prerogatives of doctors, through
systems of observation, notation and record-taking which make It possible to fix the
knowledge of different cases, to follow their particular evolution (p.180).
Foucault (1977, 1976, 1981) refers to normalizing judgement within hospitals, that Is rituals and
techniques which established a power of normalisation over individuals. For Foucault (1977)
the normal was established in standardised trainings, for example the national medical
profession and hospital systems capable of operating general norms of health and a level of
standardisation seen in industrial processes and products. Normalisation Is seen in 'he caseand the way in which It is -described, judged, measured, compared with others- (p.191).
Foucault (1981) emphasises the power of medicine through Its techniques of questioning,
monitoring, watching, spying, searching out, palpating and bringing Into the light to label what is
normal and what is deviant. Thus medicine socially constructs reality through Its power to
define what constitutes normality and therefore abnormality (deviance). Surveillance also
extended to the body through the medical 'gaze' during the clinical encounter. This fonn of
Public health legislation and subsequent Inltlatlv. such 88 Improvements to the quality of water and sewage dllpoMl
occurred concurrently but IndependenIIy to techno-medlclne (Doyal and Pennel 1979, T_1994). TheI8 had • major
Impact upon health from the late 1rI' c:entwy onw.da but It WIS, and It• •, commonly medicine that took the credit.
This set the ecene for the ongoing further proliferation of techno-mec:tlclne.
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surveillance inscribes the body to such an extent that the individual starts to police or selfmonitor herlhis own body (Foucault 1976, 1980 Lupton 1994, Ribbens 1998), an issue that I
1
elaborate upon further as the thesis progresses. 6
A most striking example of the impact of the scientificatlon of medicine and the establishment of
the hospital may be seen in relation to women's (re)productive health. As breastfeeding is
intricately connected with (re)productlon and especially birthing, an overview of the rise of
techno-medical (re)production Is warranted and it is to this that I now tum.

Techno-medical (relproduction
Technologising birth
As the medicalisation of life and the conceptualisation of the body as a machine were largely
male-led, the idealised machine was seen as that of the man. Deviations from this prototype
were represented in the female body that came to be seen as dysfunctional (Ehrenreich and
English 1979, Martin 1987, Davis-Floyd 1992, 1994). This view contributed in part to changing
the face of the birth experience for women.
From the 17tn century onwards an inexorable rise of the male obstetrician was accompanied by
a diminishing definition of normality and an erosion of the midwife's domain (Ehrenreich and
English 1979, Arney 1982, Kiritham 1983, Oakley 1986, Goer 1995, Tew 1995). Pregnancy and
birth were gradually reconstituted and redefined from a social aspect of women's lives to a
biomedical event prone to failure, danger and unpredictability and therefore requiring medical
supervision and management (Oakley 1986, Schwarz 1990, Kohler Relssman 1992, DavisFloyd 1992, 1994, Duden 1993). Franklin (1991) notes, in relation to the displacement of the
social model with the biological one:
The awesome measure of the power of medico-scientific discourse that It can
accomplish this Simultaneous erasure and replacement of something so basic to human
social life as reproduction, through the power of its exclusive claim to represent the truth
of 'natural facts' (p.200).
During the course of a single (20~ century hospital replaced the home as the place and space
in which women gave birth and recovered postnatally. Hospital birth rates rose to over 60% by
the 1950s and by the 1990s, 98% of women were birthing In NHS hospitals (Tew 1995). As
Foley (1998) asserts, hospitalisation through a -simple but devastating manoeuvre- undermined
women's knowledge about childbearing by -Isolating It from the commun~ (p.31). In this way,
women's knowledge generated from their embodied experiences came to be "superseded-,
-delegitimised-, cognitively suppressed- and -behaviourally managed- (Jordan 1997, p.64).
The success of the techno-medical model of reproduction is complex and relates to several key
issues.
There was growing government concern and accompanying recommendations
regarding infant mortality and morbidity (Doyal and Pennell 1979). The material conditions of
women's lives and the powerfully persuasive lure of the hospital as the safe space and place in
which to birth contributed to women making demands for h~1 births (Doyal and Pennell
1979, Lewis 1990). As Lewis (1990) notes during the ear1y 20 century women's groups such
as the Women's Co-operative Guild, the Women's Labour League and the Fabian Women's
Group campaigned actively for the pain relief and 'safety' offered by hospital births. Working
class women saw hospital birth and postnatal recovery as a welcome respite from damp,
overcrowded, unsanitary IMng conditions and the profound exhaustion from repeated
pregnancies, caring for a large family and exploitative paid working conditions (Llewellyn Davies
1978, Doyal and Pennell 1979, Lewis 1980, 1990). Lewis (1990) states:
What Is clear is that women of all social classes In the early 20tn century expressed fear
of childbirth in terms of both the pain and the considerable chance of subsequent health
problems. Their fears were real and arose directly from the conditions of maternity they
experienced. When these are understood, their demand for hospital births becomes
readily comprehensible (p.20).
10 The concept of the mecllcal gaze ha extended to I gene...1Increase In ..rvetlance of the popullltion by the .tate In
the form of public health, for example chUd health clinics Ind medicine (Fouca~ 1978, Doyallncl Pennell 1m, lAWler

1991, Lupton 1994,1995). IlIIch (1995) extends this notion in referring to society . . having become a clinic overeeeIng
and regulating people'. health to ensure that they remain within normal 1mb.
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Nevertheless, as Lewis (1990) asserts, women bought into a system in which medical
domination and its accompanying 'echnological sophistication- came to wield an authority
through the hospitals and a momentum that became very difficult to challenge or reverse (p.26).
As Davis-Floyd and Dumit (1998) highlight, the crucial question is not whether technology is
good or bad but rather who owns and controls the technology.
Martin (1987) highlights the hegemonic connections between the ensuing hospitalisation of
women when in labour and birth and industrialisation. Based on interviews with women about
their experiences of labOur and birth she presents an extended and more sophisticated
metaphor of woman's body from the machine with medics as mechanics. She argues that with
the development of hospitalised, complex management of birth, woman came to be seen as
part of an industrial factory. In this portrayal labour is a production process, the woman is the
labourer, her uterus is the machine, her baby is product and the doctor is the factory supervisor
or even owner. Although the midwife does not feature in Martin's text, she fits in well in this
scenario as the -shop floor worker" following the superviSOr's instructions, as described by
Kirkham (1989, p.132).

As Davis-Floyd (1992) argues, this supports the assumptions that technocratic society, with the
doctor as its representative, is the producer of the product, the baby, and through a series of
symbolic rituals this becomes imposed upon the minds of women. Martin (1987) draws Similar
conclusions but frames her analysis within Marxist notions of man's alienation and separation
from the product of his labour. She argues that, in accordance with this model, the labouring
woman is likewise disconnected from her birth, seeing it as something that is managed and
controlled by the system. Women thus represented themselves as -rragmented - lacking a
sense of autonomy in the worid and feeling carried along by forces beyond their control- (Martin,
1987, p.194). Thus, she asserts, women come to see their bodies as defined by the implicit
scientific metaphors that assume that:
Women's bodies are engaged in -production· with the separation this entailS (given our
conception of production) between labourer and labourer, labourer and product,
labourer and labour, and manager and labourer (p.194).
Almost a decade later Davis-Floyd (1992) interviewed one hundred American, middle class
women about their perceptions of birth. She found that almost half of the women saw
themselves not as being controlled by technocracy, but as controlling and indeed manipulating
the resources available to achieve their own requirements In birth. These women placed an
enormous emphasis upon personal control and viewed their bodies as separate and indeed as
serving them. Thus they had adopted the CarteSian, split mind-body view. The women saw
modem birth facilities as empowering them to control an othelWise unpredictable biological
experience. These women demonstrated ·conceptual fusion- with -cognitive ease-, with the
techno-medical model and had come to see separateness and technology as normal and
beneficial (p.239). This highlights the strong socialising power of the hegemonic technomedical model.
Arney (1982) highlights the increasing dependency upon -monitoring, surveHIance and
normalisation- as the 20th century progressed (p.8). The fetus became the second patient
whose safety was placed In the hands of obstetricians, further legitimating a range of
Interventions. Thus he asserts 'he health of the baby, loaded with positive meanings for both
mother and physician, justified continued active Intervention In childbirth- (p.137). WhDe the
fetus grew In importance both literally and metaphOrically, a concurrent compromise of feminine
ontology occurred. As Blum (1999) states, In regard to erasure of the maternal body, -ror the
disembodied mother, her body Is not her own-but more than that, she Is treated, and pressed to
treat herself, as if body-less- (p.60).
The experience for women of surveillance and an Intrusive dependency on visualisation Is
highlighted by Duden (1993) as one far removed from nurturing her unborn baby as a -mysteryand -hope- Into one of being a vehicle for an endangered, increasingly visible fetus growing
within the maternal -ecosystem-.
She highlights the metaphorical -skinning- and
-dlsembodlment- of woman, so that she serves a ·nlne month clientage- In which her
-scientifically· defined needs for help and counsel are addressed by professionals (p4). This,
she argues, necessitates dependency upon visual data that demystlftes pregnancy and
overrides sensations experienced by the woman. The mechanistic Interpretations of such
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material place doctors in control of the infonnation and establish abstract infonnation as the
defining element of pregnancy.
Surveillance extended beyond the mother and her baby to those providing the service, as
discussed above with reference to Foucault's (1917, 1980) discussion of Panopticism. As
Arney (1982) states, -Monitoring is the new order of obstetrical control to which not only women
and their pregnancies are subject but to which obstetrical personnel themselves are subject(p102). Thus a system was generated which insidiously encouraged confonnity to the technomedical norms through a complex combination of socialisation and surveillance. While
th
resistances to the technologising of birth are widely reported throughout the 20 century by
women's groups, non-governmental organisations and indeed midwives (Lewis 1980, 1990,
Oakley 1986, Foley 1998, Edwards 2000, 2001), I argue that the general trend continues
11
towards maintenance and continuation of the techno-medical model of (re)production.
Timing (re)production
The mechanical clock played an increasingly profound role in women's (re)productive
experiences. As Fonnan and Sowton (1989) state, ~e insatiable urge of scientists and their
technologies to quantify and impose linearity on the life cycle is nowhere more VivIdly seen than
th
in male-dominated obstetrics- (p. xiu'). Over the course of the 20 century, in parallel with
increasing hospitalisation, every aspect of women's (re)productlve experience became
increaSingly viewed through the tyrannical lens of linear time (Fox 1989, Kahn 1989, Pizzini
1992, Thomas 1992, Davis-Floyd 1992, 1994, Edwards 2001, Simonds 2002). Thus, as Fox
(1989) argues, by substituting a male model of productivity for the archetype of the creative and
transfonnative mother, obstetrics tumed birth into a mechanical act and a time bounded
process. The pervasive effects of time on women's labouring bodies are emphasised by
Thomas (1992):
Time provides not only a way of describing the distribution of events but also a basiS for
Interpretations and explanations. In reproduction It provides a way of distinguishing
between normal and the abnonnal, between the abnonnal and the pathological. More
generally this can be seen as a differentiation of the ordered from the disordered, the
orderiy from the disorderiy (p.65).
While linear time now penneates many aspects of women's (re)productive experiences we see
an exponential increase in Its oppressive potential as labour progresses and reaches Its climax,
the birth. A recent discourse analysiS of selected obstetric and midwifery texts conducted by
Simonds (2002) illustrates the tyranny of obstetric timings well. She states that -obstetrics
works on women's bodies to make them stay on time and on course- with the discourse of
obstetrics managing pregnancy and birth by -institutionallsing rigid time standards, carving
procreative time up Into Increasingly fragmented units, which are imbued with the potential for
danger- (p.559, 560). Simonds (2002) further asserts that in obstetric management:
Interventions have become more common, the notion that obstetrics can - and shouldwork against the bodily clock that stops too soon or continues too long has gained
credence ... ln obstetrics, time signifies the danger unmanaged women's bodies
represent. Now women are bound by the clock rather than leather straps (p563, 568).
Simonds (2002) contrasts this notion of time seen in a classic obstetric text, WllllBms Obstetrics
(from 1971-1997) (Cunningham et al 1993), with that seen In Ina May Gaskin's (1990) well
known Midwifery text, Spiritual Midwifery. Recognising these as ideological poles she asserts
that Spiritual Midwifery exemplifies an -essentialist orthodoxy wholly antithetical to medlcallzed
environments and, thus, to prevalent cultural Ideology about procreative events- (p.569). The
obstetric text centres on women labouring against time while Gaskin's text focuses upon women
being active in time, with Indeed the focus moving cleariy away from any notion of time
constraint. Simonds (1992) states In relation to Gaskin's text:
Time is not something to be rationed; not a scarce commodity that pr'OCf9atlng women
waste; not a route toward measuring pathology nor, In Itself, an indication of pathology;
not a series of obstacles against which women's pelfonnance must be measured; and
11

The rising caesarean .actlon rat.. provide a cructallndlcator that eoclet8l fuaIon with thie modef per8IaIa and Indeed

grows.
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not a means of industrialising the labour process. Time just is. Birthing women can
take their time, rather than have it taken from them (p.569).
As women's experiences of (re)production were reconstituted and reconfigured by
'Enlightenment' thought, so were their experiences of child-rearing which also became part of
women's productive projects, to which I now tum.
Production of people to function in society
Preoccupation with industrial production for profit, eugenicist government concerns to produce
sufficient quantities of future citizens to 'man' the army and industry and the super-valuation of
rationalistic science pervasively and powerfully influenced child 'care' practices from the
'Enlightenment' period. Although production in the industrial and economic sense was ascribed
largely as a matter for men, women in the deSignated (re)productive role were inextricably
linked with production of the next generation. As Lupton (1996) states, -mothers domesticate
children, propelling them from the creature of pure instinct and uncontrolled wildness of infancy
into the civility and self-regulation of adulthood- (p.39).
This role of the 'good' mother In taming babies and preparing them for the requirements of and
scrutiny by society is discussed in depth by Beekman (1977). In his historical analysis of childrearing practices over the centuries, he highlights the parental project of creating and adapting
children to SOCiety's demands whilst simultaneously protecting them from society's illS.
Consequently child 'care' advice has -reflected the nature of society and morality In a given
historical period- (p.xiii).
Ukewise, science and medicine not only infiltrated women's
experiences of pregnancy and birth, but also became central In defining motherhood. As Miller
(1998) states:
Transition to motherhood is surrounded by pervasive ideologies-both biOlogically
determined and socially constructed which can be cleariy discerned before and long
after a child is bom (p.S8).
It is crucial at this point to make it clear that we cannot simply see parenting advice and
practices as being imposed upon women without regard to the complex SOCio-economlc and
cultural influences at play. Women were themselves Socialised through SOCiety and exposed to
the values and imperatives of the times. They participated in dissemination of the current
contemporary thoughts on child-care through women's groups and related publications (Lewis
1980, 1990, Apple 1987, Carter 1995, Blum 1999). The material conditions of women's lives
likewise influenced child care, for example a working class family would necessarily become
engaged in 'producing' children capable of eariy independence and paid employment as a
means of survival for the family. Nevertheless, the pervasive Influence of dominant ideologies
should not be underestimated.
In reading the works of Foucault (1977, 1981) and Beekman (1977) a central Imperative
emerges from the Enlightenment period onwards reaching a peak during the Vldorian era
(1800's), the requirement to mould indMduals for the rigours of the factory. This combined with
Puritan theology and the Protestant vision led to a growing obsession with authority, discipline,
obedience and the desire to rid a child of bad habits such as manifestations of an emerging
sexuality, self-love and self-indulgence (Beekman 19n, Foucault 1981). The Victorian
obsession with the clock, routines, and schedules again related to the requirements of efficient
factory production, meant that the baby could be disciplined by the clock. The progressive
urbanisation of society with the accompanying social Isolation and rootlessness meant that
women increasingly sought and engaged with sources of 'expert advice' In place of
intergeneratlonal and embodied knowledges12.
Beekman (1977) argues that by the 1900s there was a ·consclous, systematic effort to actually
tum the child Into a biological machine- (P11 0):
Little was known about children In a scientific sense but a good deal was known about
production. Production demanded regularity, repetition and scheduling. All that
seemed to be required of the family was that the parents submit to the kind of
12 Embodied knowledge may be defined .. a .ubjectlve knowledge ecquIred through a peraon'. experItncee and
perceptions of herlhla body (Balanky at ., 1986, Hntrup 1995).
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systematization and discipline in the handling of their children as was routinely required
of factory workers on a production line (p.113).
Although very little was known about children, this era marked the proliferation of
th
scientifirJmedical dogma and advice related to children (Beekman 1977). From the late 19 and
th
early 20 centuries, as Apple (1987) argues, scientific motherhood was culturally constructed
and emerged as a ·coherent ideology· (p.97). While women were defined as essentially
maternal they were increasingly exhorted to pay regard to scientific and medical expertise. This
related in part to government's concerns that the high levels of infant mortality were detrimental
in tenns of production of men for the anny and industries (Doyal and Pennell 1979). This
opened the door to a wide range of state interference ranging from education of mothers to
comprehensive surveillance through, for example welfare clinics and health visiting (Doyal and
Pennell 1979, Oakley 1986, Apple 1987, Lupton 1994, Carter 1995). These were carried out
with -little regard for their material circumstances generated by the inequalities within the
capitalist economy· (Doyal and Pennell 1979, p.164). An entire industry developed around
mothering and baby care. As Apple (1987) describes, baby books and magazines started to
th
flourish from the early 20 century, covering matters such as infant feeding, hygiene and
tOileting. Advertising in these magazines emphasised the importance of taking professional
advice in choosing products, each advocating their own scientific and medically endorsed
background.
The obseSSion with controlling the baby's behaviour combined with the supervaluation of
objective rationalistic science reached its zenith when behavioural psychology came into vogue
in the 1920s. As Beekman (1977) and Shaffer (1993) illustrate, it was during this period that
institutional attitudes most powerfully infiltrated the home. The baby was considered to be a
blank slate (tabula rasa) and mother and child were expected to be 'separate' both physically
and emotionally, with love seen as corrupting. The child was to be taught self-control, routine
and discipline with mothers avoiding playing, rocking, cuddling and any fonn of sensuous
activity. Activities of the child were observed, measured, recorded, analysed and all compared
to standards being set with increasing authority. This was also the age of sexual restriction,
early demanding toilet training, disapproval of nudity, sex play or masturbation (Beekman 1977,
Foucault 1981, Shaffer 1993). Blum (1995) asserts that the behaviourists reshaped the norms
of embodied attachment as they warned mothers against being over solicitous or rewarding bad
behaviour, for example crying, by rocking or cuddling the baby. This, she states was the era of
rational discipline, habit training and measured love, a/l under medical supervision I
From the 1930s, as Beekman (1977) notes, society was in a state of flux and the economy in a
state of collapse. Scientific ideas related to parenting and children likewise began to be
challenged and changed. This led to a gradual emergence in some circles of an emphasis
upon emotional interaction between mother and baby and a recognition that the mother should
make allowance for the child as guide-in-part to herlhls needs. The concept of demand feeding
emerging in the 1940s, to which I return, constitutes an example of changing attitudes.
Beekman (1977) associates the softening of attitudes with changing views regarding the
individual being the mainstay of democracy and changes In societal views evolving during the
two world wars. Nazi authoritarianism, for example, caused a major questioning about the
deSire for parents to exert absolute authority over their children.

It is important to recognise that although trends in child-care changed, there was not a mighty
sweep across society. Throughout the remainder of the 20th and into the 21 It century ideologies
around 'natural' and baby/child-led approaches have been juxtaposed with counterarguments. 13 Whichever philosophy of parenting women adopt in contemporary western
society, they are still expected to civilise their baby with food and eating being key routes to
achieving this (Lupton 1996, Schmied 1998). This brief overview of the ways in which the
values of society influence parenting therefore sets the scene for my ensuing focus upon infant
feeding practices.

A cll88Ical example may be seen In the current upsurge ~ 'authorllllllve' texis arguing for a return to the dllclplned
'icf' centuy. The recent book by Ford (1999), The Contented s.by Book. speaks ~
about these contradictory trends. Ford advocates a return to management ~ the bIIby UIIng hour-by hour, day-by-cay
routines, representing a rather chilling re-emphasis upon timings, precl8lon, control and separation.
13

approaches ~ the early
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Formulating infant feeding
The influences of 'Enlightenment' thought
Changes in infant feeding practices from the 'Enlightenment' to the 21 at century represent a
powerful illustration of the highly complex interaction between dominant ideologies, commerce
and women's lives. 'Enlightenment' principles had a profound impact upon subsequent infant
feeding practices that I will elaborate upon. However, I avoid presenting breastfeeding,
historically, as a 'Simple' activity that was conducted exclusively by all until utter1y disrupted by
SCience and medicine. While techno-medicine and commercialisation have indeed contributed
to a striking disruption of breastfeeding and a dramatic loss of intergenerational, communitybased knowledge, this needs to be viewed in connection with the socia-cultural context of
women's lives, an issue I diSCUSS under a deSignated heading. While I acknowledge that there
has been considerable hegemonic enculturation of women in this area, as Apple (1981) argues,
women actively engaged with and participated in infant feeding practice changes during the
past century, with the feminist movement playing a substantial role.
The historical (Fildes 1986) and anthropological literature (Maher 1992a, Dettwyler 1995,
Wiessinger 1995, Vincent 1999) make it clear that the global history of infant feeding is very
complex with women supplementing breast milk with a range of altemative, symbolic foods
often from a very ear1y age, throughout recorded history. Practices were highly varied as
influenced by prevailing socia-economic systems, cultural beliefs about the role of women as
mothers and the material conditions of women's lives. As Carter (1995) states:
Many of the building blocks of current discourses have been moulded over centuries.
The changing 'fashions' of infant feeding are frequently expressions of the way in which
nature, culture and science are conceptualised within any particular per10d (p35).
It is beyond the scope of this thesis to provide a highly detailed historical account of infant
feeding practices over the past three centuries. However, it is useful to illustrate the ways in
which Enlightenment thought influenced attitudes to infant feeding In the UK and to link this with
the way in which women negotiated this aspect of the mothering role.
th

Towards the end of the 19th century and into the 20 century there was growing scientific,
medical and govemmental interest and involvement in infant feeding practices. Prior to this era
infant feeding was largely the domain of women.
Both public policy and medical
recommendations were related to concems regarding high rates of Infant mortality and the
quality of the population (Doyal and Pennell 1979, Lewis 1980, Carter 1995). As Doyal and
Pennell (1979) note, this agenda was driven by the need for the nation to provide plentiful 'fit'
individuals to engage in the various forms of production. The behaviour of the mother was
consequently scrutinised and called into question at all stages of the ongoing policy decislonmaking (Fildes 1989, Carter 1995).
One of the first major areas of debate and subsequent influence appears to be upon the
practice of wet nursing, a key way in which women engaged either significant others or paid
employees to nurture their babies when they were unavailable or indisposed fildes 1989). The
medical profession increasingly discredited this practice during the 19 century. Thel
expressed concems about its biological, social and moral shortcomings, so that by the 20
century wet nursing was virtually non-existent In westem culture (Apple 1987, Fildes 1989,
Ebrahim 1991, Palmer 1993). Apple (1981) notes that dur1ng the same per10d the quality of the
mother's milk or feeding practices came to be scientifically questioned. Although breast milk
was considered to be natural and ideal It was proclaimed that not all women could produce
enough or adequate milk with a growing list of medical reasons being put forward (Apple 1987,
Wolf 2000). As Wolf (2000) states, "the notion that human lactation Is an unreliable body
function became a cultural truth that has persisted unabated to the present day" (p.93).
The scientific discourses around infant feeding at the tum of the 20th century (Rotch 1890, Budin
1907, Vincent 1910, King 1913) reflected the mechanistiC, dualistic and reductlonlst
assumptions of the Enlightenment. They also reflected the growing medical Imperative to
supervise and regulate women's bodies and minimise the threat of chaos (palmer 1993, Carter
1995, Blum 1999, Smale 2000). Metaphors used presented breast milk as a disembodied
product, produced In a mechanical way as in a classical factory of the times. The woman was
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rendered invisible, unless there were problems that she was then blamed for. I have selected a
14
paper to illustrate the discursive incorporation of the key tenets of the techno-medical model.
The context for the paper by Rotch (1890) is clearly that of the industrial production process,
with the dominant metaphor being the factory in this case a mill, as highlighted in the statement:
The breasts of all mammals that suckle their young, are elaborators, producers; they
are not storehouses for preserving sustenance for the infant until it is needed; they are
beautifully-constructed mills, tuming out when demand is made for it, a product which
has been directly moulded within their walls, from the material which has been brought
to it and through its portals from various parts ofthe economy (p89).
The baby is clearly the consumer of the product:
This delicate mechanism adapts itself as to the bulk of its product, elaborating a smaller
or greater supply according to the age and again the size of the consumer (p89).
The breasts in several places are referred to as -machinery":
This machinery is regulated as to the time which it is required at different ages of the
consumer to produce the average qualitative food (p.90).
The breasts appear to be viewed by Rotch (1890) as potentially defective in that the
constituents and/or volume are easily disturbed and rendered incorrect:
The epithelial cells are so finely organised, so sensitive with minute nerve connections,
that changes of atmosphere, changes in food, the emotions, fatigue, Sickness, the
catamenia, pregnancy, and many influences, in fact, throw their mechanism out of gear
most readily, and change essentially the proportions of their finished product (p.89)
Here the female body is once again represented as a machine that is unpredictable and prone
to inefficiency and malfunction.
The mother is largely invisible from the twelve page paper by Rotch (1890), being mentioned
only eight times in comparison to numerous references to ~he breasts· and ~he baby·. The
language clearly reproduces the Cartesian dualism that compartmentallses the parts of the
body and separates them from the person. The text contains repeated reference to the breasts
without reference to the mother. In one place, when she Is referred to in association with her
breasts she is simply referred to as an organism:
The mechanism of the mammary gland, therefore, Is in Its most perfect condition after
the colostrum period has ceased, and when the general organism, both physical and
mental is in a state of rest (p91).
This rendering of the mother as invisible is raised in a number of other critical studies related to
pregnancy and childbirth (Oakley 1986, Martin 1987, Duden 1993), but is little discussed in
relation to her breastfeedlng.
There is frequent reference by Rotch (1890) to the quantities of particular substances and
minute breakdown of breast milk substances. The specific quantities of named nutrients, for
example albuminoids, are attributed to the woman's diet, temperament and lifestyle and are
seen as correctable:
A sedentary life, with abundance of rich food (provided the woman has a strong healthy
digestion) appears to increase the total solids and decrease the water (p.94).

14 The paper that I obtained from the Royal Society of Medicine, London waa authored by Thomas Rolch (1890) and Ie
entitled, The management of human brust-mile In can of dltrfcult Infantle tIgestIon. Rotch WH Prof..". of the
dIsenes of children, Harvard Unlvel'8lty; Phyllclan to the Infant', HoepIIal, Beeton and COnIUling PhY*iln to the
Infant'. Hospital, London, UK His work waa highly regarded on both stdea of the Atlantic and Indeed Ralph VIncent,
..ntor physician to the Infant'a hoepltal, Weatmlnater dedicated his text book (1910) The NutrttJon of the /nr.nt to Rotch
"In acknowledgement of his scientific achievements" (vQ.
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Several tables show the constituents of milk and refer to ·normal milk", ·poor milk·, ·over rich
milk" and "bad milk" (p.95).
On the occasions in which Rotch (1890) refers to the mother it is in the context of her diet,
temperament and behaviour and its influence upon the milk's constituents. Advice is then given
as to how to increase specific constituents in the milk, e.g. "a meat or rather nitrogenous diet in
the woman increases the fat in her milk" (p.94). Temperament/mental state is blamed for
"throwing their (breasts cells) mechanism out of gear most readily and changing essentially the
proportions of their finished product" (p.89). Behaviour is scrutinised, for example the mother is
also blamed for neglecting to corredly time feed intervals... ·a neglect, on the part of the
mother, to adhere to the proper intervals for using the machinery results in decided qualitative
changes" (p.90). The woman's behaviour is clear1y seen to need to be regulated to ensure that
the milk is of the right quality and quantity, for example:
It is physical exercise which we must insist on, preferably walking in the open air, and
within the limits of fatigue. An average of from one to two miles twice daily I have found
to be about what the average healthy woman needs to reduce her albuminoid
percentage (p.95).
The breasts appear to be seen by Rotch (1890) as in need of ·management· seemingly
independently of their owners I For example ., have a large number of breasts, in private
practice especially, but also in the hospitals, pumped for analysis· (p.96). Breast milk itself is
seen as in need of management, for example table VI ·shows a bad milk, and one which was
impossible to manage on account of the continual recurrence of the same cause, uncontrolled
emotions· (p.96). Here we see the linking of the above themes of constituents, mother's
temperament and how this mayor may not be managed. Another illustration is seen in relation
to table X headed, ·Shows the value of retaining the breast-milk by managing even an
unpromising case· (p.98). It is stated, "the above represents a bad milk from the failure of the
healthy mother to conform to the rules of ladation" (p.98). This is followed by a meticulously
precise description of the incremental Improvements in the milk achieved by prescriptive
management of the mother in terms of her mental state, pumping of her breast, one mile of
exercise and eating more meat.
In summary, the paper by Rotch (1890) exemplifies the techno-medical approach, being worded
in authoritative manner, rendering the woman's breasts and breast milk as disembodied from
her person and managed as a production process along the highly regimented lines of the
fadories in existence at the tum of the century. The tone is highly paternalistic, with the mother
only being referred to in terms of her corred or incorred behaviour as dictated by male experts.
In reading some of the ear1y texts about infant feeding (Rotch 1890, Budin 1907, Vincent 1910,
King 1913) this fear of chaos and desire to control is highly conSistent. An example Is provided
in the text by Vincent (1910), In this case In relation to overfeeding:
In all cases the success or failure of maternal nursing must largely depend upon the
way In which the practical details are carried out. Where the methods are haphazard,
and the mother feeds her Infant at all sorts of times, sometimes over feeding and at
other times underfeeding it, the results are always unsatisfactory, and the Infant is
constantly suffering from digestive disturbance In some form; while In other cases the
effects are much more serious. Twelve hours after the birth the infant should be put to
the breast and allowed to suck for two or three minutes. From this time to the time that
the breasts are freely supplying milk, the Infant should be given the breast every four
hours .... lt is a serious mistake to allow the infant to take freely of the colostrum when
this is plentiful. In anything but a small amount, colostrum seriously disturbs the Infant-a
fact that is not at all surprising when its chemical constitution is considered (p.40).
The mother is again rendered almost invisible In this scenario, as her breasts are discussed as
if independent of the owner, except to comment on failure to follow practical details. The reader
Is then referred to a table of feed frequencies commencing with the first day and continuing for
4-6 months, with one feed a night permitted until the infant is 12 weeks old when It should be
discontinued. Medical anxiety is expressed regarding the initial weight loss with test-welghing
becoming a part of the ritual, i.e. weighing before and after a feed In order to calculate the
amount of milk taken and routine weighing also being developed as a means of ensuring that
the correct amounts were taken. Later regimes also dictated that feeds should be meticulously
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and rigidly controlled in tenns of time spent at each breast measured to the nearest minute, for
example 2 minutes per breast per feed on the first day, 5 minutes on the second day, 7 minutes
on the third, 10 minutes on the fourth, and from then on 20 minutes maximum on each breast
(Fisher 1985). This led to the baby being deprived of mother's fat rich hind milk creating a
hungry dissatisfied baby, the potential to lead to a secondary milk insufficiency and a generally
negative experience for the mother (Fisher 1985, Woolridge 1995).
In this way, milk
insufficiency becomes an embodied reality.
The hospital as centre stage for 'scientific' feeding
The 20th century brought with it the dramatiC increase in hospitalisation of women during
childbirth and postnatal recovery, as stated. This provided a system in which implementation of
practices in line with Enlightenment thought could flourish (Carter 1995). The hospital was the
place in which the principles of linear time, production, control and surveillance predominated.
Scheduling and placing of rigid time controls upon every aspect of the breastfeeding
relationship became central as the 20th century progressed. This scheduling of breastfeeding
provides a classic example of the imposition of time constraints upon an Inherently cydical,
rflythmical and relational process. As Simonds (2002) states, the -idiosyncratic rflythms of
breastfeeding (detennined by mothers and newborns) were obfuscated and mechanically
regulated by an obsessively precise schedule- (p.566). Millard (1990) provides an excellent
illustration of the ways in which the dock became central to medical ideology around infant
15
feeding. She states:
The dock has provided the main frame of reference, creating regimentation reminiscent
of factory work, segmenting breastfeeding into a series of steps, and emphasising
efficiency in time and motion (p211) ....it has an unparalleled position as a symbol of
science, discipline, and the co-ordination of human effort. Its very use in fonnulating
advice thus confers legitimacy on pediatric breastfeeding recommendations in the eyes
of both lay women and physicians themselves. The cultural themes implicit in pediatric
advice also connect to the dock-the factory model for physiological processes and
social co-ordination, the ideal of flexible advice coupled with finn structuring, the
ascendancy of professional advice in family matters, the necessity of regularity in
maternal-infant interactions (p217).
Balsamo et ai's (1992) research highlights the impact of this dock-controlled regimentation
upon women. She interviewed forty women in their own homes regarding their experiences of
breastfeeding following birthing in hospitals or dlnics In Turin in the 19705 and 1980s. Women
reported feeling alienated from their bodies and breastfeedlng as they conformed to a factory
like scheduling of their earty mothering and breastfeedlng experiences. Balsamo et al (1992)
refer to the ways in which paediatriC scheduling of breastfeeding brought the mother into a type
of time which related to efficiency and productivity derived from industriaVpatriarchal society.
The Imposition of industrial time upon the experience of breastfeedlng caused conflict for the
women.
With growing hospitalisation came a strong emphasis upon hygiene and the combat of infection.
Doctors, midwives and nurses wholeheartedly enforced antI-infection control. As Palmer (1993)
describes, the ideas around hygiene also contributed to the development of nurseries and
separation of babies from mothers, for the duration of the hospital stay. The babies were
attended to by masked nurses In the nurseries and brought to mothers for feeds only. Mothers
were required to wear masks and deansing of their nipples and breasts became routine. As
Blum (1999) states, -as hospitals sanitized and covered the mother's body and breasts and
scrubbed her nipples, they conveyed that she and her baby were not to be trusted- (p.30). The
postnatal ward geography facilitated surveillance and separation of mothers 'safe' distances
apart to avoid spread of Infection.
The combination of practices described above was highly detrimental to the establishment of
breastfeedlng, leaving mothers with a profound loss of confidence In their ability to breastfeed
(Fisher 1985, Palmer 1993). The loss of confidence was potentiated by the commercialisation
of infant feeding, to which I now tum.
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The infant formula industIY
th

The growth of the infant fonnula industry during the late 19ft! and early 20 century occurred
concurrently and symbiotically with the scientific and medical interest in breastfeeding. Palmer
(1993) summarises the impetus for this growth during the late 19ft! century commencing with a
scientific interest in the analysis of milk, human and animal, and its conversion into fonnula for
administration via a feeding bottle. The dairy Industry was at the same time becoming more
efficient and low cost cow's milk increased in availability. The availability of large quantities of
surplus milk and the development of milk separation and drying processes encouraged the
establishment of milk laboratories during the earty 20ft! century for production of dried fonnula
milk. Developing techniques such as pasteurtsation of milk led to what has been described as
the ·clean milk movement" (Baumslag and Dia 1995, p.120), providing further justification for
the ·safe" humanisation of milk. The growth of the cheese industry created excess whey
products that became increasingly expensive to transport or dispose of, so their use for infant
formulae provided the ideal economic solution! (Ebrahim 1991, Palmer 1993).
As the 20ft! century progressed, the expanding multinational corporations increasingly used
placards, posters and the grOwing media channels such as radio and television to market their
products (Sokol 1997). Key advertising messages portrayed breastfeeding as prone to failure,
unsophisticated, outmoded and prtmitive, with bottle feeding being associated with western
affluence, consumerism and the liberated woman (Jelliffe and Jelliffe 1978, Palmer 1993). In
line with the capitalist and consumerist society, the bottle was incorporated with the advertising
of high status commodities such as fast cars and household luxuries (Baer 1982). These
images were then juxtaposed by formula companies with images of black women with shrtvelled
breasts in situations where famine prevailed (Palmer 1993). The promotion of infant formula
clearly located infant feeding within the discourses of production and consumerism, concepts
central to the market economy.
The proliferation of health care facilities, such as matemity hospitals and child welfare dinics
and the increasing hospitalisation of women giving birth during the 20ft! century provided an
ideal focus for the promotion of infant fOrmula. As Palmer (1993) describes, a model of c0operation developed as fonnula companies and doctors became aware of their
interdependence. The fonnula companies rapidly realised that marketing through health care
facilities caused the public to perceive direct endorsement of the products by the health workers
and use of such channels enabled massive expansion of their sales. Consequently, they
heavily courted medical staff, providing gifts and financial incentives to doctors and hospitals
and directing their target consumer groups through doctors In order to obtain fonnula. As Apple
(1987) remarks, the relationships that developed were mutually beneficial in that formula
companies increasingly emphasised the Importance of medical supervision in making up feeds
and the feeding process in general. Doctors in tum endorsed the products that emphasised the
importance of medical supervision as scientific and desirable. These two powerful groups,
doctors and infant fannula manufacturers, In tum influenced govemment policies.
Oakley (1986) connects the scientific interest in adapting animal milks with the growing infant
welfare movement and as part of that development of milk dispensaries: 18
The main principle of the milk depot was municipal control over the quality of milk from
before it left the cow until the mother opened the municipally-supplied bottle to feed it to
her infant. The milk depots thus aimed to cure one cause of maternal fecktessness,
namely contaminated milk (p.39).
Oakley (1986) describes this -safe milk movement" as the start of a -systematiC Investment in
the monitoring of maternal behaviour" which was extended to -every crevice of the whole realm
of housewifery and motherhood- (p.42). The development of the heatth visitor accompanied the
milk depot movement. Carter (1995) refers to the payoff for the poor, In that If they attended for
cheap milk they opened themselves and their lives up for public scnrtlny. It was assumed that
II The8e dispensaries originated In France In the 1890'. and the Idea took off In Britain and USA during the ..me
decade. There were 15 such depots in Britain by 1907. administered by public health authorfll... The purpose waa to
provide reduced coat, ""fe". "humaniHd" mUk and hygienic teats for mothers with the poor being ..,acmc.ay ..rgeted
(Oakley 1986, p.39).
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women should breastfeed, but if they had a good excuse not to they would be availed of
suitable alternatives along with supervision. In the UK, these milk depots became infant welfare
centres in 1915 (Carter 1995). The growing state and medical involvement in formula milks
served to create the increasing sense that they were medicinal and desirable (Lewis 1980).
This notion increased during the two world wars as the government invested in low cost baby
milks for mothers in an attempt to improve infant welfare (Carter 1995).
The formula companies Influence expanded as the 20ttl century progressed. They even became
involved in the design of hospitals, which no doubt was intended to appear philanthropic.
However, as Baer (1982) points out, the design is founded on the principle of maximum
separation between mother and baby, with nurseries situated long distances from the mothers'
beds. One of the most powerful marketing strategies involved the issue of free milk samples to
health centres and hospitals. Company representatives dressed as milk nurses gave free
samples directly to mothers when they visited and prior to discharge from hospital. This
practice contributed towards the normalisation of infant formula and undermining of
breastfeeding (Bergevin et a11983, Frank et a11987, Adair et aI1993). Health care information
on issues such as growth, with company and brand names, was displayed accompanied by
potent messages suggesting that when breast milk was insufficient infant formula was there to
ensure optimum growth and health (Sokol 1997).
Infant feeding trends and women's lives
From the end of the 19ttl century infant feeding 'prescriptions' and practices fluctuated
enormously. As the 20ttl century progressed, the option of providing infant formula to a baby
became real and although the general medical message centred upon breastfeeding as being
the 'natural' and 'motherly' way to feed there was a concomitant medical acknowledgement that
not all mothers could 'manage' this and that there was a safe alternative available (Apple 1987,
Carter 1995).
Carter's (1995) in-depth study of women who had babies between 1920 and 1980 in a city in
the North East of England highlights the influences upon women's infant feeding decisions. She
firstly makes the important point that many women breast and bottle feed and each woman has
her own complex, personal, socia-economic and intergenerational context. She conceptualises
the situations in which infant feeding is practised as 'working conditions' to avoid seeing
breastfeeding as simply a biological activity. This, she argues, provides a -disruptive reading of
the dominant narrative of femininity- (p.79). She does, however, urge caution in this
conceptualisation, in that it undervalues the relational aspect of infant feeding.
Carter's (1995) interviews revealed that for working class women there were clear conditions
that precluded against prolonged and exclusive breastfeeding. These Included unhealthy
working conditions that were hazardous, time consuming and exhausting. Housing was often
cramped with more than one generation co-existing. Breastfeeding became a symbol of
poverty, associated with tough living conditions, large families, exhaustion, poverty, discomfort,
embarrassment and restriction. Given the relentless demands upon women, Carter argues that
bottle feeding provided women with some sense of control over their lives. It also enabled them
to resist the exhortations to self-monitor their bodies and control aspects of their lives that were
considered to affect their milk, for example their diet, emotions and exercise taken, a point also
made by Apple (1987). The growing antipathy towards breastfeeding was compounded by
reports of authoritarianism and lack of support In hospital combined with Inadequate family
support at home (Carter 1995).
Throughout the same period, middle class women and women's groups were engaged In a
socia-political movement to demand improved rights and conditions for women (Lewis 1980,
1990). As Blum (1999) notes, while they were more likely to subscribe to medical
recommendations middle cla~ women also saw breastfeedlng as biologically tying. WIth the
option of wet nursing removed, the bottle and Infant formula came to be seen as a symbol of
modernity, progress and means to autonomy for affluent women. The clock and linear time
were becoming rooted in the lives of women, as described above, and the precision, control and
ability to measure Infant fonnula was probably appealing. In contrast to women's socialisation
into productive time, breastfeedlng, as Carter (1995) notes, came to be seen as an activity
conducted in women's ownIprivate time.

II.
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Unique to the 20th century was the sexual portrayal of women's breasts through the growing
media to sell commodities ranging from peanuts to fast cars and cigarettes (Palmer 1993).
Breastfeeding, as stated, also came to be seen as associated with bodily fluids and therefore
potentially 'dirty', contaminating and representative of the body being out of control (Bramwell
2001, Bartlett 2002). Consequently, while breastfeeding was commonly referred to as natural, it
was becoming far from natural as a public activity creating dissonance, embarrassment and
anxiety to women from all social groupings (OybaIl1992, McConville 1994, Van Esterik 1994a,
Rodriguez and Frazier 1995, Blum 1999).
The combination of the public-private divide that developed with growing industrialisation and
the sexualisation of women's breasts led to breastfeeding becoming increasingly seen as a
private activity to be conducted away from the public gaze (Maher 1992b, Carter 1995,).
However, as Carter (1995) notes, even in the so-called privacy of the woman's own home
breastfeeding is not a neutral activity. Women wherever they were still had to negotiate "what
to do, where to do it, in whose presence, and with whose approval it can be done- (p.107). She
states, "what remained consistent was women's responsibility for being modest and discreet
and checking out the implications of breastfeeding in each particular setting- (p.114).
Another constant throughout this period was the connection made by women's groups and
medical establishment that breastfeeding was the natural ideal with a discursive connection
being made between mothering, breastfeeding and naturalness (Apple 1987, Left et al 1994,
Carter 1995). This however created many difficulties for women. Firstly, notions of natural as a
cultural construction were and are ever changing, as Franklin (1997) states:
Not only are constructions of the natural culturally and historically specific; they are also
shifting and contradictory. As is the case in the analysis of science, a cultural domain to
which ideas of the natural are central, it is important not to overstate the discursive or
cultural determinism operative in the 'naturalising' process (p.97).

As discussed ear1ier, the 'natural ideal' was seen as prone to weakness and therefore needing
of medical management. It was called into question by the general acknowledgement of the
place for infant formula in a variety of circumstances. Equally, breastfeeding was becoming
less visible as the sexual breast was growing in visibility. Given the IMng conditions for many
women referred to above, as Carter (1995) reports, the notion of natural mothering and its
associations became increasingly unappealing. In advocating breastfeedlng as a natural ideal
within a culture where this was increaSingly no longer the norm, women's confidence was
further eroded as noted by Oyball (1992):
The natural ideal ...viewed as yet another cultural construction of our age ... can be
viewed as having ideological power and therefore as part of the problem for women
since it sets the standard which women are unable to achieve because of cultural
obstructions (p93).
So, as the 20thcentury progressed women who carried out the deeply embodied experience of
breastfeeding were required to increasingly engage In the negotiation of space in which they
breast fed, the time in which it was conducted and the relationships with those around them.
The combination of barriers and constraints to this negotiation process within the fabric of their
daily lives combined with increasing medicalisation of infant feeding and marketing of infant
formula, not surprisingly, led to the situation by the 1970s whereby within three to four
generations women had tumed from predominantly breastfeedlng to largely formula feeding.

Efforts to tum the 'clock' back
I now focus upon some of the relevant national and intemational initiatives that endeavoured to
restore, protect, promote and support breastfeedlng as a practice.
UK goyemment Initiatives
By 1975, recordable breastfeedlng rates had reached an all time low In the UK (see table 2.1).
Ironically, this was the time when there was also a growing body of scientific research
highlighting the nutritional and immunological benefits of breastfeedlng for babies. In response
to this paradox the UK government conduded and published a ser1es of quinquennial Infant
feeding surveys that have continued into the 21 It century (Martin 1978, Martin and Monk 1982,
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Martin and White 1988, White et a11992, Foster et a11997, Hamlyn et aI2oo2). These reports
17
documented breastfeeding initiation and continuation rates as shown in table 2.1 •
Table 2.1
Percentage of women breastfeeding at birth. 6 weeks and 4 months following the birth.

Birth
6 weeks
4 months

1975
Eng
Wales
51
24
13

&

1980
GB

1985
GB

1990
UK

1995
UK

2000
UK

65
41

64
38

66

26

26

62
39
25

69
42
28

(Martin 1978, Martin and Monk 1982, Martin & White 1988, White
Hamlyn et al 2002) .18

42
27

et a11992, Foster et a11997,

These survey reports were used by the government to inform a series of policy documents19
(DHSS 1974, DHSS 1978, DHSS 1980, DHSS 1988a, DOH 1994). In the first report it was
acknowledged that the UK was largely an -artificially fed nation- (DHSS 1974 p.4), and later
after a lengthy discussion about the problems associated with bottle feeding in relation to its
specific nutritional and anti-infective components compared to breast milk, it stated:
We are convinced that satisfactory growth and development after birth is more certain
when an infant is fed an adequate volume of breast milk, we recommend that all
mothers be encouraged to breastfeed their babies for a minimum of two weeks and
preferably for the first four to six months of life (p24).
Between 1975 and 1980s, the rates of women breastfeeding had increased quite markedly (see
table 2.1). However, whilst those concerned with increasing rates may have seen the rise as
reflective of their efforts, It seems more likely, as Woolridge (1994, 2000) suggests, that the
change in women's practices reflected, partlculariy In the more highly educated sectors of the
population, a return to whole foods and a healthier lifestyle. Indeed, figures presented for the
sales of wholemeal bread over the last 20 years show a direct correlation with breastfeeding
rates (Woolridge 2000). Blum (1999) refers to a simUar trend in the USA as the -back to nature
movement- (p.44). The breastfeeding rates thereafter have remained relatively static.20
In 1988, in response to concerns raised in the above reports and to the high discontinuation
rates (DHSS 1988b), the Government set up the Joint Breastfeeding Initiative. This group
represented voluntary breastfeeding support groups and health professionals. It was replaced
by the National Breastfeeding working group in 1992. The latter was led by a central c0ordinator and a network of health professionals across the UK with a remit to act strategically to
improve breastfeedlng initiation and continuation rates. However, the paucity of government
funding for these networks appears to have seriously limited any impact or effectiveness.
In 1999, the government specifically shifted Its focus to one of targeting breastfeeding as a
means to reducing inequalities In health (DH 1999), related to the striking demographic
variations in breastfeeding rates (Hamlyn et al 2002). For example, 78% of mothers aged 30 or
above commenced breastfeedlng compared to 46% of mothers aged less than 20. The
Incidence of breastfeeding in London and South-East was 81 % compared to 61 % in the North
of England. These variations correlated with socia-economic differences and although there
were increases in the women in socially excluded areas commencing breastfeedlng there were
still striking differentials. In the UK, 85% of mothers classified to higher occupations breastfed
initially compared with 73% of mothers in intermediate, 59% in lower occupations and 52%
among those mothers who had never worked (Hamlyn et aI2OO2).21
17

The reports charted Infant feeding trende In relation to demogrIIphIc varlablee. In pMIcu_ 8OCIa1 cIaIa end lis
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of publication reflect the 2-3 year period for analylla and compilation of the Infant feeding data.
The policy reports were compiled by a worfdng party of the Department of Heath and SocIal SecurIty (OHSS)
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Committee on Medical Aspects of Food Policy. under the chairmanship of a london paedlatrtclan. Professor Oppe, The
~mlng agenda was explicitly the health of InfanIs.
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The government (DH 1999) therefore highlighted that infant feeding practices were an issue
related to inequity. This public health issue was highlighted in the Government's NHS Plan in
which a commitment to increase breastfeeding rates by 2004 fonned part of the proposed
strategy to improve diet and nutrition (DH 2000). The NHS Plan prioritised the reduction of
health inequalities and highlighted that lower levels of breastfeeding contributed to increased
morbidity in lower socia-economic groups with particular reference to cancers and coronary
health. The Maternity Care Working Party (2001) document 'Modemising Maternity Care: A
Commissioning Toolkit for Primary Care Trusts in England' in line with the government position
advocated that service providers should demonstrate effective breastfeeding policies and
practices that ensured ongoing support to breastfeeding mothers. Further commitment to
increasing breastfeeding rates was reflected in Improvement, Expansion and Reform: The Next
Three years Priority and Planning Framework 2003-2006 (DH 2002). This required all NHS
Primary Care Trusts to facilitate an audited increase in their breastfeeding initiation rates by 2
percentage points per year with particular focus on women from disadvantaged groups.
While the focus upon socially excluded communities is laudable, government concern has
continued with its preoccupation with rates rather than realities for women. However, one
important shift may be seen in the government DH funding of seventy-nine breastfeeding
practice projects from 1999-2002 (Dykes 2003)22. These outreach projects collectively
illuminate the constraints and challenges for women and those supporting them in engaging in
breastfeeding within communities in which there has been a deeply entrenched bottle feeding
culture for several generations.
Breastfeeding support omanisations
A concern for the loss of community-based, woman-centred, embodied and experiential
knowledge related to breastfeeding led to the development of a range of breastfeeding support
organisations, some international, others national. The La Leche League (LLL) was founded in
1956 in the USA in response to the breastfeeding rates having dropped to just over 20% (LLL
2003a). This organisation became established in the UK in the 1970s. The LLL ten point
philosophy (LLL 2003b) and statement of purpose (LLL 2003c) is explicit in aSSOciating long
tenn breastfeeding with good mothering and its organisational approach reflects this overtly
essentialist position (Bobel 2001). The predominant support infrastructure of the LLL is through
the development of peer support networks within local communities, specifically those in which
women are least likely to breastfeed (LLL 2OO3d).23 The peer supporters are mothers who have
breastfed or are still breastfeedlng. They are provided with a short programme of training that
involves understanding their personal experiences and being able to provide mother-to-mother
support.
The National Childbirth Trust was established in the UK in 1956 with a focus upon reestablishing birth and breastfeeding as natural and empowering experiences for women (Carter
1995). The Association for Breastfeeding Mothers was founded In 1980 (ABM 2003). The
fourth voluntary organisation to become established in the UK was the Breastfeeding Network.
This was founded in 1997 by a group of br'eastfeeding counsellors from the NCT, who objected
to the organisation accepting sponsorship from Sainsbury's group of chain stores. 24 The BfN
has a constitution that now ensures Independence from commercial influence and it has a
specific remit to provide 'outreach' breastfeedlng support centres within socially deprived
communities in an attempt to disrupt the potential development of a 'middle class' Image (BfN
2003).
Despite philosophical differences between the four support groups, their fundamental approach
is woman-centred and non-dlrective. The NCT, ABM and BfN provide support to breastfeeding
mothers through support groups and one-ta-one supporter-mother contact, by telephone or
I was commlaaloned by the DH to conduct this evaluation on their behalf.
More recently peer support programmes have also been set up wlhln the NHS, by health profeaelonala (Dykes 2003).
In some C8H8 the LLL programme 18 utHlaed, in others a training programme II designed specifically. Hereafter, I utilise
the term peer support to refer to mother-to-mother support within the .me community _ thoee supported and provided
by women. The supporters have uaually undergone a short training (e.g. 20 hours) In breastfeedlng support. ThIs
contrats wIh the qualified brentfeedlng counsellorslsupporters who receive • comprehenllve 1-2 year programme of
training accredited through one of the support organl8atlon8. Both peer supporters and braaatfeeding counsellors work
on a predominantly voIW'Itary basis, but there are also some funded poets for baCh (Dykea 2003).
:H SaInsbury's is also a manufacturer of Its own brand Infant formula and I was thia that C8UI8d particular cUrage by
some of the members of the NCT. Thll sponsorship was SUblequently abandoned.
22
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home visit. The comprehensive programme of education has a strong reflexive component
allowing the trainees to debrief on their own experiences. The trainees are supported in gaining
person-centred counselling skills25 to include empathic understanding, unconditional positive
regard (non-judgemental acceptance) and genuineness. Central to this approach is active
listening and validating women in making their own decisions. In this way, supporters combine
a collective knowledge of the principles of effective breastfeeding with an individualised womanto-woman approach that acknowledges women's experiential and embodied knowledge and her
own unique circumstances26
International initiatives
Concerns within individual countries reflected a larger global effort to increase breastfeeding
initiation and continuation rates by attempting initially to reverse the marketing of infant feeding
and later the entrenched medical routines affecting infant feeding practices. This stemmed from
growing international public concern during the 1970s in relation to the aggressive and
unscrupulous marketing techniques used by multinational infant formula companies and their
deleterious effects across the globe.
The public outrage was initiated by the New
Internationalist which prompted War on Want to publish The Baby Killer (Muller 1974),
describing the advertising activities of the key milk manufacturers to include Nestle, the largest
multinational baby food industry. Other publications followed such as Commerciogenic
Malnutrition, by Jelliffe (1972). As a result of the controversy, the Wond Health Organisation
(WHO) and United Nations Children's Fund (UNICEF) convened a meeting in 1979 on Infant
and Young Child Feeding. This meeting resulted in a commitment to form an International
Code of Marketing of Breast Milk Substitutes (WHO 1981)27. The WHO Code was established
in 1981 in order to protect and encourage breastfeeding and to control inappropriate marketing
practices used to sell products for artificial feeding (Intemational Baby Food Action Network
1993). It has now been internationally endorsed but success in implementation is dependent on
government commitment, public awareness, strength of powerful vested interests and the
dominance of western techno-medicine. Governments that embrace capitalism as their mode
of production are reluctant to alienate the multinational companies, as they possess
considerable political and economic power. In such societies profit and capital accumulation
come first, with inevitable conflict in relation to a national health agenda.
In 1989, following sporadic implementation of the WHO Code and continuing decline in
breastfeeding in many countries, a renewed effort was made to reverse the global trend towards
the use of infant formula and raise the momentum of political pressure on the Infant formula
companies. WHO and UNICEF published a jOint statement Protecting, Promoting and
Suppolting Breastfeeding (WHOIUNICEF 1989). This statement included Ten Steps To
Successful Breast Feeding, hereafter abbreviated to 'Ten Steps' (See Table 2.2)28. In 1990,
WHOIUNICEF issued The Innocenti Declaration on the ProtectIon, Promotion and Support of
Breastfeedlng (WHOIUNICEF 1990). This internationally endorsed declaration contained a
comprehensive set of social policy targets to be reached by governments to assist a change of
culture and facilitate increased breastfeeding initiation and duration rates. The declaration also
contained a commitment to ensure that all maternity facilities meet the 'Ten Steps'. At the 1990
Wond Summit for Children the Convention on the Rights of the Child was ratified and
governments represented reiterated their commitment to the 'Ten Steps' and to banning
distribution of free and low cost breast milk substitutes to maternity facilities (Grant 1995).

PenIOn-centred couneeiling .ema from the humanllltlc approach advocated by c.t Rogera (Rogera 1961).
Having been a member of the NCT for several years until I joined the BIN lit .. outset In 1997, I have become aware
of the differing nature of the voluntary supporter/counaeHor approaches from that of mldwlvee. I ref.- to the approaches
of the support organlutlona here In that they provide an Important contrast to the InlllltutionallMd forms of support for
breaetfeedlng women that I witnessed during the ethnographic work and th.-efore they have relevance to my
conclusions.
7T Convnonly referred to _ the WHO Code.
211 The 'Ten Steps' were conaIructed by the WHOIUNICEF to reIIec:t what WHOIUNICEF felt were the CNCIeI principles
emerging from relevant r....rch. This IlIHIrCh underpinning the 'Ten Steps' Ia sumrnarlMd In a related document
(WHO 1998). However, many health care facilities were already Involved In implementing 101M or III of theM ~
within matemlty services to varying degr....
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Table 2.2
Ten SteDS to Successful Breastfeeding

Ten Steps to Successful Breastfeeding
Every facility providing maternity services and care for newborn infant should:

1. Have a written breastfeeding policy that is routinely communicated to all healthcare staff.
2.

Train all healthcare staff in skills necessary to implement the breastfeeding policy.

3.

Inform all pregnant women about the benefits and management of breastfeeding.

4.

Help mothers initiate breastfeeding within half an hour of birth.

5.

Show mothers how to breastfeed and how to maintain ladation even if they are separated
from their infants.

6.

Give newborn infants no food or drink other than breast milk, unless medically indicated.

7.

Practice rooming-in, allowing mothers and infants to remain together 24 hours a day.

8.

Encourage breastfeeding on demand.

9. Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding
infants.

10. Foster the establishment of breastfeeding support groups and refer mothers to them on
discharge from the hospital or clinic.
(WHOIUNICEF 1989)

In 1991 WHOIUNICEF launched its global 'Baby Friendly Hospital Initiative' (BFHI). The
purpose of this initiative was to support the development of an infrastructure by maternity care
facilities which enabled them to implement the 'Ten Steps' (WHOIUNICEF 1989). WHO and
UNICEF were then involved in setting up national tearns in participating countries, with the remit
of co-ordinating and monitoring implementation in hospitals. A Baby Friendly Award is issued to
those deemed to have reached a minimum externally auditable standard in relation to the 'Ten
Steps,29. The Baby Friendly ~allnitiative was adopted in the UK in 1994 and was renamed
the Baby Friendly Initiative (SFI) to emphasise that it was not simply related to hospitals?1
Baby Friendly Hospital Initiative CBFHI)

It is not my purpose in this thesis to focus specifically upon the BFHI and the 'Ten Steps' and
their impact upon practice and women's experiences in hospital. However, they playa
considerable role in the nature of breastfeedlng support offered to women In UK maternity units
and therefore I present and discuss its key tenets. Maternity units in the UK are at various
stages in engaging with the BFHI.32 Some units are implementing aspects of the research
underpinning the 'Ten Steps' without any specific reference to them or to the BFH~. This may
or may not involve use of some of the BFHI leaflets and posters. SOme units have a certificate
of commitment indicating that they are Intending to apply to be assessed for the 'Baby Friendly
Award' In the future. Other units have received the 'Baby Friendly Award' and are engaged In
'Ten steps' relate to eeveral WHO 1nlIatIvea, they tend to be asaocIated by moat with the BFHI.
To distinguish between the global initiative and the UK branch of the initiative I ~... the abbreviation BFHI for the
former and BFI for the latter.
SI In recognition of the need to Include community f8cIIItIea, such .. t.1th centr_, UNICEF UK allo produced an
adapted version of the 'Ten Stape' referred to • the 'Seven Point Communly Plan' (UNICEF UK BFI2001a).
32 At. the time of writing, there were 47 metemIty unIta or community eeMcee with the 'Baby FrIencIy Award' and 75
facUlties with • certItIcaIe of commitment (UNICEF UK BFI20(3).
IS AI In site 2 In this study.
211 While the
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maintaining the standards required pending reassessment. Some units have lost the 'Baby
Friendly Award' due to a failed reassessment but are working towards reapplication. other
units have lost the award and have decided to no longer continue to engage with the initiative,
although th~ may still retain a substantial engagement with the principles underpinning the
'Ten Steps'. This leads to a complex and partial picture as to the impact of the initiative upon
the experiences of breastfeeding women.35
The BFHllies at the heart of a number of paradoxes and dilemmas that continue to challenge
me. The paradoxes stem partly from the attempt to make unifonn changes across the globe in
enonnously diverse cultural settings. At first glance the comprehensive initiative seems to
provide 'the answer' to the world's breastfeeding problems. It's philosophy is one of 'Simple'
reversal, i.e. remove constraints such as routines, advertiSing of altematlves to breastfeeding,
bottles, teats, hospital nurseries, uneducated health staff.... uneclucated mothers and all may
journey 'back in time' to a place in which breastfeeding is restored as the nonn, firstly in
hospitals and then in communities. All stand to benefit, mothers, babies, health care systems
and societies. The only losers are the infant fonnula companies and 'fat cats' associated with
them. This simple, global, solution becomes particularly appealing when one takes into account
the devastation that the introduction of western medical dogma and commercial activity has had
upon non-westem communities and women's birthing and breastfeeding experiences. The
knowledge of women labouring and birthing on uncovered metal trolleys, in lithotomy position,
with their babies being forcibly extracted, removed and separated to a stark nursery and fed
36
breast milk substitutes are alanning and real • The first hand accounts of Palmer (1993)
related to the effects of poverty and lack of access to clean water upon the lives of babies and
families when women utilise breast milk substitutes for their babies are equally devastating.
However, while the need for reversal of such inhumane practices Is urgent and pressing, the
mechanism by which change is managed and sustained needs to be further scrutinised.
Ironically, the BFHI, an initiative which attempts to reverse medically instigated mother-baby
separations and infant feeding routines, is being implemented in the same medical settings, i.e.
hospitals, by utilising strict rules, policies, protocols and monitoring to manage the hospital
culture. In this way it constitutes a 'natural medical model' with all its Inherent paradoxes. The
mode of implementation of the BFHI has Involved what Wright (1998) describes, in relation to
the general politicisation of culture, as a deliberate unsettling and replacing of a dominant
ideology. This requires not just political activity but the making of interventions in ·culture-,
involving manipulation of words, renaming and redefining key concepts. I therefore argue that
the aim is to create a new ideology which, as Wright describes, ·becomes so naturalised, taken
for granted and 'true' that altematives are beyond the limits of the thinkable- (p.5). In this way
the new ideology appears to offer a medically mediated retum to elements of a 'natural ideal'. It
thus maintains hegemonic and authoritative power to pennit 'experts' to define what is 'normal'
or 'correct' while inadequately accounting for the political and socIo-cultural complexities
underpinning women's ongoing decisions regarding infant feeding. To illuminate some of the
dilemmas and paradoxes further I now discuss each of the 'Ten Steps' in tum.
Step 1:
Have a written breastfeedlng policy that Is routinely communicated to all healthcare staff.
Step 1 requires a participating hospital to develop a breastfeeding policy which incorporates the
'Ten Steps' along with an institutional ban on advertising of Infant formula (WHOIUNICEF
1992). The basiS for this 'step' centres around the need to encourage provision of consistent
evidence-based practice, based on the 'Ten Steps'. Taking a positive view, given the high
levels of conflicting information offered to breastfeeding women (Garforth and Garcia 1989,
Rajan 1993, Garcia at aI1998, Tarkka at aI1998, Dykes and Wiliams 1999, Hoddinott and Pill
2000, Lavender at al 2000, Simmons 2002a,b), this would seem to be highly justified. However,
the counterbalancing Issue to a reduction In conflicting Information stems from the potential for
such a policy to carry with it a rigidity that takes little account of the experiential knowledge of
midwives and mothers. Secondly, it does not acknowledge the constraints upon midwives in
relation to other priorities upon their time (West and Topping 2000, Stein et aI2OOO). The way
As In ... 1 In this study.
Research to date has largely focused upon the significant Impact of implementation of the BFHI upon breatfeedlng
initiation and duration rat_ but h. little to ..y regarding women'. experlencea within the epecIfIc cultural Mltlngs
~mer It al2001, Philip at 81 20(1).
Recent exposure to picturea taken with permlaaion from mothers, In a non-weatem hoepIal, by a friend who worka •
a consultant for WHO have left me with a renewed, profound senee of horror.
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in which these strengths and weaknesses manifest and interact is likely to relate to the nature of
the institution within which the 'Ten Steps' are implemented and the mechanisms employed for
operationalisstion and audit.
Step 2:
Train all healthcare staff in skills necessary to implement the breastfeeding policy.
Step 2 advocates the provision of a programme of education for staff that makes them fully
aware of the 'Ten Steps'. It is cleariy acknowledged that this education needs to affect
attitudes, knowledge and skills for it to make an impact upon practice. Again, the outcome of
the education will depend very much upon the way in which this education is facilitated.
Evaluations of a range of BFHI courses have demonstrated changes in attitudes, knowledge
and skills (Bradley and Meme 1992, Valdes et al 1995, Westpsll et al 1995, Dinwoodie et al
2000, Hall at al 2000, Wissett at al 2000). However, there is only one study that has involved
assessment of effectiveness of these skills in the clinical setting (Rea et al 1999). This study
showed an improvement in assessed knowledge, clinical and counselling skills. None of the
studies qualitatively assessed the outcome of training from the breastfeeding women's
perspective.
Step 3:
Inform all pregnant women about the benefits and management of breastfeeding.
Step 3 centres upon women being offered information about the health benefits of breastfeeding
for mother and baby and secondly, information related to effective breastfeeding practices.
However, a didactic transfer of information on potential health gains, in line with other parentcraft approaches in the UK, assumes that women make deciSions in a rationale goal-orientated
way, which is often not the case (Hoddinott and Pill 1999a,b). A didactic approach has been
shown to have little impact upon the number of women who decide to initiate or continue to
breastfeed (WHO 1998, Fairbank at al 2000). It may be contributing to women commencing
breastfeeding without addressing the long term, socia-cultural and motivational issues facing
women. This approach has the potential to create feelings of failure in women who experience
difficulties with breastfeeding and discontinue (Schmied 1998, Moxingo 2000, Schmied et al
2001). The form of antenatal education that does appear to be valued by women is that based
on an informal, Interactive and skills-based approach (Duffy et a11997, Britton 1998, 2000, Cox
and Tumbull 1998, Sheehan 1999, Dykes 2003).
Step 4:
Help mothers initiate breastfeeding within half an hour of blrth. 37
Step 4 advocates the close and prolonged skin-ta-skin contact between mother and baby
following the birth. This recommendation is based on the vtdeo recorded observations by
Wldstrom et al (1987) and Righard and Alade (1990). These video recordings dramatically
illustrate the Innate ability of an unsedated baby to crawl up hlslher mother's abdomen, reach
for her breast and suckle. The experience for some women Is powerfully transformative (Odent
1992, Price 2003) and reduces crying and distress in the baby (Christensson et al 1995). It is
also argued that this practice is in line with 'bonding' theory (Klaus et al 1970, 1972) and Is
therefore likely to benefit the mother-baby relationship (Klaus et al 1970, 1972, Ball 1994,
Sheridan 1999). Research tends to focus mainly upon demonstrating that ear1y skln-ta-skin
contact and suckling increase the duration for which women breastfeed (de Chateau and
Wiberg 1977, Soss et al 1978, Ali and Lowry 1981), although this assertion has recently been
challenged (Carfoot et al 2003). In order to operationalise this recommendation WHO state "an
arbitrary but practical minimum recommendation is for skin-ta-skln contact to start within at most
half-an-hour of birth and to continue for at least 30 minutes" (WHO 1998 p.35). \NHO (1998)
and UNICEF UK BFI (2001 a) strongly emphasise that this recommendation constitutes a
minimum. However, when these linear-time or1entated guidelines are implemented within a
medicalised setting they have the potential to create prescriptive practices far removed from
those that would occur following a birth without Interference. Again the cultural context within
which this practice is encouraged Is likely to be crucial to woman's experiences.

37 In the UK this step has been reworded to "Help mothers Initiate brustfeedlng soon after birth- (UNICEF UK BFI
20018, p.13).
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StepS
Show mothers how to breastfeed and how to maintain lactation even if they are separated from
their infants.
Step 5 places emphasis upon women being offered early assistance with and information about
breastfeeding Within siX hours of their birth, in addition to support offered during skln-to-skin
contact. It also requires that mothers are shown how to hand express while in hospital and are
assisted in expressing and giving milk to the baby if separated (WHO 1992). There Is
considerable emphasis placed on the importance of effective attachment of the baby to herthis
mother's breast in reducing nipple pain and prolonging breastfeeding, based on the work of
Woolridge (1986a, b) and Righard and Alade (1992). However, of concem is the growing
emphasis upon technique to the detriment of other ways of supporting women, leading to a
technically prescriptive approach to care, dramatically illustrated by Colson's critique
(1998a,b).38 It seems then that while rituals centring on rigid timing of feeds are fading, new
rituals based on technique may be appearing. As Smale (1996) highlights, "where practice Is
changed without social agreement to a change in prinCiples, it is possible that new forms of
ritual and conditionalities will appear" (p.309). While there are clearly useful principles that
women may apply to support them with effective attachment of their baby to their breast and
which support ongoing breastfeeding, simply teaching specHic techniques and Issuing predefined packages of information is unlikely to meet individual needs, an issue I return to later.
Step 6
Give newborn infants no food or drink other than breast milk, unless medically Indicated.
Step 6 attempts to reverse the medical practice of issuing supplements of formula to breastfed
babies. This is based upon growing understandings of the health gains for the baby related to
the recommended practice of exclusive breastfeeding for 6 months (WHO 2OO1a, WHO 2002,
Kramer and Kakuma 2003). Research in this area Is substantial and growing In methodological
sophistication, for example Wilson et al (1998), Anderson et al (1999), Oddy et al (1999). In
developing countries giving bottles of formula may be devastating due to difficulties with
sterilisation and the cost of purchasing formula (VIctora et al 1987). Giving formula by bottle to
breastfed babies is also linked to early cessation of breastfeedlng (Nylander et al 1991, PerezEscamilla et al 1994). Few breastfeeding advocates would dispute the benefits of the exclusive
approach to breastfeeding. However, its practice is highly sporadic globally (Maher 1992a,
Vincent 1999) and research attention focused upon women's experiences related to
achievement of this ideal has been neglected. As Dyball (1992) states:
The more Influential the natural Ideal becomes, the more having to resort to bottlefeeding, whether for nutritional or social reasons, Is likely to represent to mothers a
compromise, a failure to achieve the Ideal: either their bodies have failed to supply the
nourishment needed, or they were not Sufficiently self-sacrificing or well organised to
cope with breastfeeding and the other demands of their every day lives (p.348).
Research conducted in Australia (Schmeid and Barclay 1999, SChmeid et al 2001) and USA
(Mozingo et al 2000), based on In-depth Interviews with women, is beginning to highlight the
emotional difficulties for breastfeedlng mothers In connecting advocated gold standards with
their perceptions of themselves as mothers (Schmeld and Barclay 1999, Schmeid et al 2001). I
return to this issue and address it in some depth In chapter 6, based on the data In this thesis.
Step 7
Practice rooming-in, allowing mothers and Infants to remain together 24 hours a day.
Step 7 emphaSises mothers and babies remaining together, day and night while In hospital
thereby crucially reversing the enforced separation characteristic In earlier decades. RoomingIn was being advocated in some hospitals as early as 1948 (Apple 1987). It Is also advocated
in line with 'bonding theory' (Klaus et al1970, 1972). The usual model involves the baby being
placed in a cot beside the mother's bed. In some maternity units bedding-In, that is the baby
being with herlhls mother In bed Is also encouraged (UNICEF 2001 a,b). This constitutes a
remarkable reversal of the earlier 'separation' philosophy. Research on rooming-in Indicates
The growing emphnls upon preecrlptlve and intricate focua upon minutiae of technique Is evident In a current DH
funded 'Best Start' project (Carson 2001). This randomlsed controlled trIIIl, to be published In 2004, IMIised a highly
detailed additional Information giving S888Ion I..tlng ~30 mlnut.. to the experimental group of women.
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that it increases the duration for which women breastfeed (Elander and Lindberg 1984, 1986,
Strachan-Lindenberg et al 1990, Fairbank 2000). This is likely to relate to its association with
ease of demand feeding (WHO 1998). It also ironically lowers the risk of infection to the newborn, which contradicts one of the key rationales for separation in the first place (WHO 1998).
To ensure compliance by hospital staff many UK matemity units have simply dispensed with
their nurseries. However, the stipulation that separation of mother and baby should only occur
for up to one hour, for hospital procedures (WHOIUNICEF 1992) has been criticised by some as
being inflexible, culturally insensitive and not conducive to rest (Cuttini et al 1995, Rice 1999,
2000). The work of Keefe (1988) is commonly quoted to counter objections, based on women's
need for sleep. Keefe (1988) reported that there were no significant differences between hours
and quality of sleep between a rooming-in group of women and those with their babies placed in
a nursery at night. The difficulty seems to lie again in the pendulum having swung from one
extreme to the other with insufficient emphasis upon the impact of this upon individual women's
situations and experiences of breastfeeding. This is a cause for concem, with regard to
women's emotional well-being, when rooming-in is accompanied by inadequate health
profeSSional support, as reported by Ball (1994).
Step 8
Encourage breastfeeding on demand.
Step 8 advocates that mothers avoid any restrictions upon breastfeeds in tenns of frequency or
duration, allowing the baby to feed whenever s/he is hungry. This is another clear reversal of
the restricted practices advocated ear1ier in the century. Demand feeding appeared In the
western literature in the 1950s (Illingworth and Stone 1952) but did not become a finnly
established concept until the 1980s, with a particular1y strong emphasis developing over the last
ten years as a key recommendation of the BFHI. The concept came about with the recognition
that if babies are given unlimited and un-timed access to their mother's breast then they would
be able to regulate their own calorific and nutritional requirements. This body of knowledge has
grown over the last 30 years and is summarised by Woolridge (1995). Demand feeding Is
associated with increased duration for which women breastfeed (Illingworth and Stone 1952,
Slaven and Harvey 1981, Martines et al 1989). Again, while the physiological basis for demand
feeding is strong, as Smale (1996) asserts, there has been little reference to women's abilities
and experiences of responding to their baby's needs in this way. She highlights that:
The vocabulary of the two main styles of breastfeedlng -demand- and -schedulefeeding, carry considerable emotive weight; demand might be thought of as a strange
word to use of any other member of a family requesting food when hungry (p.238).
To complicate matters further, the pendulum Is still In motion regarding these two approaches
with a resurgence of ·schedule- advocates, for example Ford (1999), who contest the notion of
the baby being placed in control. The emphasis instead is placed on timing and discipline in
discourses barely distinguishable from those written a century ago.
Step 9
Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding Infants.
Step 9 is underpinned by the belief that suckling on a teat alters the oral dynamics of
breastfeedlng and undermines a woman's milk-making potential related to under-stimulation of
her breasts (WHO 1998). The research quoted In this context centres upon an association
between pacifier use and eariy cessation of breastfeedlng (Newman 1990, Vlctora et al 1997,
Righard 1998, Aerts et al1999, Howard et aI1999). However, a direct relationship cannot be
inferred due to the issue of reverse causality, that Is a mother having breastfeedlng problems Is
more likely to use a pacifier to placate her baby (VIctora et al 1997). The removal of dummies
and teats in hospital does not In itself reverse the deeply entrenched culture of dummy usage
within many communities across the globe.
Step 10
Foster the establishment of breastfeedlng support groups and refer mothers to them on
discharge from the hospital or clinic.
This step recognises the Importance of continuing support once a mother goes home from
hospital. This may Include continued support via the matemlty service or by qualified
breastfeeding counsellors/supporters and/or peer supporters. Midwives are expected to make
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sure that women know about local groups and how to contact them, before they go home from
hospital. This is indeed a crucial step but in some settings it may not extend past the simple
issuing of contact numbers. While issuing telephone numbers may be of some help it does not
necessarily ensure that women feel confident enough to access the community support
infrastructure.
As may be seen there are many complex issues related to each of the 'Ten Steps' and their
implementation. I return to these in chapters 6-10 in relation to the data generated In this
thesis.
Continuing challenges
I now build a 'picture' of the current context within which women breastfeed in the UK, with
particular reference to their early experiences of breastfeedlng. In doing so, I set the scene for
the research conducted as part of this thesis.
Contradictions for breastfeeding women
Despite the range of initiatives, breastfeedlng rates have remained relatively static between
1980 and 2000, as illustrated in table 2.1. This stasis in rates superficially reflects the ongOi~
th
barriers and constraints for women during the latter part of the 20 and beginning of the 21
centuries. While the quinquennial review data is useful in providing an overview of population
trends, as Smale (1996) states, it -excludes the personal voice- (p.4). In redressing the lack of
personal voice there is a growing body of qualitative research that highlights the reasons why
women do not breastfeed at all, prefer to partially breastfeed or discontinue breastfeeding eaJ1y.
This relates to a range of dilemmas and paradoxes surrounding breastfeeding.
Firstly, the general view that 'breast is best' has become ideologically pervaSive and yet the
multiple constraints are ever present. This 'double-think' is perhaps best summarised by Blum
(1999). She refers to two contradictory trends in the USA, the dramatiC Increase In mother's
wage earning activities and the revival of breastfeedlng prescriptions:
These two trends 'wofl(' through (and on) maternal bodies - bodies which have to get
out into the public sphere, to seek autonomy, but also to engage in a most
interdependent, private and time consuming act (p.42).
The growing pressure upon women to be a part of the paid workforce is equalled only by the
growing emphasis upon breastfeedlng and increasingly exclusive breastfeedlng for 8 months
being 'best' (WHO 2002, Kramer and Kakuma 2003). Indeed, for the first time, in the 2000
quinquennial infant feeding survey 9% of women who breastfed stated that they felt pressured
into breastfeedlng, with the figure being 12% for first time mothers who breastfed. This
pressure was mainly linked to midwiveS (16% of those reporting this feeling), a finding
supported by Battersby (2000).
In addition to this double Imperative to 'wofl(' and breastfeed, many women In the UK stili feel
dissonant about breastfeedlng In public. This relates to the Inherent ambiguities between
breastfeedlng as a maternal activity and breasts being Increasingly and ever more expllcitiy
displayed throughout every media channel as sexual Items (Hawkins and Heard 2001, Pain et
al 2001, Mahon-Daly and Andrews 2002). Breastfeedlng Is stili portrayed In the media and
experienced by many women, particularly In socially deprived communities, as a marginal and
liminal activity, rarely seen and barely spoken about (Hoddinott and PIli 1999a,b, Henderson et
al20oo, Mahon-Daly & Andrews 2002). Women therefore continue to constantly negotiate the
places and spaces In which they breastfeed (pain et al 2001, Mahon-Daly and Andrews 2002).
Qualitative research also highlights that women continue to lack confidence In their ability to
breastfeed (Hoddinott and Pili 1999a,b, Blyth et al 2002) and In particular their capacity to
provide sufficient milk for their babies (Dykes and WIliams 1999, Hawkins and Heard 2001,
Dykes 2002). The latter is supported by the Infant feeding surveys which show that one of the
three key reasons given by women for discontinuing breastfeedlng Is stili 1nsufflcient mllklbaby
hungry' (Foster at a11997, Hamlyn at aI2oo2).
This emerging body of qualitative research points to the need for understandIng women's
decisions related to Infant feeding through a socIo-culturai conceptual lens. In additIon to these
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socio-cultural constraints women repeatedly report that the support from health professionals,
particularly in hospital, is inadequate as I subsequently illustrate.
Women's early breastfeeding experiences

As stated, it is crucial to acknowledge the socia-cultural and emotional constraints upon women
in relation to their infant feeding trajectories. The steepest decline in breastfeedlng rates occurs
during the first week with 16% of women who commenced breastfeeding having stopped
altogether by one week in 2000 (Hamlyn et al 2002), the period during which women spend time
in hospital. The three key reasons given by women for discontinuing breastfeeding in hospital
were: the baby fussing and/or not latching onto his/her mother's breast; sore or cracked nipples;
and the mother's perception that she has insufficient milk to satisfy her baby (Foster et al1997,
Hamlyn et aI2002).
Breastfeeding women are carrying out a partially leamed activity which in the absence of
exposure during the socialisation process combined with low levels of knowledge and support
within a given community, requires support from health professionals (Renfrew et al 2000). This
is particularly the case when a women enters a postnatal ward where she is separated from her
family and friends for long periods throughout the day and night. However, the failure to meet
women's needs on UK postnatal wards has been repeatedly highlighted (Filshle et al 1981,
Matemity Services AdviSOry Committee 1985, House of Commons 1992, Ball 1994, Audit
Commission 1997, Garcia et al 1998, Singh and Newbum 2oooa, Briscoe et al 2002). Even
within innovative schemes such as One-ta-One Midwifery, that raised women's general
satisfaction with maternity care, women stili tended to feel less satisfied with hospital postnatal
care (McCourt et aI1998). Low satisfaction with hospital postnatal care has also been reported
in other countries, for example Australia (Stamp and Crowther 1994, Yelland et al1998, Rice et
a11999) and Finland (Bondas-Salonen 1998).
The UK Audit Commission survey of women's views of maternity care (Garcia et al 1998)
demonstrated that on postnatal wards, 24% of women reported receiving Inconsistent advice
(n=1,512), 16% insuffiCient practical help (n=1,499) and 18% Insufficient active support and
encouragement (n=1,510) (p.52). These findings were backed by the recent National Childbirth
Trust report on women's experiences of postnatal care in a survey of 960 women who gave
birth in 1999 or 2000. Only approximately 50% felt that their physical needs were being met
and around 60% did not feel that their emotional needs were being met. First time mothers and
those who had had a Caesarean Section were least satisfied with their care. In particular,
women wanted more Infonnatlon and support commenting on shortages of staff. A quarter of
respondents did not feel that staff were kind and understanding. One In five felt that staff could
have been more respectful. The first few days after the birth were particularly criticised (Singh
and Newburn 2000a,b). In the light of these reports and the continuing levels of conflicting
advice the need for Improved practical help, encouragement and support for women
breastfeeding in hospital Is acknowledged (Renfrew et al 2000).
A number of intematlonal studies have focused specifically on the Influence of the timing of
postnatal discharge upon women's breastfeeding patterns In the UK (Winterburn and Fraser
2000), SWeden (Waldenstrom et al 1987, Svedulf 1998) and North America (Margolis and
Schwartz 2000, Sheehan et al 2001, McKeever et al 2002). However, the results are equivocal
due to heterogeneity of the studies and methodological limitations. McKeever et al (2002)
randomised women Into two groups, a standard care and length of hospital stay versus earlier
postnatal discharge with additional support from nurses who were also lactation consultants.
The latter group were significantly more likely to sustain breastfeedlng. However, as with other
studies (Margolis and Schwartz 2000), this Is more a comparison of types of support rather than
'place' In that In the early discharge group, women were receiving additional support from a
health professional with a specific Interest in breastfeedlng. This support tends to Increase
breastfeeding duration (de Oliveira 2001, Sikorski and Renfrew 2003). Wlnterbum and Fraser
(2000) randomlsed women Into early (6-48 hours) or longer (3-7 days) postnatal discharges and
reported no slgniflCSnt differences in breastfeedlng rates. However, they acknowledge that a
serious problem with the study stemmed from women's reluctance to remain In hospital, an
important finding In Itselfl Indeed, Sheehan et ai's (2001) survey leads to the conClusion that a
postpartum stay of over 48 hours constitutes a -risk factor" for early discontinuation of
breastfeedlng (p.218). In summary, remaining in hospital versus early postnatal discharge does
not appear to be of benefit to breastfeedlng women and as Brown et al (2003) conflnn has no
significant impact upon breastfeedlng rates.
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A range of international studies have been conducted evaluating supportive interventions in
hospital usually in the fonn of breastfeeding infonnation packages issued to women by
Individuals with specialist skills (Grossman 1990, Redman 1995, Hoyer and Horvat 2000,
Porteous et al 2000). However, the packages of information tend to be pre-clefined by the
researchers and as most interventions involve an element of community follow through, the
isolated effect of the hospital support is difficult to evaluate. A systematic evaluation by Sikorski
and Renfrew (2001) demonstrated that such interventions increase the numbers of women
breastfeeding their babies until the age of 2 months. However, they exercise caution in
interpreting the research as the supportive interventions during the postnatal period, levels of
expertise of supporters and adherence to the support protocols were diverse and poor1y
defined. Sikorski and Renfrew (2001) recommend that there is a need for "fundamental
qualitative research exploring different elements of breastfeeding support strategies- (p.8).
Research has also been conducted to evaluate very focused interventions to improve women's
skills at attaching their baby to their breast. However, the results of such prescriptive studies to
date are varied, for example Righard and Alade (1992) demonstrated a statistically significant
increase in continuation rates in Scandinavia. Subsequent studies have not produced
statistically significant improvements (Schy et al 1996, Henderson 2001, Woods et al 2002).
However, Schy et al (1996) highlighted as a result of a factor analysis associated with their
study that professional encouragement, satisfaction with the experience and familial
relationships were important to women. This finding suggests that more research Is needed
related to women's experiences of breastfeeding In hospital to elicit factors which they perceive
to be important in relation to eariy breastfeeding.
Only a few recent studies have adopted this woman-centred perspective specifically in relation
to their breastfeeding experience in hospital. Vogel and Mitchell (1998) conducted focus groups
with 45 mothers In New Zealand to elicit reasons for women discontinuing to breastfeed in
hospital. Key factors highlighted were insufficient staff time, lack of continuity, staff who lacked
the knowledge to teach the necessary skills and who -rammed the baby on-, conflicting advice,
noise, embarrassment and anxiety related to leaming to feed in front of others and keeping
others awake. Tarkka et al (1998) used questionnaires to collect data from 326 mothers in
Finland regarding factors that contribute to breastfeedlng success following childbirth on a
maternity ward. Important factors that influenced women's ability to cope with breastfeeding in
hospital were elicited using a logistic regression analysiS. They included the effective
harneSSing of family support within hospital and ways In which the mother was assisted to feel
rested, confident and less anxious.
Mozingo et al (2000) conducted a phenomenological study with 9 American women who
discontinued breastfeeding in the first two weeks following the birth. The women described a
clash between the reality of breastfeedlng and their idealised notions contributed to by
insensitive and intrusive approaches by nurses and inconsistent information. Mozingo et al
(2000) recommend enormous sensitivity In approach by nurses, respect for matemal
boundaries and the ability to offer conSistent evidence-based advice to women. Bowes and
Domokos (1998) conducted semi-structured interviews with 62 women Of Pakistani herttage and
68 white women in a retrospective study related to women's experiences of the UK maternity
system. From the data that related to women's exper1ences of breastfeedlng In hospital, they
theorised that breastfeeding was a negotiated process with success being related partly to
women's existing knowledge, to access to staff with the skills to assist them at crucial moments
and their personal ability to actively articulate their needs. The latter two factors became
partlcular1y relevant when the staff were busy, causing the women to have to compete for the
limited resources. This favoured the more assertive and articulate women. However, even
women who were knowledgeable about breastfeedlng reported difficulties In challenging the
'expert' knowledge of hospital staff.
A syntheSiS of the literature that focuses specifically on the Influence Of professional encounters
upon women's perception of their ear1y breastfeeding experiences, which In most cases also
encompasses aspects of their experiences of postnatal wards, Illustrates the ways In which
women need support with breastfeeding. The reverse of these categories make women feel
unsupported, for example encouragement contrasts with discouragement.
Women repeatedly state that emotional support is crucial, to include a sense of being cared for
and the staff showing concem and empathy (Tarkka and Paunenen 1996, SOndas-Salonen

46
1998, Bowes and Domokos 1998, Svedulf 1998, Tarkka et al 1998, Vogel and Mitchell 1998,
Whelan and Lupton 1998, Hoddinott and Pill 2000, Hauck 2002). The fonning of a relationship
with the health carer(s) is valued although not necessarily expected (Vogel and Mitchell 1998,
Whelan and Lupton 1998, Hoddinott and Pill 2000, Porteous et al 2000, Ralsler 2000, Hauck
2002, McKeever et al 2002). Help with coping with emotions (Hoddinott and Pill 2000) general
professional sensitivity (Mozingo et al 2000) and protection from embarrassment caused by
leaming to breastfeed in front of others or feeling that It Is offensive to others (Vogel and
Mitchell 1998, Hoddinott and Pill 2000, Hauck 2002) all relate to feeling cared for. Women
welcome receiving adequate staff time and availability In contrast to feeling rushed (Tarkka and
Paunenen 1996, Bondas--Salonen 1998, Bowes and Domokos 1998, Svedulf 1998, Tarkka et al
1998, Vogel and Mitchell 1998, Whelan and Lupton 1998, Hoddinott and Pill 2000, Hauck 2002,
Hong et al 2003). They prefer a quiet hospital environment in which the mother is assisted in
feeling rested, confident and less anxious (Ball 1994, Tarkka and Paunenen 1996, Bondas-Salonen 1998, Tarkka et a11998, Vogel and Mitchell 1998).
Professional encouragement and confidence building are highly valued by women (Ball 1994,
Schy et al 1996, Humenick et al 1998, Svedulf et al 1998, Hoddinott and Pill 2000, Gill 2001,
McCreath et al 2001, Hauck et al 2002, Ingram et al 2002). This Includes reassurance of the
baby's well being (Hoddinott and Pill 2000) and that early difficulties may be overcome
(Mozingo et al 2000, Hauck 2002).
In relation to the provision of infonnation, women value respect for individuality versus
standardised advice (Hauck et al 2002, Hoddinott and Pill 2000) and provision of Infonnation
that is realistic, useful and accurate (Rajan 1993, Svedulf 1998, Whelan and Lupton 1998,
Hoddinott and Pill 2000, Mozingo et al 2000, Gill 2001, Hauck 2002, McKeever et al 2002,
McLeod 2002, Hong et al 2003). This information needs to be given by staff who are
knowledgeable about breastfeedlng and able to teach the necessary skills (Bowes and
Domokos 1998, Vogel and Mitchell 1998, Raisler 2000, Ingram et al 2002, McKeever et al
2002). The information also needs to be consistent (Rajan 1993, Ball 1994, Tarkka and
Paunenen 1996, Vogel and Mitchell 1998, Hoddinott and PIli 2000, Mozingo et al 2000,
Simmons 2002a,b, Hauck 2002, Ingram et al 2002). In one study, women explicitly referred to
the need to be respected for their own knowledge rather than feeling that expert knowledge was
unchallengeable (Bowes and Domokos 1998). This relates to women's desire for facilitation of
their own knowledge and problem soMng abilities, rather than simply being advised as to what
to do (Whelan and Lupton 1998, Hoddinott and PIli 2000, Gill 2001).
Women generally welcome practical assistance with breastfeedlng when required (Rajan 1993,
Hoddinott and Pili 2000, Mozingo et al 2000, Ralsler 2000, Hong et al 2003). This however
needs to be combined with sensitive respect for body boundaries (Vogel and Mitchell 1998,
Whelan and Lupton 1998, Hoddinott and Pili 2000, Mozingo et al 2000, Ingram et al 2002).
Finally, assistance with maintaining existing networks of significant others and the activation
and establishment of supportive networks within the new situation are important to women
(Bondas--Salonen1998, Tarkka et aI1998).
These studies highlight the Importance of women's satisfaction with the hospital experience
while embarking on their breastfeeding project. Emotional support from staff with knowledge,
time and supportive skills such as encouragement and sensitivity, emerge as significant In
relation to maternity service provision at this crucial time. However, this literature referred to
has a number of key limitations. Rrstly, It takes little account of the culture In which women are
(or are not supported) and secondly, It relates to what women say, which Is crucial, but It does
not Involve observational data to supplement stories heard and tOld. I go on to discuss these
issues as they assisted me In making the case for the current study.
'Seeing' the cultUral context
There Is now a growing body of research that relates to the Influence of the culture/environment
upon health care worker's abilities to 'care', both In the UK (Street 1992, Kirkham 1999,
Woodward 2000, Stevens and McCourt 2oo1a, Kirkham and Stapleton 2001b, Hughes et al
2002, Ball et al 2002, Hunter 2002, Deery 2003, Varcoe et al 2003) and Internationally, for
example Davis--Floyd (1992), Davis-FlOyd and St. John (1998), Luglna et al (2001, 2002). The
culture in which women learn to breastfeed and midwives provide (or don't provide) support Is
crucial to a critical study. It plays a key role In women's emotional wellbeing, In how they cope
with their emotions, change of role and learning the new skills associated wtth motherhood. It Is
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also crucial in its influence upon midwives and how they cope with their emotions and role. As
McCourt and Percival (2000) state. "the supportive or caring qualities of midwives cannot be
readily separated from the organization of their work- (p.264). To assist me in developing a
critical and culturally based perspective I draw upon the research of Street (1992). Davis-Floyd
(1992). Davis-Floyd and St. John (1998). Kirkham (1999). Kirkham and Stapleton (2001b) and
Ball et al (2002). These authors highlight the techno-medical. hierarchical. oppressive.
gendered and separatist nature of the health care system in which health professionals are
expected to work. I return to this body of work in more depth in chapter 9. but refer to some of it
here very briefly to assist in setting the 'scene' for the study.
Kirkham focused upon the culture of NHS midwifery in the UK in two major studies (Kirkham
1999. Ball et al 2002). She refers to the hospital system with Its hierarchical and gendered
agenda as separating ·birth from life- and "woman from their wider social environment- with
skills of ·support. caring and being with women- being difficult for midwives to achieve and
becoming "invisible- within such institutions (Kirkham 1999. p.733). Indeed. she describes
some of the characteristics of life in the NHS for midwives as akin to the conditions described by
Freire (1972). in his Pedagogy of the Oppressed (Kirkham 1999). She also refers to the
absence of a support infrastructure for the midwives who needed support in order to provide
support for others (Kirkham 1999. Kirkham and Stapleton 2000. Ball et aI2002).
Davis-Floyd and St. John (1998) in the USA provide further insight into the dehumanising
effects of the hospital culture upon health professionals themselves in a comprehensive
qualitative study invoMng in-depth interviews with forty medical practitioners who had
undergone a transformative journey to become healers. The practitioners described the
"separatist world view- inherent In the conventional health care system. They referred to the
ways in which they had turned their own bodies into tools and abused that tool "to make it
continue to function in spite of overwork and high stress- (p.22). They had cut themselves off
from their emotions leading to a sense of detachment and alienation. Davis-Floyd and St. John
(1998) highlight some of the effects of the hierarchy to Include privileging of specialists and
specialist knowledge and the subordination of the individual to the institution.
It seems then that any account of women's experiences of breastfeedlng within hospital should
not and cannot 'skirt around' the context within which their supporters are working and yet this
has not to my knowledge been directly addressed in any of the research I have referred to
above. A crucial way to specifically focus upon the hospital experience prospectively and to
'see' as well as 'hear' what is happening is to conduct a study that includes observation.
However. there is a striking absence of ethnographic work conducted on postnatal wards and
considerably less that focuses upon aspects of breastfeeding within the postnatal ward setting.
Studies specifically invoMng postnatal ward observations but not specifically focusing on
breastfeeding include the following. Lomax and colleagues (Lomax and Robinson 1996. Lomax
and Casey 1998) conducted a postnatal ethnography in the UK around Interactions between
midwives and mothers. both in hospital and the community. They used videotaping to capture
interactions and conversation analysis to analyse the data. They highlighted the asymmetrical
organisation of interactions. with midwives taking control of the commencement and completion
of Interactions and topic selection. In contrast. clients rarely even attempted to control the
agenda having little control over the timing and organisation of the encounters. They rarely
spoke at any length and only did so at the specific request of a midwife. While clients were
highly attentive to midwives talk. the reverse was not the case with midwives appearing to be
preoccupied with other activities for example writing in the notes (Lomax and Robinson 1996.
Lomax and Casey 1998).
Burden (1998) used an ethnographiC approach involving participant observation and follow up
discussions with women to observe the range of uses of curtains In a UK postnatal ward. The
primary reason for curtain cioslng was a desire for privacy. She found that women used
curtains to secure privacy and or to send signals to other room occupants. visitors and
midwives. They completely closed the curtains for total withdrawal and this was associated with
complications which made the woman feel anxious and unabie to function effectively. for
example feeling a sense of awkwardness and disapproval In relation to being the only bottle
feeder in the bay. The complete closure was either short. I.e. less than 5 minutes while the
person was changing for example. or prolonged for up to 5 hours. Women semI-closed their
curtains as a signal that they wanted Information or support and partly closed them aaoss. I.e.

....
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just pulled one curtain across, for periods of solitude or rest.
boundaries and barriers when they felt they needed them.

In this way women created

Kirkham and colleagues (Kirkham and Stapleton 2001a,b, Stapleton et al 2002) conducted
ethnographic research in UK maternity units to include observation of consultations between
midwives and service users on both antenatal and postnatal wards. This constituted part of a
multi-method study to examine the use of evidence-based leaflets on infonned choice in
maternity services. They concluded that while health professionals were positive about the
leaflets as a means to facilitate infonned choices, competing demands within the clinical
environment and cultural Inertia hindered and undermined their effective use. Time pressures
limited depth of discussions between midwives and women. Women's choices were limited by
the normative clinical practices with the fear of litigation affecting the way health professionals
'steered' women towards making decisions that maintained the status quo. The authors
concluded that the culture within which the leaflets were introduced contributed to women
engaging in infonned compliance rather than making infonned choices.
Woodward (2000) conducted a comparative ethnographiC study. She undertook non-participant
observation and semi-structured interviews with staff in a palliative nursing setting with a
maternity ward. She describes key differences between the two cultures. In the palliative care
setting, practice was -other-centred, receptive, responsive and attentive to the patients' person
and experience- (p.68). There was effective leadership that focused upon team cohesion with
regular holding of debriefing meetings in which staff were encouraged to reftect upon care
based on theoretical frameworks for caring. Staff felt motivated, energetiC and part of a team.
In contrast, on the maternity ward, practice tended to be task-orientated and unresponsive to
women's needs. Midwives were constrained in developing relationships because of the rapid
turnover of women, pressure of work and chronic staff shortages. Their care was often random,
routinised and non-reflective, with no reference to a body of theory underpinning practice.
Midwives lacked the effective leadership seen in the palliative care setting. This combination of
factors left the midwives with low levels of motivation and energy. Woodward's (2000)
description of institutionalised midwifery practice strongly resonates with Kirkham's (Kirkham
1999, Kirkham and Stapleton 2000, 2001b, 8all et aI2002).
Only four studies focused specifically upon breastfeedlng women on postnatal wards. Renfrew
(1989) reported on a small observational study In a maternity unit in the UK. This included
interactions between midwives and breastfeeding women on the postnatal ward. 39 She
highlighted that midwives seldom took time to observe the mother and baby together, feeding.
They often used a controlling approach in directing a mother regarding feeding, with Insufficient
regard to her individuality. They did not recognise the two central factors Involved In effective
feeding, i.e. pain free for the mother and strong rhythmiC suckling in the baby. They paid
insufficient attention to the mother's position and that of their own and were often reluctant in
persisting in helping the mother by trying alternative approaches to breastfeedlng when the
situation became challenging.
Marchand and Morrow (1994) in USA conducted a small study to explore the declslon-maklng
process around Infant feeding in minority ethnic women In USA. They conducted a focus group
Interview, one-to-one In-depth interviews and participant observation of interactions between
health care providers and the women both in hospital and community practice. The
observational work revealed a varied knowledge of breastfeedlng on the part of health care
workers and inadequate discussion and information gMng, particular1y In relation to the
women's perceived barriers to breastfeedlng.
Women tended to decide that the
embarrassment, inconvenience and Insecurity of breast-feeding outweighed any perceived
health benefItS.
Gill (2001) conducted a small ethnographic study on a postnatal ward In the USA to explore
how matemal-chlld nurses care for and breastfeedlng mothers and how the mothers perceive
the support. She observed Interactions between matemal-chlld nurses and breastfeedlng
mothers and Interviewed both. Nurses placed their main emphasis upon Information provision.
While mothers also identified this need they emphasised the need for encouragement and
interpersonal support to Include the nurse staying with them dur1ng a feed.
38 The ob&ervatlona were undertaken .. part of Renfrew's role .. a senior midwife In prIICIIce development with the
Intention of underpinning practice change. The project was not set up .. a ...-rch 8tucty (per.onal communlc8tlon,
Renfrew 2003).
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Cloherty et al (2002) adopted an ethnographic approach to explore the beliefs, expectations and
experiences of breastfeeding mothers and health professionals in relation to the
supplementation of babies in hospital. The study involved participant observation and
interviews with mothers and health professionals. They reported that supplementation was
commonly not seen by health professionals as a Significant 'intervention' with few staff being
fully aware that supplements are associated with earlier discontinuation of breastfeeding.
Supplementation was often seen as a short-term pragmatic solution to problems by both
midwives and doctors. Some midwives saw protection from women from tiredness, distress and
gulll as most important and therefore experienced conflict between their role In alleviating the
immediate distress of the mother and that of promoting and facilitating effective breastfeedlng.
There was a lack of awareness of the long-term effects of supplementation. Other midwives
went to considerable lengths in supporting women and effectively balanced the agendas of
tiredness and distress and supporting women to breastfeed without resorting to supplements.
These observational studies focusing upon women and breastfeedlng, although Informative, are
either dated (Renfrew 1989), relate to other countries (Marchand and Morrow 1994, Gill 2001)
or explore a very specific aspect of breastfeeding (Cloherty et al 2002). As we move from the
20th to 211l century it is therefore timely to conduct an in-depth, critical ethnographic study
exploring influences upon women's experiences of breastfeedlng on UK postnatal wards.

To explore the influences upon women's experiences of breastfeeding within the postnatal ward
setting.
QbiectlveSj

•
•
•
•
•

To explore the ways in which women experience and negotiate breastfeeding within
postnatal wards.
To understand the cultural context within which breastfeedlng women and midwives interact
on postnatal wards.
To observe the language, practices and approaches utilised by midwives when Interacting
with breastfeedlng women on postnatal wards.
To elicit breastfeedlng mother's experiences of midwifery support in relation to their
experience of breastfeedlng while In hospital.
To explore other Influences upon women's experiences of breastfeedlng while in hospital.
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CHAPTER 3
KNOWING, BEING AND DISCOVERING
Introduction
In this chapter I discuss my epistemology, ontological position and theoretical perspectives
underpinning the methodology I utilise. While my central epistemology stems from social
constructionism and my theoretical perspective is most closely aligned with critical medical
anthropology, I engage with and draw upon, often partially, other perspectives. This requires
me to clarify my position with regard to issues such as relativism, power and knowledge by
conSidering the convergences and divergences of the varying perspectives.
Paradiams
A useful starting place for a study whose central focus is upon culture and the ways in which
human experiences and interactions are Influenced, negotiated and understood is with the
notion of the paradigm. Kuhn (1970) was the first to highlight that for a given community or
discipline, there develops a specific range of beliefs, values and methods of soMng a puzzle.
He referred to this way of 'seeing' the worid by a specific discipline as a paradigm. The
definition of a paradigm has since been somewhat extended from focus upon specific
disciplines to emphasis upon the basic human beliefs, worid-view and constructions that guide
action (Oenzin and Lincoln 1994). A person's paradigmatic stance Influences what slhe attends
to and what is ignored or taken for granted. Oavis-Aoyd and St. John (1998) provide further
insight:

Paradigms provide clear conceptual models that facilitate one's movement In the worid.
In acting not only as models of-but also as templates for-reality, paradigms enable us to
behave In organized ways, to take actions that make sense under a given set of
principles. To -paradigm- if you will, is to create the worid through the story we tell
about it. We then can live as cultural beings in the organized and coherent
paradigmatic worid we have created. We cannot live without paradigms. But we can
learn to be conscious and aware of how they Influence our thoughts and shape our
experience, to understand that they open some possibilities while clOSing others. That
awareness can bring a rare kind of freedom to 'hink beyond· (p.3).
There are three elements encompassed by a paradigm; epistemology, ontology and
methodology (Oenzin and Lincoln 1994). Crotty (1998) provides definitions: epistemology is the
'he theory of knowledge [ .... ] a way of understanding and explaining how we know what we
knoW- (p.3); ontology is the 'he study of being [ .... J concerned with 'what Is', with the nature of
existence, with the structure of reality· (p.10); -methodology refers to the strategy, plan of
action, process or design lying behind the choice and use of particular methods· (p.3). Put
simply, epistemology is 'knowing', ontology is 'being' and methodology is 'discovering'.

Epistemology and ontology
I referred to objectivism, the epistemology of western science and techno-medlclne In chapter 2.
In contrast, I embrace a social constructionist epistemology as referred to by Berger and
LuCkmann (1966) In their classic text The Social Construction of Reality. They focused
partlculariy on -reality" as It Is perceived and experienced by -ordinary members of society· in
their everyday lives (p.33). In this way, meaning Is constructed by people as they engage with
the worid. Berger and Luckmann's (1966) perspective was, however, as Crotty (1998) argues
embedded In the work of others, for example MalX, as related to economiCS, prior to these
authors' writings. So social constructionism may be seen as originating, at least in part, from
critical theory, to which I refer later. Crotty (1998) defines constructionism as the:

View that all knowledge, and therefore all meaningful reality as such, is contingent upon
human practices being constructed In and out of Interaction between human beings and
their worid, and developed and transmitted within an essentially social context [ .... J.
Meaning is not discovered but constructed' (p42).
The term social constructionism is used widely with differing Interpretations as to Its meaning,
causing considerable confusion (Murphy et al 1998). However, I take the position of Crotty
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(1998) in making an important distinction between social constructionism and the rejection
within other approaches, to include post-structuralism and postmodernism, of the "existentialist
concept of humans as beings-in-the world" (p43). In this way, the social constructionist holds
on to the notion that "experiences do not constitute a sphere of subjective reality separate from
and in contrast to the objective realm of the external world" (p.45). This closeness to the
immediate external world is emphasised by Berger and Luckmann (1966): "The reality of
everyday life is organized around the 'here' of my body and the 'now' of my present. This 'here'
and 'now' is the focus of my attention to the reality of everyday life" (p.36).
Social constructionism, as defined here, differs fundamentally from constructivism.
Constructivism focuses upon the individual's mind and meaning-making related to phenomena,
while the social constructionist perspective relates to the collective shared constructions of
meaning and ways of knowing (Schwandt 1994, Crotty 1998, Murphy et al 1998). Social
constructionism thus emphasises intersubjectivity and the shared experience of culture (Berger
and Luckmann 1966, Schwandt 1994, Hammersley and Atkinson 1995, Crotty 1998).
To some extent the differences discussed above relate to the degree of relativity embraced. I
therefore have had to carefully consider this issue in relation to my ontological position and
epistemology. Again, I agree with Crotty (1998) in seeing the social constructionist position as
firstly epistemologically relativistic:
Social constructionism is relativist. What is said about 'the way things are' is really just
'the sense we make of them'. Once this standpoint is embraced, we will obviously hold
our understandings much more lightly and tentatively and far less dogmatically, seeing
them as historically and culturally effected interpretations [ .... ]. This means that
deSCription and narration can no longer be seen as straightforwardly representational of
reality. It is not a case of merely mirroring 'what is there'. When we describe something
we are in the normal course of events, reporting how something is seen and reacted to,
and thereby meaningfully constructed, within a given community or set of communities.
When we narrate something [.... ] the voice of our own culture - its many voices in fact
[.... ] are heard in what we say (p.64).
However, social constructionism is at the same time ontologically realist, in that it acknowledges
that there is a world out there and the way in which we interpret and socially construct meaning
provides us with an experience that is indeed a reality for us. Thus social constructionism
rejects the epistemologically realist/objectivist notion that "meaning exists in objects
independently of any consciousness" (Crotty 1998, p.10). It also rejects the ontologically
relativistlidealist position of constructivism that reality is simply "mind created" (Murphy et al
p.66).
This relationship between ontological realism and epistemological relativism provides a balance
or middle position that prevents what is referred to as "naive realism" by Hammersley and
Atkinson (1995, p.17) and Spradley (1980, p.4). This position asserts that there is a definitive
knowledge simply 'there' and awaiting discovery independent of interpretation. On the other
hand the 'middle position' treats with caution the extreme forms of relativism seen in
constructivism which emphaSise that human reality is simply created by the individual mind or
the notions within post-structuralist theory whereby discourse constructs, inscribes and creates.
Culture and enculturation are important concepts in constructionism.
defined by Helman (1994) who states that

These concepts are

Culture is a set of guidelines (both explicit and implicit) which individuals inherit as
particular members of a society, and which tells them how to view the world, how to
experience it emotionally, and how to behave in it in relation to other people, to
supernatural forces or gods, and to the natural environment. It also provides them with
a way of transmitting these guidelines to the next generation - by the use of symbols,
language, art and ritual. To some extent, culture can be seen as an inherited 'lens'
through which the individual perceives and understands the wortd that he inhabits, and
learns how to live within it. Growing up within any society is a form of enculturation,
whereby the individual slowly aquires the cultural lens of that society. WIthout such a
shared perception of the world, both the cohesion and continuity of any human group
would be impossible (pp.2-3).
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Spradley (1980) defines culture as "the aquired knowledge people use to interpret experience
and generate behaviour" (p6). Crucially, however, I do not see culture as simply programming
individuals and therefore agree with Spradley (1980) who challenges cultural determinism. He
argues that culture should be viewed as a "cognitive map· acting as a reference and guide. It
should not be seen as constraining the person to adopt only one course of action. Nevertheless
he does acknowledge that culture does create in the person a taken for granted view of reality
and in this sense individuals are somewhat "culture bound- (Spradley 1980, p14). In this way
humans are able to exercise agency within their cultural parameters. This balance between
enculturation and agency assists in understanding the differences between "tacit knowledge", a
knowledge that remains largely outside our immediate awareness and "explicit knowledge·, a
form of knowledge that people may communicate about with a relative ease (Spradley 1980,
p.7). I return to the notion of culture in subsequent sections, but firstly discuss my theoretical
perspective.
Theoretical perspective
One's theoretical perspective may be described as "the philosophical stance· informing the
methodology and thus providing a context for the research process (Crotty 1998, p.7). In this
section, I discuss the theoretical perspectives that I engage with and, in doing so, I highlight
some of the convergences and divergences between the perspectives.
Critical medical anthropology
I closely align myself with what is broadly termed as critical theory. Critical theory is generally
associated with the Frankfurt school of Critical Inquiry and a range of political theorists to
include Marx, Gramsci and Friere (Kincheloe and McClaren 1994). The definition proposed by
Kincheloe and McClaren (1994) of a researcher or theorist embracing critical theory, is useful in
illustrating the key tenets of this perspective:
We are defining a criticalist as a researcher or theorist who attempts to use her or his
work as a form of social or cultural criticism and who accepts certain basic assumptions:
that all thought is fundamentally mediated by power relations that are social and
historically constituted; that facts can never be isolated from the domain of values or
removed from some form of ideological inSCription; that the relationship between
concept and object and between signifier and signified is never stable or fixed and is
often mediated by the social relations of capitalist production and consumption; that
language is central to the form of subjectivity (conscious and unconscious awareness);
that certain groups in any SOCiety are privileged over others [ .... ] that oppression has
many faces (p.139-140).
However, Kincheloe and McClaren (1994) also include under their broad definition of critical
theory, some post-structuralist theories such as those of Foucault. This inclusivity needs careful
clarification when considering perspectives on, for example ideology and power, a discussion
that I will return to. In general then, the critical perspective stands in contrast to interpretevist
approaches such as symbolic interactionism , in that it seeks to move beyond understanding, to
capturing issues related to ideology, power, conflict and oppression. In this way it seeks to be
transformative.
More specifically, I align myself with the theoretical perspective embraced by critical medical
anthropology with its focus upon blending the macro-perspective with the micro. Csordas
(1988) emphasises the balance between macro and micro in summing up the essence of the
critical medical anthropology perspective:
It takes poSitions on the medicalisation of every day life In contemporary society, which
it opposes; on biomedicine as a form of power, domination, and social control, which it
also opposes; and on mind-body dualism, again in opposition. Its intellectual debts are
to Marx, Gramsci, the Frankfurt school of critical theory, phenomenology and political
economy. Its agenda includes critique of medicine as an institution, cultural criticism
focused on the domain of health, analysis of capitalism in the macro-politlcs of health
care systems and the micro-politics of bodies and persons, addition of historical depth
to cultural analysis, and critique of allegedly non-critical medical anthropology (p.417).
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Singer (1990) likewise summarises the balance between the macro and micro perspective in
that it seeks:
To add the traditional anthropological close-up view of local populations and their
lifeways, systems of meaning, motivations for action, points of view, and daily
experiences and emotions, to the encompassing holism of the political economy of
health approach [ .... J. Macro is concerned with inSights from political economy
conceming 'what the system is' and micro with 'how the system works'- to include how
players act and feel and know, where the contradictions and arenas of social conflict lie,
and how power is distributed and exercised (p.297).
Lupton (1994), in her critique of illness, disease and the body in western SOCieties, emphasises
the importance of combining macro and micro perspectives. She refers to the macro
perspective stemming from the political economy approach, emphasising structure over agency
when focusing upon the influence of medicine in people's lives. The micro perspective, on the
other hand, emphasises construction of meaning and enactment of individual agency within
medical settings. This balance between structure and agency is crucial and I have constantly
attended to it throughout the thesis.
Political economy of health
The political economy of health perspective underpinning critical medical anthropology requires
further elaboration. Its focus is upon the relationships between capitalist modes of production,
medical practice, health and illness. These are interpreted in various ways by leading authors
in this field (Gough 1979, Frankenburg 1980, Doyal and Pennell 1981, Navarro 1992, Gray
1993b, lIIich 1995), but the perspective of Doyal and Pennell (1981) has been particularly
illuminating for me.
Doyal and Pennell (1981) illustrate the overwhelming contradictions between the goals of
improving health and the imperatives of capital accumulation inherent within the capitalist mode
of production. They also highlight the ways in which particular forms of medical practice have
developed within societies that embrace the capitalist mode of production. They argue that
medical techniques and technology are the Mproduct of a particular conjunction of social,
economic and political forces· (p.292). Therefore, the existence of any particular medical
practice and its associated technology should be understood in relation to the activities of
powerful groups within SOCiety whose interests are furthered by the development, maintenance
The medical equipment manufacturers and
and proliferation of such technologies.
pharmaceutical companies are among the most powerfuJ"'O. Frankenberg (1980) summarises
these issues:
The international political economy of medicine, dominated by great powers,
themselves dominated by monopoly capitalist enterprise [have] an abiding interest in
peddling pills and selling massive capital equipment, as well as changing the nubitional
habits of the world's people's in order to sell their products (p.206).
Doyal and Pennell (1981) argue that many forms of medicine are indeed potentially or actually
harmful, a point strongly reiterated by IlIich (1995) in his examination of the iatrogenenic nature
of western techno-medicine. Doyal and Pennell (1981) therefore challenge the continuing
demands within society for more medicine as seriously misguided in that more of the same will
not tackle the social, political and economic roots of ill health within society. They also
challenge the direction being taken by the public health movement in that it now focuses upon
the individual as responsible for herlhis health maintenance and therefore places the person
centre stage for blame should they become ill. This again shifts the focus away from the need
for socio-economic reform. They further argue that despite rhetoric about equal access to
health care through national services, the social organisation of medicine within nations
employing the capitalist mode of production still reinforces socio-economic, sexual and race
divisions.
Doyal and Pennell (1981) express particular anger in relation to the ways in which western
capitalist modes of production have both contributed towards and failed to alleviate the
Aenormous burden of disease and premature death still borne by the mass of the population in
40
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underdeveloped parts of the world" (p.291), an issue also illuminated by others (Gray 1993b,
George 1994). Doyal and Pennell (1981) heavily criticise the exponential growth in the practice
of exporting western medicine to non-westem communities in which this form of medicine is of
limited value in alleviating sickness and disease in large sections of the population. In contrast,
health promoting techniques and drugs that could potentially make a dramatic difference are
either withheld because they are non-profit making or they are costed at prices that place them
out of reach of large sections of the population 41 .
Doyal and Pennell (1981) recognise that finding solutions to the problems they describe would
be highly challenging and complex. They make it clear that a socialist government would not
necessarily provide a better alternative, unless it addressed all of the following:
A socialist health service would not only have to provide equal access to medical care
but would also have to address itself seriously to such problems as how to demystify
medical knowledge and how to break down barriers of authority and status among
health workers themselves and also between workers and consumers. Indeed, the
whole notion of 'treating patients' - of seeing them as passive recipients of medical
expertise - would need to be rethought (p.194).
Although the analysis of Doyal and Pennell (1981) took place over two decades ago it seems to
me to remain pertinent and highly relevant today, and it supports me conSiderably in making
sense of the macro-political issues addressed within this thesis.
Feminism
As the central focus within this thesis is upon the undermining of women, I necessarily engage
with aspects of feminism. In essence, the feminist theoretical perspective centres upon the
challenge to dominant assumptions, inequities and social injustice that relate to women. It is
critical in the sense that it seeks transformation and emancipation. However, feminism covers a
diverse range of theoretical perspectives that reflect the many contentious phases in its
development. Tong (1998) illustrates the diversities within feminism by typologising some of the
42
perspectives to illustrate feminisfs interconnections with other theoretical perspectives. While
many feminists avoid such demarcations, such labels do:
Signal to the broader public that feminism is not a monolithic ideology, that all feminists
do not think alike, and that, like all other time-honoured modes of thinking, feminist
thought has a past as well as a present and future [.... J They help mark the range of
different approaches, perspectives and frameworks a variety of feminists have used to
shape both their explanations for women's oppression and their proposed solutions for
its elimination (Tong 1998, p.2).
I align myself broadly with feminists adopting a political economy of health perspective (Doyal
and Pennel 1981, Martin 1987, Palmer 1993, Van Esterik 1994) in seeing oppression of women
as being strongly related to political, social and economic structures with the capitalist mode of
production being one such structure. Like these authors, I also recognise other forms of
patriarchy, for example the growth of the traditionally male dominated medical system and male
sexual appropriation of women's bodies. I see capitalism and patriarchy as inextricably linked
and contributing to a series of dualistic separations: mind-body; public-private; nature-culture;
production-(re)production; matemal-sexual, all limiting possibilities for women (Doyal and
Pennel 1981, Martin 1987, Van Esterik 1989a,b, 1994).
I therefore see the need for
transformative action to tackle financial inequities and the institutional and cultural practices that
undermine women.
Breastfeeding is an embodied activity that women experience within a sccio-cultural context. It
has therefore posed enormous challenges for feminists, stemming from the well rehearsed but
little resolved dualistic feminist debates related to sameness or difference. These debates
focus upon women's dilemmas related to whether they would prefer to strive to be recognised
and respected for their differences or sameness in relation to men (Humm 1992, Shildrlck
1997). As Shildrick (1997) argues, on the one hand there is a celebration of femininity and
The current controversy regarding price-fixing of drugs to combat AIDS provides a contemporary example.
Tong (1998) devotes a chapter to each of the following: 'liberal feminism', 'radical feminism', 'Marxist and socialist
feminism', 'psychoanalytical and gender feminism', 'existentialist feminism', 'poetmodem feminiam, 'multicultural and
global feminism' and 'Ecofeminism'.
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difference bringing with it the risks of essentialism and locating women within a matemal role.
On the other hand, there is celebration of sameness and equality with men. Consequently,
feminists appear to find it very difficult to know where to locate themselves along the essentialist
- non-essentialist continuum. This has lead to a vacuum with regard to feminist critique related
to breastfeeding that has only started to be addressed.
The feminist writings on breastfeeding appear to represent three key perspectives, historical
(Apple 1987, Fildes 1989), a broadly political economy of health perspective (Van Esterik
1989a, 1994, Altergott 1991, Palmer 1993, Shelton 1994, Baumslag and Michels 1995, Galtry
2000) or a post-structuralist perspective (Dyball 1992, Maher 1992a, Carter 1995, Schmied
1998, Blum 1999, Schmied and Barclay 1999), although there are inevitably overlaps. I focus
here upon the political-economic approaches and the post-structuralist perspective. The former
presents breastfeeding as potentially transformative and empowering to women, but highlight
the many constraints upon women related to macro-politics, economics and patriarchy. They
highlight the interconnected impacts of medicalisation of breastfeeding, marketing of infant
formula, and sexualisation of women's breasts upon women's choices, decisions and embodied
experiences of breastfeeding (Van Esterik 1989a,b, Altergott 1991, 1994, Palmer 1993, Shelton
1994, Baumslag and Michels 1995). Galtry adopts a very specific focus upon the influence of
labour relations and work place legislation upon women's experiences of breastfeeding in the
USA (Galtry 1997a,b,c, 2000) and intemationally (2003). The general emphaSis for these
authors is upon politically mediated reversal of constraints to enable and empower women
across the globe to breastfeed. Van Esterik (1989b) summarises this position:
Breastfeeding is a feminist issue because it encourages women's self-reliance, confirms
a woman's power to control her own body, challenges models of women as consumers
and sex objects, requires a new interpretation of women's work, and encourages
solidarity among women (p.69).
The post-structuralist feminists argue that the position adopted by this politically motivated
group of authors who they label as 'breastfeeding advocates' are still fundamentally essentialist
(Dyball 1992, Maher 1992a, Carter 1995, Blum 1999). For example, Dyball (1992) asserts that
these authors only differ from non-feminist breastfeeding advocates in that they acknowledge
patriarchal structural obstacles to the fulfilment of the role of breastfeeding. She argues that
they are aligned with non-feminist breastfeeding advocates in their connection of women with
their reproductive functions. She criticises their call for a return to ~e pre-industrial 'golden age'
asserting that their assumption that there is a 'natural ideal' se~ unattainable standards for
women, thus setting them up for feelings of guilt and failure. Indeed, she points to anti-feminist
aspects of the 'natural ideal' approach, in that by 'bolting' the mother to her baby and making
her subservient to his/her needs, it reinforces key reasons for maintaining male dominance in
our society, i.e.
The identification of women with motherhood, their subservience to the needs of others,
and, with babies and especially breastfeeding segregated to the private sphere, their
exclusion from the public sphere and positions of public influence (p.345).
Secondly, she argues that it assumes in a positivistic way that women ought to feel empowered
by their reproductive role, given a lack of constraints upon them. She argues that this view
lacks consideration of women's interpretations of their own experiences. These points are also
made by Maher (1992a,b) from a global anthropological perspective, Carter (1995) following
interviews with working class women who had their babies between 1920 and 1980 in the UK,
Blum (1999) based on research with women in contemporary USA and Schmied following
recent interviews with Australian women (Schmied 1998, Schmied and Barclay 1999). All
critique what they see as a deterministic assumption that breastfeeding was, is or could be
empowering for all women.
Engaging with the post-structuralist feminist literature has required me to consider carefully my
own position. To support me in this, in addition to studying the post-structuralist writings of
Foucault, to which I return shortly, I also engaged with the writings of feminists who chart their
journey from a less relativistic, standpoint position into post-structuralism and then locate
themselves somewhere 'in between', drawing from both (Haraway 1991, Burman 1992, Stanley
and Wise 1993, Hastrup 1995, Standing 1998, Pujol 1999, Willig 1999a,b).
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The critique of Burman (1992) was particularly useful in that she examines the need for a
feminism that is neither positivistic, nor totally relativistic, highlighting four areas where feminism
and post-structuralism converge: they both pay attention to difference, that is what dominant
theories omit or repress; they make relative the practices of regulation, for example, medicine
and deprive them of their claims to etemal and natural truth; they affirm reflexivity; and they
highlight how practices of regulation do not exert their power without simultaneously producing
resistance. In embraCing aspects of post-structuralism, Burman (1992) warns that -celebrating
plurality and indeterminact may lead to "total interpretative relativism- that disregards all
models and theories (p.51). She thereby strongly argues for maintenance of the transformative
and emancipatory potential of collective resistance embedded in the feminist project:
Despite the focus on difference and dispersion, we need to retain the possibility of
commitment to some unified theory to maintain the feminist project of social
transformation, and equally to ward off linguistic relativism by ensuring that the politics
of the theory is not only theoretical [.... ] we need to affirm for strategic purposes that
there is some commonality in the positions and experiences of women by virtue of our
subordination (p,48).
Standing (1998) likewise summarises for me some of the issues that I have grappled with. As a
feminist materialist she felt that the post-structuralism was a:
Vacuous theory, with no grounding in the material realities of everyday life. Power
seemed to come from everywhere and nowhere. The emphasis on deconstruction
seemed to me to alienate theory from practice, to individualize and leave me as a
feminist, with nothing to organize around politically (p.196).
However, she reflects that she came to see that her earlier views on power were rather
Simplistic and she started to embrace some of the post-structuralist understandings regarding
the diffuse nature of power and the modes of resistance. This reflects my position in relation to
women and breastfeeding. My macro, political-economic perspective supports the position of
Altergott (1991), Van Esterik (1989a,b, 1994), Palmer (1993) and Gaitry (2000). However, my
engagement with post-structuralist feminism, and in particular that applied to breastfeeding, in
conjunction with deep reflection upon the data has enabled me to develop a micro-perspective.
This reflects the complexity of women's experiences of breastfeeding and their active
participation in negotiating this experience within a specific cultural milieu. In this way I
endeavour to produce a synthesis that unites a macro-political perspective with a microperspective that stems from the meanings for women when engaging in a breastfeeding
'project' in a UK hospital setting.
Post-structuralism and power
As I have made evident in the thesis so far, I also engage with some of the post-structuralist
43
thought of Foucault (1976, 1977, 1980, 1981), particularly in relation to surveillance • As
stated, in the broad sense Foucaulfs work is encompassed by the critical theory perspective
(Kincheloe and McClaren 1994). However, while critical medical anthropology seeks to address
the "micro/macro nexus as a means of constructing an integrated paradigm, - post-structuralism
is more concemed with discourse, that is the "social determinants of textual production- (Singer
1990 p.297). While the two are not fundamentally incompatible, the pluralistic, relativist and
non-interventionist stance encompassed by post-structuralism may lead to a de-politicised
approach lacking in transformative potential. With this in mind, I draw upon Foucaulfs theory
with caution but welcome its challenge for me to (re)look through a less deterministic lens at the
issues generated by the data. To clarify some of the convergences and divergences between
these perspectives I discuss aspects of power here, in that it is central to both critical medical
anthropology and post-structuralism and yet there are fundamental differences as to its
conceptualisation.
(i) Power and ideology:
Central to the political economy of health perspective and critical medical anthopology are
power structures, ideology, hegemony and oppression (Gramsci 1971, Freire 1972, Kapferer
1988, Bellamy 1995, Crotty 1998). The emphasis is placed upon:
43

I referred to surveillance in chapter 2,

81

it was necessary to set the scene for ongoing discussions.

57
Particular sets of meanings, because they have come into being in and out of the giveand-take of social existence [and] exist to serve hegemonic interests. Each set of
meanings supports particular power structures, resists moves towards greater equity,
and harbours oppression, manipulation and other modes of injustice and unfreedom
(Crotty 1998, p.S9-60).
Hegemony as a concept was a major political contribution developed by Gramsci (1971).44
Gramsci emphasised "the ideological ascendancy of one or more groups or classes over others
in civil society" (Bellamy 1995, p.33) and the transmission of economic power through ideology
and culture. The Grampscian concept of hegemony presents culture as dynamic and central in
the study of social processes, historical in nature and deeply embedded in human beings and
existence (Kapferer 1988). Ideology refers to a shared set of fundamental beliefs about the
world that justify "what is· (Thomas 1993, p.8) and these ideas serve as "weapons for social
interests" (Berger and Luckmann 1966, p.18).
Foucaulfs (1977, 1980) view of power differs in his opposition to the concept of dominant
ideologies exerting an oppressive power. He does acknowledge the ·pyramidal organization- of
power but he argues that this power is dispersed to the disciplinary apparatus (1977, p.176). As
Fairclough (1992) argues, Foucault's resistance to the concept of ideology and to the idea of
analysis as a form of ideological critique arises from his relativism. A major distinguishing
feature of Foucault's concept of power stems from his argument that power is not vertically
transmitted down through the politicaHK:onomic systems, with powerful groups of society simply
oppressing and dominating those in less powerful positions. He sees power as diffuse, diverse,
ambiguous and located everywhere in day-to-day relationships and encounters, with everyone
being caught up in the mechanisms of power:
Power is exercised rather than possessed; it is not the 'privilege', acquired or
preserved, of the dominant class, but the overall effect of its strategic positions - an
effect that is manifested and sometimes extended by the position of those who are
dominated. Furthermore, this power is not exercised simply as an obligation or a
prohibition on those 'who do not have it'; it invests them, is transmitted by them and
through them; it exerts pressure upon them, just as they themselves, in their struggle
against it, resist the grip it has on them (Foucault 1977, p.26-27).
He is clear about what power is not:
By power I do not mean 'Power' as a group of institutions and mechanisms that ensure
the subservience of the citizens of a given state. By power I do not mean, either a
mode of subjugation which in contrast to violence, has the form of the rule. Finally, I do
not have in mind a general system of domination exerted by one group over another, a
system whose effects, through successive derivations, pervade the entire social body
(Foucault 1981, p.92).
Although Foucault (1977, 1980) makes reference to Panoptlcism as an architectural structure
whereby power may be transmitted through the 'gaze', he emphasises the multidirectional
nature of power in a hierarchized surveillance system arguing that power is everywhere,
operating from top down, bottom up and laterally, with the supervisors being both objects and
subjects of power:
Power is everywhere; not because it embraces everything but because it comes from
everywhere [ .... J Power Is not an institution, and not a structure; neither is it a certain
strength we are endowed with; it is the name that one attributes to a complex strategical
situation in a particular society [.... J. Power is not something that is acquired, seized, or
shared, something that one holds on to or allows to slip away; power is exercised from
innumerable points, in the interplay of non egalitarian and mobile relations (Foucault
1981, p.93, 94).
Foucault (1980) refers to this dispersion of power as being ambiguous and passing through fine
channels, in other words as a "capillary" form of power that "reaches into the very grain of
Gramscl was an Italian neo-Marxist. He wrote about hegemony in his prison diaries, whilst in a fascist prison, where
he died. His diaries were later translated by Hoare and Nowell Smith in 1971.
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individuals, touches their bodies and inserts itself into their actions and attitudes, their
discourses, learning processes and everyday lives" (1980, p.39).
As stated, I do, unlike Foucault, see power as transmitted through ideology and as authoritarian
and conspirational. However, embracing Foucault's notion of power as diffused through
disciplinary surveillance (1977) also enables me to understand the complex ways in which
power is embedded and intertwined within cultural systems.
(ii) Power and knowledge:

Foucault links power and knowledge as inseparable, mutually dependent and reinforcing:
There is no power relation without the correlative constitution of a field of knowledge,
nor any knowledge that does not presuppose and constitute at the same time power
relations (Foucault 1977, p.27).
To assist understanding of the ways in which the "formation of knowledge and the increase of
power regularly reinforce one another in a circular process· (Foucault 1977, p.224), Foucault
th
takes us back to the 18 century, the era when the disciplines crossed the "technological
threshold". Hospitals, for example, became:
Apparatuses such that any mechanism of objectification could be used in them as an
instrument of subjection, and any growth of power could give rise in them to possible
branches of knowledge; it was this link which made possible within the disciplinary
element the formation of clinical medicine, child psychiatry, child psychology,
educational psychology, the rationalization of labour. It is a double process, then: an
epistemological 'thaw' through a refinement of power relations; a multiplication of the
effects of power through the formation and accumulation of new forms of knowledge
(Foucault 1977, p.224).
In this way, Foucault points to the ability of the diSCiplines to "define a certain field of empirical
truth" (Gordan 1980, p.237).
However, he does not see knowledge as fundamentally
oppressive, but as productive (Gordan 1980). Therefore, as Street (1992) argues, because
Foucault views knowledge and power as inseparable, he must reject the notion of power as a
medium through which emancipatory knowledge may be generated. This would imply a
separation of power from knowledge with "knowledge being related to truth and power being
equated with oppression and repression" (p.1 01). He therefore sees a separation of the
concepts of power and knowledge as repressive in that it enables power to hide its own
mechanisms.
While I agree that power and knowledge are inextricably interconnected, I see powerful groups
as maintaining their version of truth to serve their ends and in tum to oppress less dominant
46
groups and their knowledges.
In this way, I believe that challenging authoritative knowledge,
their sources and modes of transmission has emancipatory potential (Freire 1972). However,
engaging with Foucault's understanding of the mutual -enwrapping, interaction and
interdependence of power and knowledge" (Gordan 1980, p.233) assists me in taking a 'middle'
position that is neither wholly deterministic nor relativistic.
(iii) Power and the body:

One of the ways in which Foucault (1976, 1977, 1980, 1981) sees power as being transmitted is
through the body and this constitutes a crucial focus within this thesis. It is only recently, that
'bodies' have 'come back' within sociology in recognition that ~e corporeal grounds the
existential" and "whatever is done to bodies is political· (Frank 1990, p.132). As Lupton (1994)
highlights, the body used to be by-passed by the macro-sociological view that emphasised the
political economic processes involved in social control and the micro-sociological perspective
that focused upon social influences on behaviour but not embodied experience. Critical medical
anthropology has, however, restored this balance with 'bodies' becoming a key focus
(Frankenberg 1980, Csordas 1988, 1994a,b, Singer 1990, Lyon and Barbalet 1994).

45 This
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The embodied experience is an area that cannot be ignored in a study about breastfeeding. As
Merleau-Ponty (1962) states, "my body is the pivot of the world- and "I am conscious of my body
via the world" (p.82). Kapferer (1988) likewise highlights that it is within the body that life is
experienced and organised. He argues that in traditional medical anthropology there has been
a development of abstract categories and their relationships without emphasis upon
embodiment. The body was commonly regarded as an expressive vehicle of a world that
surrounds the body, "the mind is separated from the body, the mental from the material, and the
historical, social and political from their embodied realisation- (p.426).
Foucault (1976, 1977, 1981) conceptualises the body as a text inscribed upon and entirely
constructed and constituted by discourse. The notion of Panopticism when transmitted to
bodies leads to an intense form of self-discipline and body management..c6 However, while I
agree with the potential for deep inSCription of bodies by discourse, I disagree that the body may
be viewed merely as a passive script to be inscribed by social structure. Like others, I argue
that a person's body is also an agent in its own world construction (Fairclough 1992, Street
1992, Lyon and Barbalet 1994, Shildrik 1997). Again, in this way I retum to my position of
balance between structure and agency seeing women as active agents while acknowledging
that there are many socio-cultural constraints upon them.
While Foucault focused upon the body, he had little to say about women's bodies apart from to
comment on their sexuality (1981) and yet, as Shildrick (1997) argues, the concept of the 'gaze'
and its self-regulating potential is highly relevant to the female body. "The imagery of nature
unveiled before SCience, of the body stripped of its fleshy protection and penetrated by the
empirical gaze is strongly gender-linked- (Shildrick 1997, p.31). Foucault also neglected any
reference to male dominance and women's bodies, but he did see the body and sexuality as
"central to the interplay of power and resistance", a crucial poSition within feminist perspectives
(Shildrick 1997, p.22).
Again, considerable inSight may be drawn from Foucault's notion of the inscribed body, but this
must be balanced with a theory of embodiment. With regard to breastfeeding women this
synthesis is provided by Schmied (1998), who argues that matemal subjectivity and
breastfeeding must be viewed as both an embodied experience and a discursive construction. I
agree with Schmied (1998) and further assert that a third dimension, stemming from political
economy of health allows us to be ever aware of the profoundly political and medicalised nature
of bodily experiences. Wherever there is discussion related to power and the body there must
be reference to the various forms of resistance that I now refer to.
(iv) Power and resistance:
Foucault (1976, 1977, 1981) acknowledges resistance, but sees it as contained by power and
posing no real threat, bodies being depicted as docile, disciplined, obedient and
accommodating. As Fairclough (1992) comments: -The dominant impression is one of people
being helplessly subjected to immovable systems of power' (p.57). Resistance is then
"spontaneous, individual and elusive- (Burman 1992, p.50).
Whilst I agree that resistance may occur at an individual level, I believe that a balance is
needed between the notions of structure and agency. I take a position along the continuum,
seeing women not as docile scripts but as having some ability to actively negotiate their
situations. However, I recognise that their projects in life such as mothering and feeding their
babies are affected by multiple constraints that are discursive, cultural and political. Current
arguments around passivity versus activity/agency appear to be somewhat polarised and tend
to ignore the ways in which women may engage in both accommodation and resistance
selectively as they negotiate various expectations and constraints upon them (Street 1992, Jolly
1998, Weitz 2001). However, for the purposes of description here, I refer to accommodation
and resistance in tum.
Accommodation relates to the passivity and docility referred to by Foucault thus preventing
disturbance of power/knowledge relationships (Street 1992). However, Foucault does not relate
this docility to subordination to a dominant ideology in the way that others do, for example
Kirkham (1999). Kirkham (1999) describes the sense of -helplessness·, -low expectations·,
~ I discuss self-discipline and body management further as the theaIa progreaas. in relation to the ways in which
women conceptualise and 'manage' their breastfeeding bodies and midwives manage theirworking bodies.
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"acceptance of the status quo· and "mutedness· (p.737) experienced by midwives in relation to
the dominant UK NHS matemity service culture. I adopt Kirkham's (1999) position, in that I
believe that dominant ideologies do indeed provide a base for subordination of individuals.
Resistance contrasts with accommodation and takes two forms. Firstly, passive resistance
involves simply disregarding authoritative and public knowledges or ignoring or modifying
guidelines, policies or instructions (Street 1992, Hutchinson 1990). Hutchinson (1990) refers to
this in a nursing context as responsible subversion when carried out with the best interests of
the patient in mind (p.3).47
Active resistance on the other hand, involves acting in a manner that is more liberating for either
the individual or for others. This may involve challenging an ideology, public knowledge or
authority who set the guidelines, policies or instructions (Street 1992, Weitz 2001). The most
effective way in which to engage in active resistance is through collective action and challenge
(Freire 1972, Burman 1992, Street 1992, Stanley and Wise 1993). This powerful form of
resistance that in turn yields transformation and emancipatory change differs fundamentally
from the Foucauldian concept of resistance located in the body, with the latter failing to deliver a
political agenda (Freire 1972, Singer 1990, Burman 1992, Stanley and Wise 1993, Shildrik
1997, Standing 1998). As Burman (1992) states from a feminist perspective, "however much
we deconstruct, comment on, take apart, we are still, unlike the deconstructionists, committed to
putting something in its place" (p.50).48
Clearly, while Foucault's theory provides important insights regarding power and its various
manifestations, it also has limitations with regard to its relativity and lack of transformatory
potential. I return to the issues raised here in the following chapters in relation to the data, but
firstly I focus upon my chosen methodology.

Methodoloay
I selected an ethnographic approach for the study to enable me to both see and hear what was
happening, to provide a depth of understanding I did not feel I could achieve from simply
conducting interviews with women. Ethnography originates from anthropology and is therefore
informed and infused by the notion of culture. As Aamodt (1991) states:
Ethnography is a way of collecting, describing and analYSing the ways in which human
beings categorise the meaning of their world [ .... ]. It attempts to learn what knowJedge
people use to interpret experience and mould their behaviour within the context of their
culturally constituted environment (p.41).
Spradley (1980) refers to two levels of cultural knowledge "expliCit and ·tac~ (p.7). He argues
that what we see represents ·only the thin surface of a deep lake. Beneath the surface, hidden
from view, lies a vast reservoir of cultural knowledge· (p.S). Ethnography aims to study both
levels of knowledge. To study the latter the ethnographer must "make inferences about what
people know by listening carefully to what they say, by observing their behaviour, and by
studying artefacts and their use· (Spradley 1980, p.11). In this way. "the ethnographer
observes behaviour but goes beyond it to inquire about the meaning of that behaviour" (p.7).
To achieve this level of understanding of a given culture requires participating in people's lives
over a considerable period of time, to include watching what happens, listening to what is said
and asking questions (Hammersley and Atkinson 1995).
Hammersley and Atkinson (1995) chart ethnography's journey from a more descriptive and
naturalistic discipline, to diversifying to embrace other theoretical perspectives ranging from
interpretevist, critical inquiry, feminism and postmodernism. In its naturalistic form, ethnography
rejected positivism which had previously dominated in the early 20th century by emphasising
that human behaviour was "continually constructed and reconstructed" (pS). However, the
naturalistic approach to ethnography itself came under criticism in that it attempted to
understand social phenomena as objects existing independently of the researcher that could be

I discuss the concept of responsible subversion in more depth in chapter 6.
I return to the concepts of resistance and accomodation in subsequent chapters as they arise from the data.
41 To recap. "tacit knowledge· refers to a knowledge that remains largely outside our immediate awareness and "explicit
knowledge· relates to a fonn d knowledge that people may conmunicate about with a relative ease (Spradley 1980,
47
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described and even explained in some literal fashion.
positivism.

This, it was argued, was akin to

As a constructionist, I agree with this criticism in that, as Hammersley and Atkinson (1995)
state, people construct their social world through their interpretations of it and their actions are
then based on these interpretations. While these interpretations and actions reflect the
underlying culture they are not simply dictated by it. The constructionist view also requires an
acknowledgement that the ethnographer's interpretations are influenced by her/his own culture
(Spradley 1980). As Boyle (2000) asserts, ethnography is contextual and reflexive emphaSising
the importance of context in understanding events and meanings and taking into account the
effects of the researcher and the research strategy on findings. It therefore combines both the
perspectives of the participant and the researcher.
It becomes clear then that, as Hammersley and Atkinson (1995) assert, once the ethnographer
herself is seen to in any way be involved in constructing there is incompatibility with the
assumptions that underpin naturalistic ethnography:
Given the reflexivity of social inquiry, it is vital to recognise that ethnographers construct
the accounts of the social world to be found in ethnographic texts, rather than those
accounts simply mirroring reality (p.239).
Some ethnographers go further and embrace postmodernist or post-structuralist perspectives.
Hastrup (1995) eloquently takes her readers on ethnography's journey through naturalism,
interpretevism and finally postmodemism.
She explodes the assumptions of early
anthropologists by bringing the post-modern debate into the arena. She then arrives at a
middle position in which she acknowledges that there is a place for ethnographic theories
arguing for the balance between relativity and realism that I made a case for earlier. She
presses for a firm move away from Cartesian epistemology with its emphasis upon "complete
disengagement from the world" and its "instrumental stance towards ir (p.173). On the other
hand, she acknowledges that any interpretation cannot be entirely subjective because meaning
must in some way be shared for it to contain meaning at all thus reasserting that the explicit
process of enculturation is still the cornerstone. This is my view and it links closely with the
constructionist epistemology that I discussed earlier.
Clearly, the ethnographiC approach may vary considerably according to the ethnographer's
epistemol!lQY, that Boyle (2000) asserts exerts a strong influence throughout the research
50
Hammersley and Atkinson (1995) describe two key ways in which critical
process.
perspectives, to include feminism, have challenged traditional ethnography. Firstly, there is
critique of the extent to which the political agenda influences the researcher and secondly the
extent to which ethnography is utilised to influence political and emancipatory change. Bibeau
(1988) for example, stresses the "powerful theoretical trend that stresses the importance of
context, history and praxis in the interpretation of cultural codes·. This "embraces the concepts
of Foucault, Dumont, Gramsci, Bordieu and the neo-Marxists- (p.402). Thomas (1993) further
elaborates, describing critical ethnography as a:
Type of reflection that examines culture, knowledge and action. It expands our horizons
for choice and widens our experiential capacity to see, hear and feel. It deepens and
sharpens ethical commitments by forcing us to develop and act upon value
commitments in the context of political agendas. Critical ethnographers describe,
analyze, and open to scrutiny otherwise hidden agendas, power centres, and
assumptions that inhibit, repress, and constrain (p.3).
Further Thomas (1993) argues that:
The term critical describes both an activity and an ideology. As social activity, critical
thinking implies a call to action that may range from modest rethinking of comfortable
thoughts to more direct engagement that includes political activism. As ideology, critical
thinking provides a shared body of principles about the relationship among knowledge
its consequences, and scholars' obligations to society (p.17).

!SO

As stated, my epistemology stems from social constructionism and theoretical perspective from critical theory.
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These definitions point to the centrality of ideology, power and control in the research process,
analysis and theoretical conceptualisations. However, I agree with Hammersley and Atkinson
(1995) in their emphasis upon the need for balance between the impactless ethnography which
allows the "world to bum" and the ethnography which is underpinned by a clear political agenda
(p.20). The latter may lead to a filtering out of information, thereby simply corroborating the
political point making, with resulting compromise of the data. To maintain this balance, I
subjected the data in this thesis to several readings, as I describe in chapter 4, endeavouring to
represent the experiences and voices of the participants in combination with ideological critique.
Conclusion
In making connections between my epistemology, theoretical perspective and methodology I
have highlighted my central theoretical perspective as aligned to critical medical anthropology
with a political economy of health perspective underpinning it. I have also described the ways in
which I have engaged, with caution, with some post-structuralist theory in particular that of
Foucault and feminist post-structuralists. In drawing together various theoretical perspectives I
have illuminated the ways in which they converge and diverge in relation to power, ideology,
knowledge, the body and resistance, making explicit aspects that I embrace and those that I
reject. With these perspectives in mind I have been able to justify my selection of a critical
ethnographic approach to this research. Having justified my selection of methodology I now go
on to describe the specific methods I employed.
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CHAPTER 4
CONDUCTING THE ETHNOGRAPHIC STUDY
Introduction
In this chapter, I describe the method I adopted, to include gaining access to the two matemity
units, selection and recruitment of participants and the conduct of observations and interviews.
I move on to reflexively discuss ethical considerations, my presence in the field and the
dilemmas that this created for me, with particular emphasis upon levels of partiCipation. I
describe the processes I utilised in the concurrent and iterative analysis of the data. These
included a combination of categorical and non-categorical readings of the data and
development of thematic networks. Finally, I discuss theoretical sensitivity and trustworthiness.
An ethnOGraphic approach
I adopted an ethnographic approach, i.e. a topi~rientated ethnography that focuses upon a
specific aspect of activity within a given community (Spradley 1980), in this case women's
experiences of breastfeeding on postnatal wards. The ethnographic study involved long periods
of observation of activities on the postnatal wards, with particular reference to interactions
between midwives and breastfeeding women. The observations were supplemented by
interviews with both midwives and mothers. As Hammersley and Atkinson (1995) state, the two
methods are mutually enhancing in that what is seen informs what is asked about and what is
heard at interview informs what is looked for. Observation also enabled me to become aware of
culturally leamt behaviour that may not be articulated at interview because much of the
participanfs cultural knowledge is tacit (Spradley 1980). This emphasis on describing what
people "do" as well as "believe" is fundamental to ethnography (Brink and Edgecombe 2003).
Ethnographic interviewing enables the eliciting of cultural meanings (Spradley 1980) and
accessing participants' "feelings, intentions, purposes, motivations, emotions, perceptions and
experiences" (Henry and Pashley 1990, p.5). It is a method closely aligned to my ontological
position, that women's stories provide meaningful aspects of the social world that I am exploring
(Mason 1997). This represents my epistemology, in that to generate data related to my
ontological assumptions I need to interact with women, talk with them, listen and access their
stories (Mason 1997).
Gaining acc...
I selected two matemity units, named hereafter as site 1 and 2, in the North of England, both
within reasonable distance from my home. I decided not to conduct the research in the unit in
which I had a liaison role as a midwifery lecturer as I was known too well. Therefore on the
selected sites, although I was known to some of the midwives, I was not a particularly familiar
'face'. The sites were different, as I discuss under settings, but the research was not set up as
a comparative ethnographic study. Rather the two sites were selected to give depth to the
study.
On each of the sites I firstly visited the head of midwifery, the key 'gatekeeper', and discussed
my proposed research with her having supplied her previously with a copy of my proposal and
aSSOCiated ethical considerations. Both agreed, provided that I was prepared to supply them
with a summary report on completion. They provided a letter of approval for the relevant ethics
committees. I then applied for and received ethical approval firstly through the University
screening ethics committee and then through the two relevant NHS local research ethics
51
committees. I was required to present my case in person at site 2.
Having gained ethical
approval I then went back to see each head of midwifery to discuss start dates and specific
details.

51 Both relevant NHS local research ethics committees approved the .....arch but site 1 required me to make it explicit
on the Infonnatlon sheets for mothers and staff that they had the right to listen to the tapes and request destruction or
erasure of their material. This was amended and an approval letter followed.
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Settings
Site 1 was a large consultant-led matemity unit in a city in the North of England. The annual
birth rate was approximately four thousand. The Caesarean section rate was in the range of
20-25% and the midwife: births ratio approximately thirty. Thus, it was a unit that was highly
medicalised with low staffing levels relative to other similar units. The BFI and its underpinning
'Ten Steps' formed the basis for policy and practice related to supporting breastfeeding women,
although the hospital was no longer designated as 'Baby Friendly' following an unsuccessful
reassessment. Audit data illustrated that approximately 66% of women initiated breastfeeding
during the study year with 12% discontinuing while in hospital. These rates closely conformed
to the national survey figures (Foster et al1997, Hamlyn et al 2002). The breastfeeding rate at
ten to fourteen days was approximately 40%, representing a fairly dramatic fall in rates during
the first two weeks. The unit had two infant feeding specialists. Hospital stay was normally
twenty-four hours for multiparous women, three days for primiparous women and five days for
women who had had a Caesarean Section. The maternity unit was surrounded by a diverse
range of areas in terms of the socio-economic status of the occupants. The unit served a
predominantly white population but also served women from communities of South Asian origin,
most being second and third generation.
The unit had two wards that had a mixture of ante and postnatal women. The two wards,
named here as A and B, were of an almost identical design each consisting of two sides
separated by a wall with each side having three, four bedded bays that opened into the central
corridor. There was a central 'station' on each side that ran along the length of the middle bay
providing visibility to the bays. This 'station' was rarely used by midwives as they tended to
write their notes on women's bedside tables. One bay on each side was used for antenatal
women, the others being used for postnatal women.52 There were also four side wards, one at
each end of the 'corridors'.
Site 2 was a consultant-led maternity unit in a small town, also in the North. The annual birth
rate was approximately one thousand, the caesarean section rate in the range of 10-15% and
the midwife-ta-births ratio approximately twenty. It was therefore less medicalised and
considerably better staffed than site 1. The breastfeeding initiation rate was only 50% with a
high cessation rate in hospital of 17%. The breastfeeding rate at 10-14 days was only 31%.
These rates were considerably lower than national averages (Foster et al 1997, Hamlyn et al
2002). The unit did not have an infant feeding specialist. Some of the BFI literature was used
i.e. posters and leaflets, with complete absence of any formula company literature but there was
not a co-ordinated statement of preferred practice and the unit was not actively engaging with
the BFI. The staff had not received a planned programme of post-registration education on
breastfeeding. Hospital stay was normally twenty-four hours for multiparous women, three days
for primiparous women and five days for women who have had a Caesarean section. The unit
supported the local town, several large villages, and a new town. The population of the new
town had high levels of unemployment, socio-economic deprivation and teenage pregnancy.
The town itself had considerably less socio-economic deprivation. The community served was
predominantly white.
Site 2 had one ward for ante and postnatal women. This ward was divided into three four
bedded bays, (rooms 1-3) one three bedded bay (room 4) and three side wards. Room 4 was
largely used for antenatal women, 1, 2 and 3 usually for postnatal women and the side wards
for women with problems, for example a woman who had birthed a stillborn baby. The ward
was often less than half full. Each room was separated from a corridor by a door that was
always closed.
Figure 3.1 (overleaf) illustrates the main differences in layout of the bays between the two sites.
Only detail that is of immediate relevance to the conduct of the ethnography is included.

These details are relevant here as they influenced the way In which I actually conducted the research. Further details
regarding my observations of the environment are referred to in the next chapter.

52

65
Figure a.1.
Layout of the bays. beds and 'stations' on site1
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Layout of the rooms and beds on site 2
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Participants
Sixty-one breastfeeding women participated in the study having provided written consent. This
included forty women on site 1 and twenty-one on site 2. I included women who were admitted
to the postnatal ward who had initiated breastfeeding and were able to communicate in written
and verbal English. I excluded women whose babies were being cared for on the neonatal unit,
women with serious obstetric, medical or emotional complications following childbirth and
women who did not wish to participate. 53
Table 3.1
Characteristics of the particioants (postnatal women)

Site 1

Site 2

Type of birth
Women who had a 'normal' birth
Ventouselforceps delivery
Caesarean Section

22
8
10

15
3
3

Parity
Primiparous
Multiparous

25
15

15
6

35
5
0

21
0
0

40

21

5

2

Ethnic origin
White
South Asian
Other
TOTAL no. of participants

Women who declined to participate

On site 1, I observed twenty-four midwives. The only exclusion criterion was refusal to
participate. None of the midwives refused to be observed but they were often unavailable for
any discussion following interactions. I conducted eighteen guided conversations54 with thirteen
of the midwives. On site two, I observed seven midwives in specific interactions related to
breastfeeding. None of the midwives refused to be observed individually, but there was
collective resistance when I phoned up and individual avoidance that I discuss later. I
conducted nineteen guided conversations with ten of the midwives. Due to a number of
unforeseen difficulties on site 2 with regard to conducting observations, the methods varied
between sites. Therefore, I describe each site separately commencing with site 1. The specific
numbers of participants, postnatal women and midwives that I observed and who participated in
interviews are displayed in appendix 1.
Procedure - Sit. 1
Data collection commenced in April 2000. From July 2000, I had a period of four months leave
in which I spent prolonged periods doing field-work. This was facilitated by sabbatical time
combined with holidays. Data collection was completed by November 2000. I divided my time
between wards A and B.
Observations
One of the decisions I had to make before entering the field was how to conduct the
observations and to what extent I would be a participant or non-participant. Spradley (1980)
describes all ethnographic observation as participant, in that the researcher is a part of the
social situation. This may be contrasted with the form of non-participant observation conducted
by, for example psychologists using a one way observational window in which there is no
involvement with the participants at all. Hammersley and Atkinson (1995) likewise assert:
5S
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Further detail on the selection and recruitment of participants Is presented under 'procedure'.
I explain my use of the term 'guided conversation' later in the chapter.
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There is a sense in which all social research takes the form of participant observation: it
involves participating in the social world, in whatever role and reflecting on the products
of that participation (p.17).
Spradley (1980) refers to four levels of participation ranging from "low" engagement to "high"
(p.58). Firstly, "passive participation" involves the ethnographer being present at the scene but
without interacting or partiCipating with those slhe is observing, for example standing at a bus
stop. "Moderate participation" involves maintaining a balance between partiCipation and
observation. This may involve fluctuating between simply observing and participating in some
ways. The ethnographic work of Kirkham (1983, 1989) with women in labour rooms illustrates
this fluctuation. At times she was able to sit and observe with minimal interaction, but at others
she answered questions or held women's hands as appropriate. Hunt (1995) went a step
further in her delivery suite ethnography by actively and deliberately taking on some basic tasks,
for example answering the phone in order to make herself generally more acceptable to staff.
The third level Spradley (1980) refers to is "active participation". This involves doing what the
people in the study situation do to gain inSight into the cultural codes and rules for behaviour.
The final stage involves "complete participation". The researcher is this case tends to already
be a member of the group/situation to be stUdied.
In addition to making a decision about the level of participation I intended to adopt I also needed
to consider where to observe and when and who to talk to and what to ask and how to record
information and data (Hammersley and Atkinson 1995). Ethical considerations clearly needed
55
to be central in the decision making process • After discussion with the head of midwifery it
was agreed that on arrival to the ward at the start of a block of field-work, I would listen to the
hand-over report to ascertain which women fulfilled the inclusion criteria. This also enabled me
to introduce myself to the midwife-in-charge and other staff on the 'shift'. I then selected one
side of the ward for observation. This decision was based on knowledge of which side had the
most mothers who fulfilled the inclusion criteria and therefore the likelihood of recruiting mothers
or the need to follow mothers up from the day before. I covered both sides of wards A and B in
this way observing on ward A first and then B later. On arrival for a session of observation,
following the 'report' I then approached all available women, on the selected side, that fulfilled
the inclusion criteria, to request their participation. 56
I based myself at the 'station' enabling me to view the three bays. I was then able to 'move in'
to observe a particular mother and midwife more closely when appropriate. On other occasions
I based myself in a four-bedded bay as there was a chair and table by the window in each case.
I adopted this position when I wanted to focus upon one or two women in more depth or when a
mother declined to be observed in another bay making sitting at the 'station' unethical. On a
few occasions I shadowed a midwife for the shift or session but this was more difficult due to the
fragmented nature of their work. My level of participation was therefore "moderate" (Spradley
1980, p.58), but fluctuated between levels of activity, being more intensive when sitting in a bay
and even more so when sitting behind curtains with a mother and midwife. 57
I sampled early (07.15 start), late (14.00 start) and night (20.30 start) periods of working,
sometimes as single days and other times in blocks of two to five days. Periods of observation
lasted approximately three to five hours during the day, eleven hours at night My earlier
observations were more general, with the 'station' being an ideal place to sit Spradley (1980)
recommends a broad approach to the initial stages of ethnographic observations. This involved
conducting "descriptive observations". These were more general observations guided by a nine
dimension framework for informing data collection (Spradley 1980, p.78):
1. Space: the physical place or places, i.e. ward layout, geography, nursery.
2. Actor: the people involved, i.e. the mothers and midwives.
3. Activity: a set of related acts people do, for example the postnatal examination or specific
support with breastfeeding.
4. Object: the physical things that are present.
5. Act: single actions that people do.
6. Event: a set of related activities that people carry out.
15
15
57

I describe ethical considerations in more deteR later in this chapter.
I describe this process In more detail under ethical considerations.
I dJscuaa specJfJc decisions around whether I became InvoJveclln certain situations under the section, 'my role In the

field'.
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7. Time: the sequencing that takes place over time.
8. Goal: the things people are trying to accomplish.
9. Feeling: the emotions felt and expressed.
As the ethnographic research got underway I spent more time making "focused observations"
(Spradley 1980, p.128). These involved focusing down to elicit more specific aspects of cultural
meaning, such as the nature of the support offered to women when they requested assistance
with or information about breastfeeding. Finally, I engaged in "selective observations" involving
a narrowing of the focus further to look for differences among specific cultural categories
(Spradley 1980, p128). These required careful planning of very specific aspects to be
observed. I conducted selective observations in response to the development of early theory
and the need to test out my theorising and assumptions, for example I deliberately sought to
observe the activities of a midwife whose approach was discrepant from that of previous
midwives I had observed. This enabled me to build the emerging theme of 'taking time touching base' more effectively (see chapter 9). This progressive focusing during data
collection is also described by Hammersley and Atkinson (1995) as a gradual shift from
describing social events and processes towards developing and testing theories. This included,
as stated, searching for and focusing upon cases which would confirm or refute my early
theorising.
In total, I observed and interviewed forty women on site 1 with nineteen being seen on one day
only and twenty-one being followed through for two to five days. I observed and described in
detail seventy-nine encounters between midwives and mothers. Sixteen of these were
postnatal examinations that included a discussion about breastfeeding. All seventy-nine
episodes specifically included a discussion about or assistance with breastfeeding. Each
episode was concluded when the midwife left to attend to another matter.
I used a hand held tape recorder to record Interactions and interviews where possible, unless
either mother or midwife refused permiSSion. However, the spontaneous nature of some of the
interactions did not lend themselves to me asking for permission, requiring note taking instead.
In all cases I took extensive notes as after the first few transcriptions I realised that some of the
recordings were inaudible due to babies crying loudly, sudden lowering of voices or turning of
heads away from the recorder. I noticed that when the midwife was actually assisting the
mother to breastfeed, she would lean forwards and lower her voice to avoid disrupting the
mother and baby's efforts. This meant that when I replayed the tape there would often be parts
that were inaudible.
Interviews with postnatal women
I conducted sixty-six focused interviews with postnatal women. I interviewed one participant
five times, two participants four times, four participants three times, twelve partiCipants twice
and seventeen once. Four women were observed with their consent, but then declined to be
interviewed for various reasons, for example they said that they were too busy.
Where possible the interviews followed an interaction but this was necessarily very flexible
related to women being involved in other activities, for example attending to their baby, wanting
a rest, bath, a meal or expecting visitors. The interview length ranged from a few minutes up to
twenty minutes. The interviews were flexibly guided by the specific context of each situation
and the nature of preceding events and I therefore refer to them as 'focused'. They helped to
clarify issues related to the interaction and included questions such as "How has this
discussion/encounter with the midwife influenced you with regard to breastfeeding?" AHhough I
had an agenda I took care to remain open and flexible to issues raised spontaneously by
women.
My initial intention was to focus upon interactions when carrying out subsequent interviews.
However, when I approached women a second time, I found that they were more interested in
talking about their experience since I last saw them, which in some cases was the day before. I
also found that I was not always seeing regular interactions around breastfeeding and therefore
I decided to follow some women through, where possible, for two to three days of their stay, in
one case five days. In these situations I commonly asked, "how do you feel about
breastfeeding today?" and "tell me about your experiences of breastfeeding since I last saw
you". In most interviews the following issues were covered at some point: reason(s) for deciding
to breastfeed; what type of support she had had with breastfeeding so far; intentions regarding
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breastfeeding after discharge from hospital; previous experience of breastfeeding (if
multiparous). For the women who were interviewed on more than one day I was also able to
'check ouf that my impressions of their experience to date seemed accurate to them, thus
enhancing trustworthiness of the data.
Again, I progressively focused during data collection (Hammersley and Atkinson 1995), with
individual women but also as the study progressed, in order to test out my early theorising. I
avoided imposing a priori categories during the early periods of data collection but as categories
emerged they were incorporated into later interviews, for example it became evident that plans
for the future influenced ways of negotiating the hospital breastfeeding experience. I therefore
carefully sought out further data on this relationship. At all times, I endeavoured to flexibly
achieve a balance between eliciting individual stories while ensuring enough consistency to
allow for comparison between participants (May 1991).
I asked women if they would like to talk to me in a private place with their baby with them, as
there was usually an empty side room or day room. However, most preferred to talk by the
bedside and due to the considerable volume of background noise these conversations were
usually inaudible to others. In all cases I waited until the midwife had moved on to another bay
if I was asking women about a specific interaction. The discussions tended to be quite
intermittent due to the baby waking or a midwife approaching. I taped interviews when
permission was given but also took notes due to background noise and possible loss of data.
Interviews with midwives
My original intention was to interview midwives in-depth about the specific interactions I had
observed. However, their extreme busyness meant that they were often unavailable to be
interviewed. Breaks were scarce and at the end of the 'shift' they wanted to get home, so
opportunities were very limited. The most common ways in which midwives allowed me to elicit
their views was by them initiating contact. This usually involved them coming up to me at the
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'station' when I was the only person there and talking to me, often rather vaguely, about an
interaction but then moving swiftly on to provide me with contextual detail about the 'system'. 58
This provided me with broader contextual detail about the ways in which the culture within which
they were working impinged upon them, influenced the women 'passing through' and impeded
them in providing support for breastfeeding women. On these occasions I simply took notes as
to suggest tape recording would, I felt stifle the spontaneous nature of the discussions.
In one situation a midwife (Eunice MW19) approached me in the changing room at the end of a
night shift with a series of issues concerning her. She agreed to come and sit in an empty side
room and I was able to conduct a tape-recorded interview with her. I also conducted a
prolonged ta~ interview with another midwife (Jenny MW14) whom I had shadowed over
several days . Other than this the interviews mainly took place at the 'station' which despite
being an open, public space was quite private in that the volume of noise in the ward was
generally so high that any conversation at the 'station' could not be heard. This lack of audibility
was enhanced by the midwives aligning their bodies so that their backs faced the ward when
talking to me. I conducted eighteen guided conversations with thirteen of the midwives. These
involved discussions with one midwife on three occasions, three midwives on two occasions
and nine midwives on one occasion. The discussions usually lasted about ten minutes but the
two taped interviews lasted for thirty to forty minutes.
Although I had not anticipated the way in which midwives would direct the place, format and
content of the conversations with me, the 'critical' nature of their comments assisted me in
emphasising the influence of structure over agency in midwives and the political over the
personal, an essential facet of a critical study. This participant-led agenda shift was also
described by Menzies (1989)81 in her classic organisational study of nursing. Despite her aim of
developing new methods in nursing organisation, her focus was shifted by the nurses repeated
reference to their "tension, distress and anxiety" (p.3).

Aa stated, the 'station' was rarely used by any of the staff In their normal ways of working as note making took place
at the end of the beds. Therefore, I was usually the only person sitting there.
III Due to the participant initiated nature of the Interviews, I refer to them as 'guided conversations'.
10 I later refer to this midwife, Jenny (MW14), as a discrepant case, due to the differing nature of her interactions.
81 I refer to the work of Menzies, In chapter 9, with regard to the ways In which midwives cope within a highly regulated
Institutional culture.
III
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Procedure - Site 2

Data collection commenced in November 2000 and continued through the first half of 2001.
This included two blocks of leave one being two months long and another one month long.
These blocks enabled me to spend prolonged periods of time conducting field-work. Having
had a fairly straightforward experience of observing on site 1, site 2 brought some unexpected
and interesting methodological challenges. Each mother's curtains were drawn around her bed
for most of the time, effectively clOSing off rooms, apart from a narrow gap down the middle of
the bay. When all four sets of curtains were drawn there was a negligible space to walk through
and nowhere to sit and observe activities within a room. I either had to sit with one woman
behind the curtains, which I felt was too intrusive and intense for her, or sit by an empty bed,
when the room wasn't full, waiting for a midwife to approach a woman. However, I tried the
latter on two occasions but then abandoned further attempts, as I quickly realised that it
constituted a covert way of observing, with women appearing to be uncomfortable with what I
was doing despite having consented.
The midwives based themselves in the office, attending to women as they buzzed with
postnatal checks of mother and baby usually being combined with a request from a mother for
assistance. The only strategy I could use was to base myself in the office and then follow a
midwife when she went to see a woman who had consented to participate. However, midwives
tended to resist my attempts to observe them in this way by providing women with minimal
attention, then saying that they would return in a few minutes or later, which they endeavoured
to do without me in attendance. I also tried shadowing midwives but this was unpopular and
again they would say, "there's no point you coming, this person is bottle feeding- or -she is an
antenatal". They tended to structure their work to exclude me. When I started to shadow
midwives I found that they would readily take up the opportunity to go to delivery suite, leaving
me back at 'square one' again. On one occasion when I did successfully Shadow a midwife, the
next day when I phoned to say I would like to come she said that the staff would prefer not to be
observed that day as they were too busy.
On other occasions when I phoned the midwives would say that there weren't any women for
me to see, that they were all bottle feeding or that the 'breastfeeclers' were going home first
thing in the morning-. I felt as though I was playing a game with them. I spent large amounts of
time, sometimes several hours, sitting in the office and trying to follow a midwife to a
breastfeeding mother's bed-side. I would sometimes arrive at the unit and after several hours
go home having collected very little data. The night 'shift' was even more difficult, as again
midwives avoided encounters when I was around and there was nowhere I could sit and be
unobtrusive. I actually felt at times that I was compromising women's care because midwives
were avoiding being involved in discussions about breastfeeding because I was there. The staff
reluctance to be observed appeared to relate to their feeling that they lacked knowledge about
breastfeeding and an accompanying lack of confidence. Secondly, there was resistance to
feeling that they were under surveillance. This was striking in its contrast with site 1 where
surveillance was so embedded in the culture that I was simply an additional minor irritation. I
return in more depth to the issue of surveillance in chapter six.
As I had had permission from the ethics committee to follow women through and Interview them
about their experience of breastfeecling so far, in addition to observing them, I did this even in
the absence of having seen interactions. This actually gave me rich data both related to
women's experience of breastfeecling in hospital and to interactions I had seen or not seen and
women's perceptions of these encounters. Thus the site 2 data helped me to further focus on
women's personal meanings, experiences of breastfeeding and their bodies while in hospital.
My observations, or lack of them, on site 2 brought the issues of surveillance and public-private
activities of women to the forefront. The difficulties I experienced also reflected Hammersley
and Atkinson's (1995) assertion that in spite of careful planning regarding what and who is
observed, the nature of the setting shapes the development of the research.
As with site 1, on arrival to the ward at the start of a block of field-WOrk, I listened to the handover report to ascertain which women fulfilled the inclusion criteria. I then approached all of the
women fulfilling the inclusion criteria. There were often only one or two women, given the
quietness of the ward, the low level of initiation of breastfeecling and high discontinuation rate in
hospital. I sampled early, late and night periods of working sometimes as single days and other
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times in blocks of two to three days.82 I observed and/or interviewed twenty-one women, nine
were seen on one day only and twelve were followed through for two to three days. Periods of
time spent on the ward lasted approximately three to five hours. A tape recorder was used for
interactions and interviews where possible, unless permission was refused requiring note taking
instead.
Observations
Despite the difficulties I still managed to observe eighteen encounters between midwives and
mothers, four of which were postnatal examinations. As in site 1, the eighteen episodes
specifically included a discussion about or assistance with breastfeeding and the episode was
concluded when the midwife left to attend to another matter.
Interviews with postnatal women
I conducted forty focused interviews with postnatal women. I interviewed one participant six
times, one participant four times, two participants three times, seven participants twice and ten
participants once. As stated, where possible the interviews followed an interaction but due to
the low number of observed interactions the majority of interviews occurred without me having
observed an interaction and centred around women's experiences of breastfeeding in hospital.
This inevitably included their encounters with midwives and ways in which their needs regarding
breastfeeding were met or not The interview length ranged from a few minutes up to twentyfive minutes.

Interviews with midwives
I conducted nineteen short interviews with ten of the midwives, three midwives on three
occasions, three midwives on two occasions and four midwives on one occasion. The
discussions lasted from a few to ten minutes and took the form of conversations during which I
simply made notes. They took place either in a bay or in the staff office depending on the
context. The discussions related to interactions, associated issues or general ways of working
and providing breastfeeding support As in site 1, the midwives tended to volunteer contextual
detail related to the general way of working, in preference to specific discussions related to
interactions.
Field notes
Throughout the entire data collecting phase of the study I wrote up field notes. These are
"relatively concrete descriptions of social processes and their contexr (Hammersley and
Atkinson 1995, p.175). These field notes included contextual details regarding place, who was
present, times and circumstances. My descriptions were written in what Spradley (1980)
describes as ·concrete language", i.e. full descriptions minimising the amount of condensing,
summarising, abbreviating and generalising (p.68). However, as Spradley (1980) points out,
there were times when I only had time to jot down key words and phrases, which would trigger
my memory later when a fuller description could be written down (p.69). In addition to recording
contextual detail, observations and my reactions, I supplemented all interviews with field notes,
carefully separating direct quotes from my own words and descriptions.
When I got home each day I rewrote my field notes while they were 'fresh' in my memory and
added further comments and reflections. I carefully recorded the dates and the code numbers I
allocated to each participant with the relevant field notes. I utilised these notes as an additional
source of data for analysis and when re-reading them they provided me with a description of the
postnatal wards and assisted me in contextualising the interactions. As Hammersley and
Atkinson (1995) stated they had the "power to evoke the times and places of the 'field' and call
to mind the sights, sounds and smells of 'elsewhere' when read and reread 'at home" (p.176).
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The start and finish times for the three 'shifts' were the same as for site 1.
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Ethical conslderatlons A
Participant autonomY/informed consent
Gaining access to a particular setting does not guarantee access to all the data available within
it (Hammersley and Atkinson 1995). This becomes inevitable in the crucial protection and
maintenance of each participant's autonomy. As Holloway and Wheeler (1995) state: -respect
for autonomy means that the participants in the research must make a free, independent
choice, without coercion" (p.224). This requires that informed consent is obtained, the principle
of which "expresses the belief in the need for truthful and respectful exchanges between social
researchers and the people whom they studY- (ASA 1999, p.3).
Each time I commenced an episode of field-work I approached postnatal women fulfilling the
inclusion criteria and asked if I might talk to them about the study. If they agreed to this
conversation, I then sat and explained the study verbally and then provided written information
and a consent form (see appendix 2). I invited women to take their time to read the information,
after which I retumed about thirty minutes to an hour later to answer further questions and
obtain written consent from those who agreed to partiCipate. A second copy of the information
sheet was left with each consenting participant for her reference. Each potential participant had
the option of discussing any issues with a midwife in the interim period or at any other time. I
made the decision not to ask a midwife to introduce me to each participant as I felt that this
could have a coercive element to it, in that women might endeavour to please the midwife
providing support for them.
I made it clear to each potential participant that she had the right to opt out at any stage in the
process and the right to refuse to answer any question. She could inform me at any time if she
was no longer happy to be observed. Crucially, I made it clear that refusal to participate would
not in any way affect women's care. It was particularly important to avoid intruding upon
women's privacy and indeed space and therefore in any situation where a woman preferred not
to be observed I specifically based myself in one or two of the other bays in site 1 rather than
sitting at the 'station'. On both sites, if a woman in a bay/room did not want to participate, I only
entered if observing a specific mother-midwife interaction or interviewing a woman. I also
explained the nature of the study to mothers not included but in the same areas as mothers who
I was observing. 84 I made it clear to non-participants that I would only be making notes related
to those who had provided written consent. As stated earlier, in order to protect women from
covert or intrusive observation, on site 2 due to curtaining of each bed, I adapted my
methodology to maintain women's autonomy.
Consent in research is a process, not a one-off event, and may therefore require ongoing renegotiation (ASA 1999). Bearing this in mind, each time I approached a postnatal woman to
carry out a specific observation I asked for her verbal permission again. Secondly, when I
followed a woman through for more than one day I approached her at the start of the next 'shift'
and asked her again if she was accepting of my continuing observation and/or interview with
her. In some cases the male partners were present during observations and/or interviews.
When this occurred, I also gained their permiSSion verbally to observe. Sometimes they
spontaneously contributed to the interviews in which case I gained their consent to include their
comments in the research.
Midwives were informed about the study verbally and in writing at 'report' time, see appendix 3.
I asked them to inform me at the commencement of the 'shift' if they preferred not to be
observed and/or approached regarding their encounters with postnatal women. I also stated
that they had the right to refuse observation or discussion with me at any time. As with the
postnatal women, each time I approached a midwife and mother prior to or during an interaction
I again requested permission to join them. I made it clear that although I was taking notes
during report time I was not using that information in the research. I also provided the same
information to student midwives, nursery nurses and ancillary staff and, while they were not
included in the study, they were asked to inform me if they had objections to me observing them
85
if they were part of a mother-midwife interaction. I did not receive any such objections.
" I utilised the Ethical Guidelines for Good Research Practice produced by the Association of Social Anthropologists of
the UK and the Commonwealth (ASA 1999) to guide me in making ethical decisions.
M None of these non-partlclpatlng women objected to me being around but If they had have done I would have avoided
that bay.
" For example, a student midwife might be accompanying a midwife during an encounter with a woman.
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Spradley (1980) argues that the ethnographer should not simply aim to consider the interests of
informants but to actually safeguard their rights, interests and sensitivities (p.21). At all times
observations and interviews with staff and mothers were conducted with extreme sensitivity and
flexibility, acknowledging their busyness and necessary preoccupation with other matters.
Recognising that for postnatal women this was a vulnerable period, I endeavoured to be
sensitive to body language. This included, as Mason (1997) suggests, noting expressions such
as fatigue, embarrassment and anger and responding accordingly, in some cases by shifting my
gaze elsewhere and in others by gently changing the subject or by carefully concluding an
interview.
I took particular care with regard to consent in relation to using the tape recorder. As the ASA
(1999) state with regard to technical data-gathering devices, "those studied should be made
aware of the capacities of such devices and be free to reject their use- (p.3). The information
sheet for both postnatal women and staff made it clear that they had the right to refuse to be
taped and the right to listen to any tape recorded material pertaining to them and to request its
destruction or removal.
Maintaining confidentiality and anonymity
Confidentiality and anonymity were assured and maintained at all stages of the process. All
transcripts were anonymised with removal of any names. Names were replaced by sequential
code numbers, for example P1 for a participant and MW1 for a midwife. Tape recordings were
taped over once transcription had taken place. Signed consent forms were locked away and
kept separate from the transcripts. All field and reflective notes were written utilising the
allocated participant or midwife code numbers. It was made clear to all participants on the
information sheets that the findings from the research would be utilised for my PhD and in
published papers. The ASA (1999) state that: "If guarantees of privacy and confidentiality are
made, they must be honoured unless they are clear and overriding ethical issues not to do so·
(pA). This would only be the case in the event of me observing or hearing about serious
professional misconduct or if I was to observe child abuse. This was discussed with the heads
of midwifery before hand, but there weren't any such incidents.
·Stepplng Into the ethnographer's role' • my Pl!!8nce In th' field

There were many considerations I needed to make about how I entered the field and behaved
once in the field. The decisions I made related to the nature of the setting and the need to gain
access to a range of different types of data (Hammersley and Atkinson 1995).
Impression management
Hammersley and Atkinson (1995h) refer to the Importance of -impression managemenr, that is
the impression given by appearance- (p.83). I needed to consider the impression I gave to
mothers and secondly to staff. This not only related to how I wanted to be perceived but also to
what extent I wanted to partiCipate in the scene. The way in which I dressed was crucial in this
context. I was aware of what Hammersley and Atkinson (1995) refer to as the udual ettecr of
dress, in that it also has an effect on the researcher.
I felt I needed to look tidy and reasonably professional without appearing to be engaging in a
clinical role, so I excluded wearing any form of uniform. I did not want to come across as an
'official person' by dressing in a suit, as I felt that this might coerce women Into consenting and
secondly it would make my interest in their stories rather official. I felt that neither a uniform nor
a smart suit would be popular with the midwives as I was not 'one of them' and neither did I
want to come across as being there in an official capacity. I therefore decided to dress in a
fairly smart T-shirt with a collar, plain cotton trousers and flat, quiet shoes. I felt that quiet shoes
were important as clicking heels give the impression of being official and indeed officious. I
wore my University 10 badge around my neck for security purposes and to reassure staff and
mothers of my legitimacy on the ward. This way of dressing made me feel non-conspicuous,
approachable, casual and yet acceptable to staff and mothers.

• I also refer to impression management, in a broader ..... with regard to midwives, in chapter 9.
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Daily gatekeepers
Once in the clinical setting, I had to negotiate with a second level of gatekeepe~7, the midwives
in charge of the wards. This re-negotiation had to be carried out on a daily basis and indeed if I
crossed over a 'shift' I had to approach the 'incoming' gatekeeper. On site 1, there was a
midwife 'in charge' of each side of the ward, so this involved negotiating with two 'gatekeepers'
each time I entered the field. Attending for the report on both sites made this negotiation much
simpler and enabled me to fully inform all members of staff about my activities. The report time
enabled frank discussion about any issues, with staff knowing that I would not report on any
discussions taking place during this 'hand-over' period.
Ethnographer or part of the surveillance apparatus?
Hammersley and Atkinson (1995) refer to two perceived identities of the researcher, the expert
and the critic, which make the gatekeeper(s) uneasy, i.e. -The expectation of critical
surveillance" (p.79). This was particularly challenging for me as although I selected sites in
which I was least known, I was nevertheless known as a lecturer from the university with
specialist knowledge of breastfeeding. The midwives were clearly aware of my presence in the
field, particularly when I was 'sitting in' with the midwife and mother. However, through the
information and consent forms and the verbal infonnation giving, I made it clear that I was not
there to provide any clinical care or to express any specific opinions. At first I felt that a few of
the midwives were somewhat self-conscious and aimed to 'perfonn' well, making frequent eye
contact with me to monitor my reaction. However, as time elapsed and it became clear to these
midwives that I was not there to interact with them I found that they habituated to my presence
and appeared not to be performing on my behalf. 88 This stemmed partly from their obvious
preoccupation with more pressing and concerning issues than someone observing them.
Kirkham (1983) and Hunt and Symmonds (1995) also describe this habituation and attention to
greater pressures.
The 'Hawthorne effect' may have manifested. This relates to the effect of being studied upon
The
those being studied with knowledge of the study possibly influencing behaviour.
partiCipants may become more interested in the subject area or they may change their
behaviour simply because someone (a researcher) is showing an interest in them (Bowling
1997). In this study I have to acknowledge that support for breastfeeding women may have
improved because of my presence. This was also reported by Kirkham (1983) who noted that
the participants she observed may have been on their -best behaviour- because she was
observing them. However, as she further remarks, ~is in itself highlights what behaviour is
seen as 'best'-, a matter of interest in itself (p.86). As the encounters and support (or lack of it) I
observed still left considerable room for criticism I felt that any attempted improvements due to
my presence did not fundamentally compromise the extent to which I was able to critique the
situation. In line with a constructionist epistemology I also recognise my presence in the
situation as an inevitable part of the construction of the social situation that should be exploited
in a reflexive manner (Hammersley and Atkinson 1995).
On site 1 there were particular sensitivities regarding the UNICEF UK BFI. 88 I was asked on
several occasions was I 'something to do with' the BFI. I made it clear that I was not and that I
could see some of the positive aspects of it but also some of the negatives. This tended to put
staff at ease in that they did not feel that I was monitoring compliance with their breastfeeding
policy or adherence to the 'Ten Steps'. On site 2, I was relatively unknown to staff but as there
was a fairly new head of midwifery who had a particular interest in breastfeeding promotion,
they may have suspected that I might be auditing their activities in order to report back to her. I
made it clear on both sites that a report would be submitted to the head of midwifery, but that I
would not be including any specific interview material or individual observation reports and that
it would simply be a summary of key practice issues.
As already discussed, on both sites staff endeavoured to illustrate to me contextual issues
related to their support, or lack of it, for breastfeedlng mothers. They did this through
conversations with me and secondly through their actions. I describe this further in chapter 5.

The first level gatekeeper being the head of midwifery for each unit, _ dlscl.led earlier.
This level of habituation did not develop on lite 2 _ my obeervatIons wet8 limited by c:onstr8lnts In the field, as
dlscl.led.
• As stated, this unit no longer held 'Baby Friendly' accreditation.
81
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Level of participation
I made it clear in the information form to all participants that I was a midwife researcher, there to
observe and listen but not to provide health care or advice. However, as stated, I still needed to
decide the level of participation that I was prepared to undertake. While I felt clear that I would
be engaging in "moderate partiCipation- (Spradley 1980, p.58), the degree to which I maintained
a balance between participation and observation needed careful thought When Sitting at the
'station' I could simply observe from a distance. However, increasingly, as stated, midwives
would come over to me and initiate a discussion that I responded to in every case. The station
nevertheless provided me with a form of space that enabled me to think analytically and write
up field notes. Hammersley and Atkinson (1995) refer to the importance of finding or creating
such a space in the conduct of an ethnography.
When at the bedside I made myself as unobtrusive as possible by minimising eye-contact with
either mother or midwife. Lomax and Casey (1998) refer to the difficulties with this stance, i.e.
"being present but communicatively disengaged- (p.14). My way around this was to note-take,
which I needed to do anyway. Note taking gave me a clear and seemingly legitimate role,
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thereby exempting me from engagement. While remaining acceptably engaged in note taking
I did respond to situations when not to have done so would have clearly shown a lack of
empathy or respect. I did therefore look up when I felt invited to do so, for example, if mother
and midwife were sharing something sad or funny. Likewise, if a mother asked me a direct
question I either deferred it to the midwife if it related to clinical issues or answered it if it was
more general. To not do this would have cast me into a 'cold' observer role that would be
lacking in respect and would have made ongoing co-operation of mothers and midwives
unlikely.
There were some situations in which I did get involved in order to ensure that women were not
compromised by me being there. As Lipson (1991) states, one should "not forsake necessary
intervention or an advocacy role for the sake of research purit( (p.19). One example of
intervening occurred when a woman asked the midwife to show her how to hand express. The
midwife, looking very heSitant, said that she would do that later. I sensed that my presence
might have deterred her from wanting to provide the demonstration, so I suggested that the
leaflet available on the ward might be useful. The midwife, who was apparently unaware of its
existence, found the leaflet and returned with it. A little later, once the midwife had left the
bedside of the partiCipant I suggested to the midwife that the infant feeding specialist might be
asked to demonstrate the hand expression and should I ask her when she came on to the
ward? The midwife agreed and the infant feeding specialist invited the midwife along so that
she learnt from the experience.
On another occasion, an adolescent mother who appeared to be keen to breastfeed after a poor
experience of bottle feeding her first baby and who described it as a 'dead special experience'
had not received any information about positioning, attachment and effective feeding. Thirty-six
hours following the birth she was struggling with very sore nipples and had had very little
support. She had not received any written information at all on the post-natal ward. I asked her
if she would like to see the infant feeding specialist who was expected on the ward.
Subsequently, the infant feeding specialist spent some considerable time with the young mother
going through the principles of establishing effective pain free feeding. Clearly, this intervention
will have influenced this mother's experience, but I felt that it would be unethical not to act in this
situation and also it was the last time I was going to see her.
The informal referral arrangement on site 1 that enabled me to highlight specific needs to the
infant feeding specialist provided an ethical way for me to cope with situations, as above. I did
not discuss individual midwives or situations that would enable the infant feeding specialiSts to
identify specific midwives, except in situations in which I first spoke to the midwife, as in the
hand expression example above. I was also able to highlight general issues to the infant
feeding specialists at the end of the field-work through providing them with a copy of the
anonymised report given to the head of miclwifery. In having access to the specialists in this
way, I decided not to engage them personally in my observational and interview work as this
could have compromised the relationship.

70 Note taking was also used by the midwives 88·. strategy at the cIo8e of an encounter, to Indicate a period of
disengagement (see chapter 9).
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There were many occasions when there was what might be described as sub-optimal support in
which I did not take any action. It would have been impossible to intervene in all of these cases
and inappropriate to do so given the nature of my role. Johnson (1997) refers to taking this
stance in his ethnographic nursing study, discerning what constitutes ·conduct which is not bad
but could possibly be better" and actions, or lack of action(s) with the potential to do harm
(p.46). I felt that the best way to address the 'could be better' types of practice was through my
reports to the two heads of midwifery. These reports summarised the range of practice issues
but in a fully anonymised manner. This gave the heads the opportunity to focus upon
necessary improvements through midwifery supervision, management and by providing
opportunities for education. On site 1, the report I submitted was distributed by the head of
midwifery through the cascade management system and was also discussed with the two infant
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feeding specialists. On site 2, the report was discussed with the consultant midwife who was
given the remit to ensure that ongoing education addressed the issues.
I found that during observations I was rarely asked questions by either mother or midwife, but
the nature of the relationship changed during interviewing. This was perhaps inevitable as
these were one-to-one encounters mediated by language between the participant and myself.
Fontana and Frey (1994) make the point that to obtain rich and meaningful data the researcher
must be prepared to give of herself, creating a two way dialogue. If a postnatal woman asked
me a question I responded with sensitivity but avoided coming across as an 'expert'. I found
that speaking as a mother was an effective way of avoiding this and yet responding flexibly to
women's questions during interviews. Midwives' questions tended to centre upon knowing
more about the research to which I responded unless they asked for my findings which I stated I
could not disclose until the research was complete.
Observing or eating toast
One dilemma occurred over breaks. On site 1, staff took a morning coffee break during which
most of the staff entered a specific room to eat toast and have a drink.72 I decided at first to
avoid entering this arena. However, after the first few days on ward A one of the midwives
asked if I was observing toast-eating or participating in eating it and jokingly invited me to join
the staff. Thereafter, I joined the staff when invited. I found that in this setting when my
notebook was out of sight, staff asked me further questions about what I was doing and why. I
answered their questions about the research aims and process but, as stated, made it clear that
I could not talk about findings at this stage. I also made it clear that I was not there to give an
opinion as this would change the nature of my role. As time elapsed staff tended to simply
include me in general chatter that was unrelated to the ward, to include holidays, television
programmes and shopping. I found myself living in two worlds, the informal world of the staff
room, in which I was not actively 'doing ethnography', and the ward in which I was intenSively
observing and note taking. The breaks became as important to me as they were to the staff
and my willingness to partiCipate, I felt, made me more acceptable to the staff.
On Site 2, coffee and toast were eaten in the ward office on a more ad hoc basis which I joined
in if I happened to be in the office, engaging in casual conversations when appropriate. This
was a more difficult situation, as it was also the base of activity and earlier in the field-work as I
was constantly trying to 'catch' a midwife to follow to specific participants, my role in the office
was blurred. Later, as I began to focus more upon the women and less on the midwives the
tension reduced and midwives tended to ask me to come and join them for a drink and toast.
StepDing out of role
Although I had not worked in a hospital setting as a midwife for over ten years, I was very much
aware that as a midwife I had been in the past encultured through the maternity ward subculture. Hunt and Symonds (1995) describe the challenge this creates in separating
professional judgement from ethnographic analysis. They refer to the need to balance being a
midwife with considerable expertise and inevitable preconceived ideas relating to what
constitutes best practice with retaining the ability to treat the familiar as "anthropologically
strange". They continue, "ethnographers are part of the social world they study" but must also
"develop the ability to stand back and reflect upon themselves and the activities of the world"
(p.40). Spradley (1980) also refers to the challenge of converting from a normal participant
: However, to my knowledge It did not reach the 'gl1lll roots' midwives in report form, only IS a tool for discussion.
On ward A this was the generaJ..purpose kitchen and on ward B a designated staff room.

77

mode in which much information is ignored by a process of "selective inattention (,tuning out,
not seeing and not hearing') to the observer who seeks to become explicitly aware of
happenings" (p55). He describes the process of leaming to see with a 'wide-angled' lens, i.e.
taking in a much broader perspective of information. This, he argues, is crucial for the
continuing eliciting of tacit cultural rules.
I had to carefully reflect on the influence of my own history both as a midwife and a mother in
order to avoid ignoring aspects of the environment that I had become familiar with in the past.
As Hammersley and Atkinson (1995) warn, it is crucial to avoid the "comfortable sense of being
at home" with its associated risk of impeding ones' ability to see and hear critically (p.115).
They refer to the rhetoric around research legitimacy with some arguing that the "insider- has
exclusive rights and others that the "outsider" is better equipped. I felt that I was neither somewhere in the middle. I was maintaining a "marginal position", i.e. a point between
familiarity and strangeness (Hammersley and Atkinson 1995, p.109-110). One example of
something that I became acutely aware of, which I had habituated to when working in a
maternity unit, was the intensity of the background noises, an issue I return to in chapter 5. One
of the profound ironies of being in the ethnographic role was that it enabled me to engage in a
level of listening to women and understanding their situations that was impossible for the
midwifery staff to achieve. Leap (2000) describes the importance of a midwife being able to
watch, listen and know through the use of all of her senses. I return to this issue in chapter 10.

Reflexivity
Freire (1972) states that "reflection - true reflection - leads to action" (p.41). Reflexivity was
crucial to this critical ethnographic study and involved a rejection of the bracketed ethnography
and acknowledgement that I am inevitably influenced by my socio-cultural background and
personal, political and intellectual values and beliefs (Stanley and Wise 1993, Hammersley and
Atkinson 1995, Mauthner and Doucet 1998). As Mauthner and Doucet (1998) state, a
"profound level of self-awareness· is needed to "capture the perspectives through which we
view the world" and the "filters through which we experience the world" (p.122). They
recognise that being reflexive about data analysis involves locating oneself socially in relation to
the researched, paying attention to one's emotional responses to the participants and
examining how one makes theoretical interpretations (Mauthner and Doucet 1998).
I utilised a specific section in my field note diary for reflections upon decisions I made
throughout the study and justifications for them. This included an audit/decision-making trail for
the research process, my feelings, experiences, general reminders, memos and early analytical
thoughts (Guba and Lincoln 1989, Ely et al 1991, Koch 1994). This provided a connection
between the data and the associated reflexivity. As Hammersley and Atkinson (1995)
recommend, I was careful not to allow the field notes and transcripts to accumulate without
regular reflection and analytical thought. I also recorded my own positive and negative feelings
related to the experience. These feelings influence the way that I entered into relationships
within the field (Hammersley and Atkinson 1995). Through increasing my introspection in the
field I learnt to use myself as a flexible data-collecting instrument (Spradley 1980).
Crucial to the critical ethnographic study was a constant reflection on power issues related to
the actual research. Alldred (1998) cautions that power may operate through the language we
use with its inevitable hegemonic cultural basis, through our position as a researcher and our
relationship with our participants. I needed to be constantty aware of the ways in which the
researched might perceive me and how this would influence their responses to me. I have also
reflected upon the power inherent in representing others, an issue I return to. Standing (1998)
argues that in representing others' perspectives, the relationship is inevitably one of unequal
power because the researcher decides which parts of the data, interviews and women's words
to present and which to omit. The researcher then decides how to represent the findings and
selects the language with which to do this (p189). This challenged me throughout the entire
process of the research and continues to do so.
Keeping a reflective diary also provided me with an opportunity to work through my own feelings
about the conduct of the research. The complex and unpredictable nature of conducting
ethnographic field-work was quite unnerving at times and writing about my experiences
supported me in coping.
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Analvals
I now go on to describe the ways in which I analysed the data generated by the ethnographic
field work. As Ely et al (1991) state, "to analyze is to find some way or ways to tease out what
we consider to be essential meaning in the raw data [ .... ] that speaks to the heart of what was
learned" (p.140). My approach to the analysis could best be described as cyclical in that both
questions and answers were discovered within the social situation being studied (Spradley
1980). This cycle involves discovering new questions during the field work which in tum guide
the data collection through a process of iterative, concurrent data collection and analysis
(Spradley 1980, Strauss and Corbin 1990, Hammersley and Atkinson 1995). Theory, data
generation and data analysiS developed simultaneously in a "dialectical process· (Mason 1996
p.141).
The initial stages of data collection were tentative and uncertain and therefore somewhat
unnerving. Although I had had previous experience of supporting women in postnatal ward
settings, I was now entering the field in a different role as an observer and listener. This gave
me what Mauthner and Doucet (1998) refer to as a "sense of not knowing and of openness"
(p.122). This openness assisted me in not making 8 priori assumptions about the data. The
combination of intenSive periods in the field followed by withdrawal and intermittent periods of
observation, as recommended by Spradley (1980), enabled me to reflect upon the data and
assisted the ongoing process of data analysis. I also carried out several stages of tentative
writing of parts of the ethnography during the data collection phase and, as Spradley (1980)
suggests, this assisted me in developing further questions and thereby guided subsequent data
collection.

As I was confronted with ways in which to make meaning out of the data I faced several
dilemmas. I wanted to represent the women's voices about their personal experiences and
meanings as they breastfed within medical settings. I was also involved in interpreting not only
postnatal women's meanings but to some extent those of midwives. I was also conscious that
unlike interview data alone, my observations influenced what I heard and the interviews
influenced what I looked for and saw. My interpretations were therefore based on what I saw as
well as heard. While, as argued, this was central to my aims, it made for a more complex
analysiS. I agree with the view of Mauthner and Doucet (1998) that researchers cannot simply
represent the voices of respondents as though they were speaking on their own. The
interpretative process in this thesis therefore constituted a balancing act between representing
the voices and stories of the postnatal women and midwives, my voice as the researcher, my
interpretations of what I saw and the conceptual lenses through which I viewed the data.
I was conscious of the dilemmas in seeking to explore privately based know/edges and personal
understandings and then reconstituting and presenting them in academic language in the public
domain (Edwards and Ribbens 1998). In this way I felt that I was extending the dominance of
publicly based knowledge and ·colluding in its intrusion into every nook and cranny of social life"
(Edwards and Ribbens 1998, p.13). However, without some fonn of collective representation
these private knowledges would remain hidden and ways in which women may be struggling to
carry out marginal, culturally ambiguous, embodied activities in a public domain would remain
hidden and unspoken about Standing (1998) sums up the dilemma in representing women:

As feminist researchers one of our roles is to translate between the private world of
women and the public world of academia, politics and policy. The dilemma remains of
how we do this without reinforcing the stereotypes and cultural constructions we are
challenging (p.193).
Another consideration in selecting methodology for analysis centred upon my endeavour to
congruently connect my epistemology and theoretical perspective with the methodology. I
therefore needed to adopt a critical perspective while avoiding an inflexible imposition of this
perspective on the data in ways that might narrow my interpretation.
Given these conSiderations I decided that I needed to adopt more than one technique for
reading and analysing the data. Mason (1996) refers to the option of conducting both
categorical (cross-sectional) and non-categorical readings of data. The fonner, she argues,
involves studying the transcripts carefully line-by-line and identification of preliminary and
tentative categories emerging from each transcript These categories are coded and then
applied across all of the transcripts. This lengthy process is highly flexible initially with
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renaming, collapsing and merging of categories. As the research develops, connections are
identified between categories and in this way theory is gradually constructed.
I utilised a categorical techni~ue, referred to as "thematic networks analysis" developed by
Attride Stirling (2001, p.385).
Mason (1996) refers to the advantages of the categorical
method as: providing a systematic and rigorous overview of the data; assisting the researcher in
distancing herself from the initially striking or memorable events; allowing surprises to come
from the data thereby moving the researcher beyond an impressionistic view. The criticism of
this method lies in it being mechanistic and segmenting of the data (Van Manen 1990, Mason
1996) and for this reason, a deciSion to conduct only a categorical analysis needs clear
justification.
The non-categorical technique referred to by Mason (1996) involves a more general reading of
the data and rather than segmenting it, identifying the "particular rather than the common or
consistent, and the holistic rather than the cross-sectional" (p.128). This, she argues, enables
the researcher to become aware of the distinctiveness of parts of the data, to come to a deeper
understanding of the highly complex social processes and practices and to recognise the
idiosyncratic and non-cross sectional. I therefore applied this to the second reading of my data.
The final stage in the analytical process involved relating the key themes and patterns that
resulted from the analysis to the original research aims and drawing conclusions through a
synthesis of the network analyses (Attride-Stirling 2001).
Conducting the analYsis
From the outset of the research, I transcribed verbatum any taped interviews and typed up all
non-taped interviews, observational and related field notes. These were dated so that the notes
matched the interviews. I then subjected all of this data to a thematic networks analysis. This
method of data analYSis was developed by Attride-Stirling (2001), although its origins are traced
to some of the principles of argumentation theory developed by the English philosopher Toulmin
(1958). Toulmin (1958) asserts that arguments take many different forms. These may include
presenting cases in law courts, making meteorological statements or a historian defending the
character of an historical figure. Toulmin (1958) recognises that the construction of trustworthy
arguments is necessarily "field-dependenr, but that there are also basic steps in the
progression of an argument that cross interdisciplinary boundaries (p.240). Toulmin (1958)
emphasises that in order to make a trustworthy argument, i.e. to draw some form of conclusion,
one has to establish the merits of that "claim". This requires establishment of "warrants·, i.e.
principles and premises upon which the arguments in support of the claim are constructed.
"Backing" is then required, i.e. supportive arguments for warrants. In this way the person
constructing an argument progresses through three key stages, backing, warrants and a claim
(Toulmin 1958, p.97, 98).
Attride-Stirling (2001) developed Toulmin's three stages in the construction of an argument into
a specific methodology for analysing qualitative data. This involves developing a series of
themes that are presented into a set of networks:
1. Basic themes (Backing).
2. Organising themes (Warrant).
3. Global themes (Claim/Conclusion).
These are presented with the global theme placed centrally, the organising themes radiating
from the global theme and the basic themes stemming out from the organising themes. Each
network has one global theme at its centre so that the final presentation consists of several
networks each with a different global theme at the centre. The connections between the
themes in each network are clearly visible. In this way, as Attride Stirling (2001) asserts:
The technique provides practical and effective procedures for conducting an analysis; it
enables a methodological systematization of textual data, facilitates the disclosure of
each step in the analytical process, aids the organization of an analysis and its
presentation and allows a sensitive, insightful and rich exploration of a text's overt
structures and underlying pattems (p.386).
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I describe the stages of this method in further detail later in this chapter.
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The step-by-step process of building theory, as Attride-Stirlling (2001) notes, has common links
with other analytical techniques, for example 'Grounded Theory' with its concepts, categories
and propositions (Corbin and Strauss 1990).
Steps in the analysis
The first stage in the analysiS I conducted was the data reduction phase involving:
The process of selecting, focusing, simplifying, abstracting, and transforming the data
that appear in written-up field notes or transcriptions [ .... ]. It sharpens, sorts, focuses,
discards, and organises data in such a way that final conclusions can be drawn and
verified (Miles and Huberman 1994, p.10).
The analysiS that I conducted consisted of line-by-line reading of the text and coding of the
basic themes in the margins of each transcript and then on to a large spreadsheet. In this way I
constructed a coding framework that enabled the extraction of sections of text that related to
each code. Over the duration of the field-work stage these codes were frequently readjusted,
renamed, collapsed and merged in order to produce a manageable set of basic themes. As
advocated by Attride-Stirling (2001), I carefully named each baSic theme in order to summarise
the text sections SUCCinctly and in a way that differentiated it clearly from other basic themes.
The next stage in the analYSis involved the construction of the thematic networks (AttrideStirling 2001). I identified common groupings of basic themes and grouped them into
organising themes. I allocated a title to each organising theme that reflected the nature of the
cluster of basic themes. This naming process in itself made me reflect conSiderably upon the
nature of the basic themes and how they underpinned the organising themes. I then grouped
the organising themes into global themes. Each global theme thereby constituted the Mcore,
principle metaphor that encapsulates the main point of the text" (Attride-Stirfing 2001, p.393). I
was then able to represent each global theme and its associated organising and basic themes
as visual networks. I commenced this process of developing networks from an early stage in
the data collection in a very tentative way and this process in itself assisted me in developing
the field-work further. I constantly engaged in a process of refinement and verification of the
networks throughout the research process until no further basic themes emerged, there was no
further movement of the themes and the relationships between the themes were well
established. This process is referred to by grounded theorists as "theoretical saturation"
(Strauss and Corbin 1990, p.188).
Having considered the use of computer-assisted qualitative data analysis software CAQOAS
(Webb 1999) I went on two courses, 'N.vivo' and ATLASIti, to enable me to select and utilise
computer software to conduct the network analysis. However, I found that the CAQOAS made
me feel alienated from the data and I decided that my own paper altemative along with
'Windows' was very adequate for conducting the analysis. Utilising Windows' and paper gave
me time and space to deeply reflect on the data rather than trying to become familiar with
complex computer packages. The process of writing and rewriting assisted me in the
verification and refinement process. A list of basic, organising and global themes is presented
in appendix 4 and the final thematic networks are presented within chapters 6-9.
I analysed the 'guided conversations' with midwives separately, utilising thematic networks
analysis. This involved setting up a separate coding scheme. However, as the analysis of the
observational data and interviews with mothers progressed I started to see ways in which the
midwife data fitted in with the developing coding scheme for mothers. Therefore I gradually
incorporated the midwifery interview data with the main analysis and in this way I added depth
and further context.
Throughout the analysis stages I placed particular attention upon language. As Hammersley
and Atkinson (1995) state:
The actual words people use can be of considerable analytic importance. The 'situated
vocabularies' employed provide us with valuable information about the ways in which
members of a particular culture organize their perceptions of the worfd, and so engage
in the 'social construction of reality' (p.183).
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As Attride-Stir1ing (2001) asserts, the thematic networks constitute a tool in the analysis, not the
analysis itself. The networks enabled me to return to the transcripts and re-read them in
relation to the networks in a cyclical way. I was then able to describe each network in tum and
illustrate the description with sections of text. This supported me in theorising, in that I was
actually exploring the networks and summarising the themes and the patterns characterising
them. In order to make increasing sense of the data I utilised the developing networks along
with ongoing reading of relevant literature to provide me with a deeper conceptual awareness
that, in tum, supported me in a rich and in-depth analysis.
Non-categorical readings of the data enabled me to 'pull out' specific scenarios and longer
sections of transcripts in order to ·show" as well as 'e1l (Spradley 1980, p.166). The noncategorical readings also enabled me to effectively link the micro Issues identified in the
categorical technique with a more macro and holistic perspective. This macro-micro connection
is crucial to a critical anthropological analYSis, as discussed in chapter 3. A macro perspective
was further developed by another reading of the transcripts in which I specifically viewed the
data through a critical lens in order to highlight the influences of dominant ideologies, as
recommended by Thomas (1993). My field notes and reflective diary were utilised in
contextualising the analysis within the socio-cultural and interactional contexts.
8

The non-categorical readings and analyses also assisted me in presenting discrepant cases.
This was particularly the case for the encounters between midwives and mothers that I describe
as 'taking time - touching base' (see chapter 9, section B). Because of the few instances of this
type of encounter I could not subject the data to a formal networks analysis. However, I felt that
the data warranted presenting in a specific section rather than simply juxtaposing it with the
larger volume of more negative data. The non-categorical reading therefore enabled me to
analyse each situation in tum and draw conclusions. Chapter 9(B) is therefore presented in a
different way to the others.
The more holistic readings also enabled me to more effectively utilise the concepts that were
increasingly informing my interpretations, as lenses. Thus, for example as I became
increasingly aware of the impact of a linear interpretation of time in contemporary western
society, I reread the transcripts and reviewed the networks with this very much 'in mind'.
Likewise, the concepts of 'production' and 'surveillance' were utilised as conceptual lenses.
This conceptual focus enhanced my depth of theorising considerably.
Throughout chapters 6-9 I illustrate the themes with sections of Interviews and observations.
While I do not specify which site the partiCiJl8nts were from, unless partlcular1y relevant, the
numbering system enables this identification...
Theoretical sensitivity
Whilst I did not specifICally utilise grounded theory, I did embrace the notion of theoretical
sensitivity advocated by Strauss and Corbin (1990). This relates to the ability of the researcher
to become aware of the subtle meaning of the data and involves:
Having insight, the ability to give meaning to the data, the capacity to understand, and
capability to separate the pertinent from that which isn't [....J. It is theoretical sensitivity
that allows one to develop a theory that Is grounded, conceptually dense, and well
integrated (p.42).
Sources of theoretical sensitivity included my knowledge of relevant literature, previous
experiences in the field of postnatal care and personal experiences of having breastfed three
children on postnatal wards. Further sources of theoretical sensitivity stemmed from frequent
interaction with the data to develop insight and understanding, asking myself questions about
the data, making comparisons, making hypotheses75 and developing tentative theoretical
frameworks (Strauss and Corbin 1990). Throughout the process, I maintained an -attitude of
scepticism- toward the development of the themes and their interconnections, validating them
repeatedly with the data (Strauss and Corbin 1990, p.45).

P1-41O represent the postnatal women on alt. 1 and P41-81 the poItnat8I women on ••• 2. MIdwIY. (MN) 1-24
wortced on ale 1 and midwives (MIN) 25-39 worked on lite 2.
appeIlCIx 1.
711 DefIned loosely here and not In the way used In research underplmed by poeItIvIIIIc -.emptiona.
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Establishing trustworthiness
A key consideration in the conduct and reporting of this research was the need to maximise the
trustworthiness of the research by appropriately representing the area I was studying. A tenn
such as "trustworthiness· is commonly employed in research underpinned by a constructionist
epistemology and the range of theoretical perspectives stemming from it (Uncoln and Guba
1985, p.289). Use of tenns such as trustworthiness within qualitative research indicates
recognition that criteria for deciding what constitutes rigour cannot be transferred between
epistemologies underpinned by fundamentally different assumptions (Toulmin 1958, Uncoln and
Guba 1985, Guba and Lincoln 1994, Ray 1994, Daly and McDonald 1992, Mason 1996).
Lincoln and Guba (1985) state:
The basic issue in relation to trustworthiness is simple: How can an inquirer persuade
his or her audiences (including self) that the findings of an inquiry are worth paying
attention to, worth taking account of? What arguments can be mounted, what criteria
invoked, what questions asked, that would be persuasive on this issue? (p.290).
My actions and interpretations throughout the research process were guided by the need to
maximise the trustworthiness of the research. Firstly, I paid close attention at all stages of the
research process to ensuring that there was coherence between my epistemology and
ontological position, my theoretical perspective, methodology and methods (Guba and Lincoln
1994, Mason 1996, Crotty 1998). This included making explicit my critical standpoint or
analytical lens and the ways in which they fed into my interpretation of the findings. My central
ontological position was that the research participants' "knowledge, views, understandings,
interpretations, experiences and interactions were meaningful properties of the social reality"
that I sought to explore (Mason 1996, p.39). As Martin (1987) states:
We must not make the mistake of hearing the particularistic, concrete stories of these
and other women and assume that they are less likely than more universalistic, abstract
discourse to contain an analysis of society. It is up to anyone who listens to a woman's
tale to hear the implicit message, interpret the powerful rage, and watch for ways in
which the narrative fonn gives "a weighted quality to incident" extending the meaning of
an incident beyond itself (p.201).
The varied techniques I utilised for reading and analysing the data assisted me in being
systematic and meticulous in 'teaSing out' the range of issues generated rather than simply
'picking out' those that corroborated my standpoint. To assist with the categorical reading ofthe
transcripts I maintained a balance between ensuring enough flexibility and rapport to elicit
individuals' stories and yet maintaining enough conSistency in type and depth of questioning to
allow for comparison between the participants (May 1991). The non-categorical re-readings
then assisted me in linking back to the macro-political perspective essential to a critical
ethnography. This supported me in 'keeping hold' of the ethical orientation for critical research
to maintain an emancipatory potential.
The cyclical and iterative process of concurrent data collection and analysis with progressive
focusing and seeking out discrepant cases assisted with maximising the depth of the theoretical
process, as discussed ear1ier (Spradley 1980, Hammersley and Atkinson 1995). Periods away
from the field were valuable in enabling me to 'step back' and reflect upon the developing
analytical themes. This fonned part of the endeavour to reach theoretical saturation which, as
discussed ear1ier, is an important aspect in achieving trustworthiness.
I was also able to obtain respondent validation (Morse 1994, Appleton 1995) in those women
who I interviewed on more than one occasion. I was able to present them verbally with key
issues that they had highlighted the day before during the Interview and to ask them whether or
not they felt that these were for them the key issues. While I was not able to do this for the
participants who I did not follow up, I viewed the respondent validations that I was able to
conduct as a fonn of moderation, in that, those women I approached in this way were in
agreement with my interpretations. Given the size and complexity of the analysis, the critical
nature of the research and the range of 'vOices' represented, I made the decision not to represent the analysiS back to the participants after completion of the research for further
respondent validation. I felt that to present back to women sensitive issues at a vulnerable time
in their lives when they were moving on and through different stages of new motherhood could
have the potential to do hann (Sandelowski 1993). The midwives were infonned that a
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summary report was to be sent to each head of midwifery, which they might like to request to
access. On both sites the reports were discussed at a management level and may have
assisted in planning for further practice and educational needs for the midwives, although this
was beyond my control.
Throughout the research process my decision/audit trail (Uncoln and Guba 1985, Ely et al 1991,
Koch 1994) was made transparent through the peer review and support process provided
during supervision of the thesis development. The developing thematic analysis was discussed
in detail with my degree supervisor and this assisted in enhancing the trustworthiness of the
networks and conclusions. The reflexivity and openness encouraged through the supervision
process also assisted in ensuring that my interpretation of the data was credible (Edwards and
Ribbens 1998, Koch and Harrington 1998, Chesney 2001). I had the opportunity to present
several papers on various aspects of my findings during the final year of my doctoral studies.
Following these papers I received considerable feedback from members of the audiences
related to strong resonance with their own experiences of supporting women with breastfeeding
in hospitals and/or experiences as mothers in this context. This resonance adds to the
trustworthiness of the research (Van Manen 1990). As Martin (1987) states:
When the streams of talk we collected are gathered together, many hard truths are also
revealed. But in addition, putting together many indMdual voices has produced a
resounding chorus. The exhilaration and the wisdom in this chorus tell us of many
visions of life, different for different women and powerfully different from the reality that
now holds sway (p.203).
Conclusion
In describing the methods I utilised to gather, collate and analyse the data I have illuminated
some of the controversies and challenges inherent in conducting ethnographiC research. I have
reflexively accounted for the ways in which I negotiated unpredictable situations and dilemmas
that the research process generated. In the next chapter I describe, in more detail, my
impressions of the postnatal ward cultures. I thereby set the scene for the ongoing 'findings'
chapters.
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CHAPTERS
SEmNG THE SCENE......AT THE END OF THE MEDICAL PRODUCTION UNE
Introduction
In this chapter I set the scene for chapters 6-9 in which I discuss the data by describing in more
detail the settings in which I conducted the ethnographic study. This includes a description of
relevant aspects of both sites to include the ways in which the medical sub-culture influenced
midwives' practices and the experiences of women. The Issues raised in this chapter are
substantially expanded upon in the subsequent chapters. Site 1 and 2 are described separately
in this descriptive chapter, but for further analyses in the subsequent chapters they are
discussed together under the relevant baSiC, organising and global themes.
First impressions - Site1
Thelayoue

S

As stated, site 1 had two wards that had a mixture of ante and postnatal mothers. On entering
each ward there was a staff office, a kitchen and on ward A, a nursery. The nursery on ward B
had been converted into a staff sitting room. There was a 'patient's' sitting room at the opposite
end of each ward. The patient's sitting rooms were rather bleak and uninviting. They contained
several chairs, a hair dryer fixed to the wall, a call phone on a trolley and a television. In ward B
sitting room there were rows of unused cots lined up by the window. I only occasionally saw
women using the sitting rooms to use the hairdryer, phone or to watch television.
Signs
Before I even entered the wards the signs on the doors gave me a feel for what was to come.
Firstly, they heralded medical territory by stating, "mobile phones must be tumed off as they
interfere with vital medical equipment- (my italics). Secondly, they highlighted that this was
hospital territory with accompanying rules. Visiting times were boldly displayed, with a clear
"two to a bed only- and -children must be supervised at all times- beneath the times.
Busyness and noise

As I sat at the 'station' I was immediately struck by the overwhelming and almost constant
feeling of busyness and noise as summarised in my field notes:
I'm feeling utterty bombarded by the busyness and noise. I'm acutely aware of the
constant intrusions and interruptions which women face. The ward clerk calls to
midwives to receive phone calls, or to infonn them that a doctor has arrived to see a
particular 'patient'. She conveys phone messages to mothers and asks for a response
to relate back to the caller. The midwives are rushing up and down looking focused on
the task, careful not to make eye contact with anyone in case they should divert them.
The paediatrician arrives and zooms in on new mothers to do their 'baby check'l1. Then
the obstetric consultant arrives with one or two followers and makes a 'beeline' to
designated post Caesarean section women. The physio trots around with her notebook, followed by the Infant feeding specialist searching for specific mothers. The
'blood lady,78 arrives next with her list and trolley followed closely by the 'photo lady'
tOuti~ for business with her clicking high heeled shoes and noisy trolley. The 'Bounty
lady,7 arrives with her clip-board in search of new mothers. The care assistant comes
round next lOOking for 'ladies' to take for a bath or shower. Each person Is completely
focused on herlhis own task. There is no rtlythm, no period of quiet [ .... ]. To end the
moming the meal trolley arrives and meals are briskly Issued on trays to women. The
noise is incredible, in addition to the often loud voices of the personnel coming and
going and background conversations between women and midwives, I can hear the
office telephone ringing, the blood pressure monitor on wheels, clattering across the
~ Highly detailed deecripllone d layout are IVOIded for IIhIcll r8IIOI1I.
78 Newborn bablea are medlcaly checkecI by paedllblclw. (or ~ In 101M Ida) wIIhIn twenty-fcu hcMn d birth.
The phIebotomlit takes I SImple ~wornen'. blood to check their third day ~ lev.!
711 'Bounty' bags Ire ia8ued to new moIhera.
The 'Bounty' company provide8 a .... d Slmp1e8 and related
IdvertI8ements from VlrIoua companies. Baby mile ....pIes are not now provided In the tapbl . . . .
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floor. There are fetal heart sounds blasting out noisily from at least one fetal heart
monitor. Sometimes I can hear the heart rate accelerating, decelerating then the sound
is lost and noisily resumed. The weighing scales are wheeled in making a clattering
noise. A woman who has recently had a Caesarean section has 'Patient Controlled
Analgesia' (PCA) in situ and this bleeps off intennittently, clear1y worrying the mother
who then buzzes.another intennittent noise (field notes).
There were commonly other serendipitous intruSions, for example on one morning I wrote:
To add to the extremely noisy and busy ward there is an environmental audit team led
by a man in a grey suit and two attentive females in high heels following in his wake. All
have clip boards, approaching women and asking them about the meals, the comfort of
their beds and then 'nOSing round' at bathrooms to survey levels of hygiene (field
notes).
My perceptions were reinforced by one of midwives:

I mean, when women come here, they can't relax. nrey are constantly interrupted by
doctors, you know, the paediatrician, then the surgeon if they've had a sedion, then the
anaesthetist, then the physio tums up, then the blood lady arrives, then the midwife to
check the mother and maybe later the baby, then Its visiting..... It's just constant.... nre
ward rubs off on the women, It's bound to (Virginia, MWlO).
After a medicalised birth
I developed an overwhelming sense that I was at the end of a medical production line. The
maternity hospital has been described as a ·conveyor belt- by Kirkham (1993, p.6), but the
sense of being at the final stage of that system was powerful as I situated myself within the
postnatal ward culture. I wrote:
My sense is one of being at the end of a fast medical conveyor belt. The women are
often exhausted, stressed, and sedated. They are plunged into an unfamiliar setting,
bombarded by a series of interactions with strangers and their spatial boundaries are
constantly being invaded. A quarter of the women here have had Caesareans. It feels
just like a post-op surgical ward. Women who have had a Caesarean Section, even if
under spinal anaesthetic but especially if under general anaesthetiC, spend the first day
unable to do much for themselves. They are immobilised and dependent on the
midwives for 12-24 hours. There Is an actual and symbolic relinquishing of autonomy
for the final stop in the hospital (field notes).
Women commonly referred back to their birth experience when Interviewed. This enhanced the
sense for me that they were IMng the experience of being at the end of the medical production
line. One extreme example was highlighted by Sue:
I was going along fine, I felt really in control, just using the gas and air. It was tine but I
wasn't making pt"OfT8ss, so um, .... she (the midwife) bloke my waters...then, um ...• I
knew as soon as she did It, I knew..... 1t was mad! She called an emergency and I was
sunounded by ooh about eight or ten people. They went preparfng me before they put
me to sleep. nre midwife was on the bed with her hand up me, keeping the head off
the cord. She was fantastic though I had evay faith in her (Sue, P29).
Sue subsequently had a postpartum haemorrhage and a haemoglobin level of 8.3, which left
her feeling totally exhausted.
Vicky described her medlcalised birth in some detail. Her description of her Immobility and
dependence afterwards vividly illustrates the hours following an emergency caesarean section:
Vicky (P30): When I was in the recovery 100m, I had no senssIIon, so I couldn't actually
pick her up. So one of the midwives asked me how I was going to feed, did I want to
breast or bottle feed. I said yes, I wanted to breast feed if there was anything there, so
one of the midwives put her on to me because literally I couldn't move and she fed

strBifIrt away?

F: How did that feel?
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Vicky: It was nice but I was feeling a bit shsll-shoclced after being in labour for like.... 24
hours, I was really tired and I was a/l shaky from the anaesthetic.... my teeth were
chattering and a/l my body was shaking so the midwife was just holding her on
and.... um.... they wheeled me down here and they put me down and my husband put
her next to me and she fed quite happily. We changed a couple of nappies and
sr..... The first night was actually OK but I was just so exhausted... urn... You see they put
me on the morphine and that made me really sick, so I was SOft of laid there and every
time she woke up one of the midwives put her onto me to feed her cos... um.. .1 was still
a bit.. um couldn't manoeuvre myseff property and / was still being a bit sick as well with
the morphine so it was a funny kind of a night.

Medical presence
There was an almost constant medical presence on the wards during week days. The unit
employed seven consultants in obstetrics and gynaecology with four having their 'patients'
warded onto ward A and three on to ward B. The consultants visited the wards mainly to see
the post caesarean section women and complicated 'cases'. However there was a constant
stream of doctors arriving to include junior paediatricians, junior and senior obstetricians and
anaesthetists. I wrote in my field notes:
There is a distinct medical presence about the ward, already, this morning (10.30) I
have seen one of the male consultants in a slick suit followed by a registrar and
midwife. The midwife swiftly pulls the curtains around the bed. The consultant briefly
informs the woman about the reason for her Caesarean section and answers her
questions. The anaesthetist, wanders around looking for his yesterday's Caesarean
section mothers, and then approaches, gives the woman a brief resume and goes. The
paediatrician with obligatory stethoscope around her shoulders briskly approaches
mothers and examines their babies then rushes to the next person (field notes).
Constraints upon midwives - linear time. unPredictability and restricted spaces
The unit was clearly under-resourcecl, understaffed and almost always very busy, now
recognised as a frequent situation In the maternity services (Kirkham 1999, Kirkham and
Stapleton 2001 b). There appeared to be two major constraints upon midwives, firstly the
powerful effects of linear time, as they were tied into a system in which their daily work centred
upon urgency. meeting deadlines and literally racing against time. Midwives frequently
commented upon the extreme busyness of the wards. for example. -Trouble is we are offen so
busy, we can't give them much help, we're just rushing about (Kim, MW15).

There isn't the time needed to help women, let alone (jve them appropriate
breastfeeding support...... you can't do that when you're busy. You m#rIJt have several
antenata/s, an earty labourer, post sections and we're even the over spill for
gynae....... You just can't do it (Virginia. MW20).
Midwives' activities appeared to centre around saving time and using time eftIciently, as alSO
observed in related ethnographies (Street 1992, Kirkham and Stapleton 2001 a and Stapleton et
al 2002b. Varcoe et al 2003). However, their way of working was Indeed far from efficient,
based on the second major constraint, unpredictability.
Unpredictability was created by the work pattems of midwives. in addition to the general
uncertainty as to who would arrive on the ward or go Into labour etc. The seven consultants
each had their 'own' team of hospital midwives based on wards A or B, to be dispatched off to
antenatal clinic on 1heir' consultant's clinic session. 80 The midwives on these wards could be
called to delivery suite or theatre when needed, at a moment's notice. A midwife could come on
duty on to the ward and then go to clinic an hour and a half later for the reminder of the
moming. The remaining staff would continue the ward work, knowing that they could be caned
to 'scrub-up' in theatre or to help out when delivery suite needed them. this created anxiety
and insecurity and led to a philosophy of needing to get the worlt done on the ward In case the
staff were suddenly depleted, in some cases leaving only two midwives and a care assistant

The community midwifery service ran separately from th.t In the hoepbl. with mIdWIveS being .1IcIcIaId to one
other ...... I.e.• non-lntegrated mldwlfery..mce.
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with the entire ward. 81 The midwives referred to the lack of control over working conditions,
inability to get to know women, inflexibility and insecurity created by the 'rotating' team
structure. The following quotes speak volumes on this issue:
The main problem is never knowing when you might be moved... can you really get to
know anyone when you may be shifted off at a moments notice. I mean some staff can
be working on the ward, clinic, delivery and theatre aI/In one day. On top of that there
aren't enough staff and therefore we can only try to give breastfeeding advice but often
that's not enough (June, MW5).
The staff are draining away. It's the team system we have here. It's disruptive. There's
no flexibility. We are losing experienced staff. There's low morale....nobody knows
what is going on. They're here there and everywhere (Jade, MW12).

There's currently a mass exodus of staff here. They just can't stand the teams, the way
they work here ... 50meone can come on In the morning and move to clinic or delivery,
often with a minute's notice. It's making them very insecure and there's no ownership
whatsoever. I mean they don't feel a part of this ward at al/.... you are moving fOund so
fast you can't think (Jenny, MW14).
My problem today is that I've come on at 8-15. I have to cover clinic later, so if I came
on at 7-15 and then covered clinic to 5 it would be too long a day. 50... I come on at 815. I don't get a report, I know nothing about the women and I'm not even here to hand
over to the next shift. What sort of continuity is that? The system needs to be changed
(Virginia, MW20).
Not only were midwives under immense temporal pressures but they were also restricted in
many ways spatially. They were unable to leave the ward due to lack of staff and the need to
be around for emergencies. On ward A, the only place to have a break was the kitchen in which
other activities took place. On ward B there was a staff room that enabled midwives to relax.
Nevertheless, on both sites midwives were confined to the ward space for most of the day. This
restriction is a clear additional source of stress (Street 1992, Halford and Leonard 2003).
Midwives powerfully illustrated their dissatisfaction with the 'system' by their actions and body
language as they passed me at the 'station'. They often let out a loud 'sigh' and made
comments indicating their relief at completing aspects of their work, surviving the shift and going
off duty soon.
There appeared to be varying degrees of accommodation or resistance to this way of working.
Some midwives felt that they simply had to put up with the 'system':
We've got three midwiveS on for the whole ward. It's very poor, very poor. You don't
even get a break. You just put up wIh It because you have to but...um... lt's not very
good at aI/ (FranciS, MW24).
This position of accommodation, helplessness and acceptance with the status quo is well
documented in nursing and midwifery practice (Street 1992, Kirkham 1999, Ball et al 2002,
Vareoe et al 2003). Other midwives expressed a desire to retum to the certainty of the past, for
example, "this way of working doesn't suit a busy postnatal ward.... task orientated work does in
my opinion" (Shannon, MVV6).
There were several ways in which the system was passively resisted. Some midwives
attempted to avoid being moved by providing reasons why they needed to stay, for example
because they were allocated to a woman or baby with particular problems, requiring continuity
of carer. Another strategy involved blocking beds by encouraging women to stay in for another
day to avoid another admission. Other midwives simply described their plans to leave but this
was discussed with me as an 'off the record' Issue. I return to the Issue of resistance In chapter
6.

•, I return to the iaauee of lack of time and unpredlctabiRty In more depth In
as they are of particular relevance and Importance within thi8 study.

cha,,- 9, with reference to relevant theory,
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Posters
The posters on display on site 1 portrayed issues that resonated strongly with the themes I
developed in this thesis. There was an array of posters (1, 2 and 3 below) in the hospital
corridors before even reaching the wards, giving me a clear sense that promotion of
breastfeeding was a strong agenda item in this unit. I was immediately struck by their alignment
with both the techno-medical and 'breast is best' ideologies that pervaded the matemity hospital
culture. OvelWhelmingly, they represented the concepts of production, separation and maternal
duty. They illustrated what Fairclough (1992) describes as proliferation of the commodity model
outside the conventional sectors of the economy, related to the enterprise culture with the
accompanying pressure to ·package" activities as ·commodities- and ·se"- them to ·consumers"
(p.116). The separatist ideology so very central to the techno-medical model (Martin 1987,
Davis-Floyd 1992) was clearly evident, with the central picture on posters 1 and 2 depicting a
baby at 'a breast' but an absence of the mother's face. This illustrated her role as producer and
deliverer of a disembodied product, breast milk, to her baby, or consumer. Each poster had the
central statement, "you've got what it takes to make a healthy baby - And if doesn't cost a thing"
and ended with the source - "infant maternal nutrition education, Toronto". This illustrates the
woman's role as producer and deliverer of breast milk to the consumer, her baby. Furthermore,
the notion that it is ·cost free" ignores the work involved on the woman's part. I now make brief
further comments on each poster.
Po er1

This Union otrets secutfty, no dies and gtaat benefits.

You've got what It fakes to IJNIke a hulthy baby.
And It doesn't cost • thing.

Infant maternal nutrition education, Toronto.

The entire emphasis of poster 1 is an economic one. The word union, relates to the mother and
baby, but could also be interpreted as a Trade Union. The suggestion that there are "no dues,
great benefits and that it doesn't cost a thing" combined with the statement "you've got what it
takes to make a healthy baby", suggests that the mother is equipped to do this, that it is her
obligation and further more that because it is 'free' economically then it is 'cost' free.

P e
Sometimes Its 01( to suck up to the bOa.

You've got whiff It tak. to make. healthy bllby.
And It doesn't cost a fill,.".
Infant mstemaI nutrition edUCBtion, TCIfOfm.

Poster 2 also employed a work place metaphor, "sometimes Its OK to suck up to the boss"
which is implicitly patriarchal in nature and again places breastfeedlng In the market place
context.
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Poster 3

A breBstfed baby leaves ,."., leftovers.

and teats in a clear plastic bag

You've got what It takes to make a healthy baby.
And It doesn't cost. thing.

Infant maternal nutrition education, TOt'OIto.

Poster 3 also has industrial connotations in that it refers to the lesser waste involved in the
production process when breast milk is the product.
The second type of poster on display on the wards and corridors were those which listed the
health benefits of breastfeeding, again emphasising that 'breast milk is best':
Poster ..

You can't get""'" than • breBstfed nlppeT

Picture of a baby

surrounded by health
benefits

BeiHIIII$ to mum too

8.,........

BteatIed Is bwIIwd
Poster" was produced by The Scottish National Breastfeeding Working group.
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Poster 5

SnNlstfeedlng's world of benefits

health benefits

UNICEF

Poster 5 was produced by UNICEF UK 8F!.
Finally, there were posters produced by the government DH.82 The 1999 posters featured a
range of products, in this case, designer jeans, sporting the label on the back stating -Breast
Milk".
The accompanying logo stated, -Free Fast Food for Babies". Here the word
breastfeeding is omitted altogether and replaced by breast milk. The emphasis is again on
supplying a product, '1ast" and indeed "ti'ee" to the consumer. Again, it is considered free of
economic cost and therefore does not imply any cost to the mother. The 2000 DH posters in
line with the endeavour to encourage socially excluded groups to breastfeed, contained a range
of multicultural and multi-class images. Each poster showed a man or woman holding a baby
with a range of logos underneath, for example a West Indian man with the logo stating, -My
baby gets the best - she's breastfed'. The images were cleverty produced and served to reduce
stereotypes around breastfeeding, but they could be advertising any -product- and they avoided
showing any breastfeeding taking place.

First impressions - Site 2
The layout
Site 2 was a smaller maternity unit. On entry to the ward there was a staff office with the ward
clerk's desk just outside. The day room and side rooms were off to one side and rooms 1-4 off
to the other. The sitting room was pleasantly decorated and contained comfortable chairs and a
dining table and chairs. Women could go and help themselves to meals and drinks. They could
then eat them in there or take them to their bed. However, after a few periods of noticing that it
was usually used merely for collecting meals and drinks I asked some of the women and
midwives why It wasn't used. I was told that women could not take their babies in there
because, on passing the entrance door to get to the sitting room, they would set the alann off.
The women did not want to leave their babies unattended so only went to collect a meal or
drink.
Next to the wards there was a room which used to be the nursery but was now called the
treatment room to emphasise that babies would remain with their mothers. Baby'S were taken
there if they needed a heel prick and the mother preferred that the baby be taken else where.
The room contained a resuscHaire and shelves with dressing packs, the drugs trolley and the
drugs fridge. It was the only room with a very clinical 'feel'. Otherwise the entire ward was
carpeted and had a less overtly clinical atmosphere than that of site 1. Each of the rooms was
falrty quiet as midwifery business, and indeed busyness, occurred In the office and corridors.

The OH Infant Feeding Initiative producee poeters with • different theme each year _ pert of the annual UK NIItonaI
Breastfeedlng Awaren... WeeIr<.
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Medical presence
Three white male obstetricians covered the maternity unit supported by largely south Asian
women doctors and one South Asian male, a senior registrar. Given the 'lower-tech', less
medical feel of the place, I was surprised that every morning at 9am a consultant round took
place during which all antenatal women and post-Caesarean section women were visited by the
consultant or senior registrar 'covering for that day'. The staff office acted as a central place in
which the midwives, care assistants, medical staff, the ward clerk, physiotherapists and other
staff 'came and went' combining business with casual chatter. Anyone arriving at coffee time
would be offered a drink and toast. At such times the small office would be crammed with
people, some sitting and some standing.
Visiting
There was open visiting for partners, with two fIXed periods in the afternoon and evening for
other visitors. Many of the women I saw had their partners with them for most of the day as
they were either off work or unemployed. The curtains were normally closed around each bed,
so the new family unit of mother, father and baby was left alone. This created the sense of the
women and their partners being in their own 'private space' within a public domain. I return to
this issue in the next chapter.
Structure of working for midwives
The pattern of working for midwives on site 2 was similar to that on site 1. There was a core
staff on the ante/postnatal ward and delivery suite. The hospital antenatal clinic had its own
permanent staff. The remaining midwives were designated to practice in both community and
on the postnatal ward, going to delivery suite when required. They worked in four teams based
around GP practices. In practice, the midwives had negotiated between themselves so that
some covered community and others hospital, with a degree of flexibility. Betty explained:

F: How does the team structure work on here?
Betty (MW26): Well, we have four teams which are based around GP practices.
F: Are they geographically based?
Betty: No, the practices aren't necessarily clustered together.
F: So, do the midwives come in to see the women they haw been supporting?
Betty: No, in theory we all do community and hospital, but in practice some members of
the team stay in hospital, others go out and mostly work In the community.
F: So what about delivery suite?
Betty: Well, we'll be called from the ward if we're needed on there. It's quiet on there
today, so we're a/l here.
F: So when you're on delivery suite do you look atfer women from YOll team?
Betty: Well, if that works out, but not necessarily. It depends on who is In and who is
on.
F: What about on here?
Betty: No we all muck in here. It's easier.
F: Do you tend to look after the same women each day?
Betty: Sometimes, but quite offen we'll be on here one day, delivery the next, so not
really.
Clear1y continuity of care in hospital was compromised by these patterns of working although
women in the community received continuity of carer from those who designated themselves as
predominantly community-based. Like site 1, the midwives could be called to delivery suite at
short notice and the decision was taken depending on who was doing what on the ward.
Midwives were sometimes very busy and at other times they were much less pressured for time.
However, like the midwives on site 1, they faced constant unpredictability in that at any moment
either they or a colleague could be called to cover delivery suite or theatre. this would require
rapid reorientation of the 'sent' individual and reorganisation by remaining staff who would
suddenly be left one or two members of staff short. The smallness of the unit meant that the
wards could lurch from being well staffed to very understaffed within a few minutes, In a more
acute way that site 1. Emergencies could arise at any time particular1y with the antenatal
women, creating more unpredictability. This unpredictability meant that whether busy or not
there was pressure to get through the work in case circumstances dramatically changed. It
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contributed to a rushed, chaotic and fragmented approach to care as described by others (Ball
1994, Kirkham 1999, Kirkham and Stapleton 2000, Ball et al 2002). Unda referred to the
unpredictability of the working situation that again reflected the super-valuation of the delivery
suite:
The difficulty with this ward is that you can start off with only one bay and an hour later
you could have the whole ward. So you can't just take your time because you don't
know when someone will be moved to delivery (MW32).
On one of the busier days on which I attended the unit, Felix dearty felt that the concept of
'team' was not being actualised when she was the only midwife left after the others had been
relocated:
Felix (MW29): "'s ridiculous. They've (the other midwives) all been sent to delivery,
they've got a few problems on there.
F: Who's lett
Felix: Well, no one. Just me and the auxillary..... and the clinical manager is helping out
with the antenata/s. "'s a joke isn't it? Team... well, they call it team.... (laughs) ......lfs
not working.... it's not team.
The midwives and student midwives could choose whether to wear their own clothes or a
uniform dress. On most spans of duty I saw a range. The midwives who selected to wear
uniform tended to be older and more traditional. This variety of dress codes gave the feel of a
unit in transition. Midwives tended to have breaks 'on the job' in the small office, the place in
which staff converged to discuss client issues, to write up notes, to meet with other health staff
and answer phone calls.
Posters
The only posters I saw on site 2 were situated on the notice boards in each of the main three to
four bedded rooms.
This discrete presence of posters reflected the lower profile of
breastfeeding evident on site 2. The first poster stated:
The Hospital's Rooming-in Policy.
We have a rooming-in policy:
As mother we encourage you to assume primary responsibility for the care of your
•
baby.
•
Separation of mother and baby while in hospital will normally occur only where the
health of either of you prevents care from being given by you.
•
We do not have a designated nursery.
•
Mothers and babies are together during the day and night whether the baby Is
being breast or bottle fed.
The second poster was entitled the 'Benefits of skin-to-skin contact after the birth' and simply
listed the benefits underneath a title:
Benems of skin-to-skin contact after the birth:
•
•
•
•
•

Best for bonding
Calms baby
Keeps baby warm
Regulates baby's heart beat and breathing
Gets breastfeedlng off to a good start

The UNICEF UK benems of breastfeedlng poster, also displayed on site 1 (poster 5), was on
display as was a DH -Eating out Together- poster, showing a picture of women breastfeeding
their babies in a restaurant. Finally, the numbers of voluntary breastfeedlng supporters were
listed on a small poster.
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Conclusion
Audit and research conducted at the tum of this century largely reflects a gloomy picture,
showing growing medicalisation, for example Caesarean rates commonly above 20%, births
attended primarily by midwives falling and most matemity services reporting staff shortages
(English National Board 1999, Anderson 2000a). This 'picture' was also refleded in this
ethnographic study. Whilst I have highlighted some differences between sites 1 and 2 there
were more similarities. Both represented the bureaucratic hospital culture with its production
line ethos, hierarchical structure and unpredictable time constrained working conditions for
midwives and related staff. The experience for women was largely of a medical nature and
encounters reflected the sub-culture from which they emanated. Both units were medicalised
and becoming increasingly so with Caesarean section rates rising year by year.
While site 2 had a less medicalised atmosphere and a higher ratiO of midwives to women, both
sites presented midwives with a daily experience of unpredictability in tenns of workload,
movement to other wards and the inevitable uncertainty of new admissions. The insecurity and
uncertainty created by the possibility of being sent to delivery suite at a moment's notice reflects
the cultural supremacy of the place where women labour, that is, the place where medical
technology and expertise are most prominent. Postnatal care as a result of it's low position in
the techno-medical hierarchy is often described as the 'Cinderella' of the maternity service
reflecting its impoverished status in tenns of resources and staffing (Ball 1994, Garcia at al
1998, Anderson and Podkolinski 2000, McCourt and Percival 2000, Royal College of Midwives
2000a,b, Singh and Newbum 2000a,b). As Edwards (2000) states:
The medical model, as a dominant ideology, has imposed its own structures and
policies to manage birth and govem the distribution of resources in matemity services in
ways that profoundly affect relationships between women and midwives (p.61).
The system precluded any sense of relationship developing between midwives and women.
Neither midwives nor mothers had any real influence regarding who they encountered in
hospital. The ways in which midwives 'cope with caring' within this environment and the ways in
which it impacts upon postnatal women are returned to in depth in chapter 9. I have focused
more upon midwives than mothers In this chapter in order to set the scene for the following
chapters. This setting of the midwifery context I felt was important as encounters with midwives
inevitably reflect the culture within which these are constructed. In the next chapter I switch
from unpredictability and time pressure .. .for a time .... and focus upon the ways in which
breastfeeding women and indeed midwives experience the pressure of 'doing the correct
thing ...the right way'.
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CHAPTERS
DOING THE CORRECT IHING ...IHE RIGHT WAY
Introduction
In this chapter I discuss the development of the global theme, 'Doing the correct thing ....the right
way' and its underpinning organising themes of 'feeling the pressure' and 'resisting the gaze'
(see figure 6.1). As I highlighted in chapter 2, during the latter part of the twentieth century and
into this century the notion that 'breast is best' has become increasingly ideologically pervasive
with an exponential growth in scientific evidence to support this. In addition there is a
proliferation in recommended practices and techniques related to 'how best to breastfeed.'
These authoritative knowledges appear to have constantly shifted and changed since the
'Enlightenment'.
A classic example of a constructed version of breastfeeding is seen in the 'techno-medical
model' of infant feeding, discussed in depth in chapter 2. Along with the development of infant
formula as a medically endorsed alternative to breast milk came the increaSingly prescriptive
regimentation of feeding practices whether breast or bottle and the limiting of contact between
mother and baby. Breastfeeding was discursively disconnected and separated from women's
bodies, seen as a mechanical process with strict timing of feed frequency and duration. Unear
time management, separation and control were super-valued. Milk, whether formula or breast
came to be seen in terms of its constituents with emphasis placed upon production and
transmission of milk to the baby. The mother became invisible except to be held accountable
for deficiencies in her milk or the feeding of her baby. Van Esterlk (1989a) refers to this western
biomedical version of infant feeding as the ·product· model in contrast to the ·process· model
that centres upon a more holistic representation of breastfeedlng as a nurturing relationship.
She states:
Process models emphasise the continuity between pregnancy, birth, and the process of
lactation rather than the product, breast milk. The adoption of the biomedical model
with its accumulated scientific evidence about the nutrient composition of breast milk
and breast milk substitutes is a product-orlentated model (p.5).
th

Gradually over the second half of the 20 century, notions of naturalness were reintroduced
through emerging mother-infant theories. Examples of authoritative diSCOurses that urged a
return to 'natural' practices are seen in the recommendation that demand feeding was more
physiological (Illingworth 1952) and Klaus et ai's (1970,1972) theory of bonding. This medically
endorsed return to natural as normal Is exemplified In the BFI, as discussed in chapter 2. I
described it as the 'natural medical model', because, in spite of Its emphasis upon removing
time constraints and avoiding separation of mother and baby, breastfeeding is stili seen as very
much in need of Institutional regulation, management and monitoring. The primary emphasis
remains clearly upon the benefits of breast milk as a product for the baby. Thus It falls to move
Significantly away from a product model.
A non-medically mediated representation of a 'natural' model, as an alternative to the 'natural
medical model', is exemplified in the philosophy of La Lache League (2003b). LLL places
emphasis upon closeness, nurture and longevity related to breastfeedlng and Indeed the
mothering relationship. Mothers and babies remain closely together, with mothers being totally
devoted and focused on the baby's needs over a long period of time. The baby is offered
unlimited access to mother's breasts throughout the day and night. There is a strong emphasis
upon connectedness, relationality and embodledness (Blum 1999, Bobel 2001). Clearly, the
key tenets ofthis model align It to Van Esterik's (1989a,b) process model. This 'natural model',
however, may be seen as fundamentally essentialist in that It arguably Imposes an often
unattainable standard upon women within cultures where the support for and protection of
breastfeeding women is seriously lacking. It thus falls to address some of the complex and
dualistic representations of women and women's bodies.
Over the last 30 years in the UK, breastfeedlng has become inextricably woven with notions of
'good' motherhood, an Issue that has been subjected to substantial critique (Madean 1989,
Dyball 1992, Blum 1993, 1999, Carter 1995, Schmied 1998, Murphy 1999, SChmied and
Barclay 1999, Steams 1999, Bartlett 2000, Britton 2000, Pain at al2OO1, Wall 2001, Meyer and
de Oliveira 2003, Shaw 2003). The idealised notiOns of motherhood and breastfeedlng are
heavily constructed, located and defined within a historical and cultural context. As Standing

95

Figure 6.1
Thematic Network:
Doing the correct thing ....the right way

Pressure to
breastfeed

Doing the correct
thing ••••the right way
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(1998) argues, the social construction of 'correct' and 'good' motherhood has developed
through the dominant discourses around normative mothering resulting in women being defined
in relationship to motherhood. She states that this construction of all women as potential
mothers, be they 'good' or 'bad', inevitably impacts on women's lives.
However 'good' motherhood is constructed, women still come into the lime light for blame as
eloquently illustrated by Jolly (1998) through her exploration of colonial and postcolonial
endeavours to transfonn indigenous pattems of motherhood in Asian and Pacific countries in
the -name of civilisation, modemity and scientific mediclne 8 (p.1). She refers to the way in
which the -embodied matemal subject is pervaded by a profound tension C····J even a split C··· J
as the mother is sundered in contests between 'tradition' and 'modemity'8(p.2). This 'tension'
was evident in the data for this thesis in relation to women's Interpretations of acceptable
breastfeeding and indeed mothering. The contradictory versions of 'dOing the correct
thing ....the right way' in relation to infant feeding and the accompanying surveillance created
feelings of pressure, confusion and dissonance for women. In addition, women experienced
further dissonance around breastfeeding at a vulnerable stage of learning in a public domain,
the hospital, when within the UK culture breastfeedlng has become a predominantly private
activity.
Pressure to breastteed
The organising theme of 'pressure to breastfeed' emerged from the basic themes, 'pressure to
provide' and 'pressure to perfonn' (Figure 6.1).
Pressure to provide
Just as the language around labour is medical In the sense that it emphaSises measurable
progress and failS to ·conceptualize the experience of those involved· (KIr1tham 1989, p.134), so
the language around breastfeeding currently centres on its health benefits and Hs success in
tenns of delivery to the baby, duration and excluslvly. When I asked mothers about their
reasons for deciding to breastfeed few referred to breastfeeding as something to be
experienced for mother and baby. There was a sense in which they might see a personal
experience perspective as appearing to be self-indulgent, departing from the required
selflessness of the ideal mother. The reasons women gave were closely aligned with the strong
biomedical and institutionally pervasive emphasis on the health benefits of breast milk
stemming from governmental recommendations and non-govemmental programmes such as
the BFI. The women's reference to the health benefits was often made in a very automatIC way,
as if giving me the required answer. Women appeared to see breastfeedlng as the 'correct'
behaviour, standardised ideal and as a one-way non-reciprocal transmission of health to their
baby via the medium of breast milk. As Shaw (2003) states:
As an expression of corporeal generosity between mother and child, the transferring of
nourishment from mother to Infant is conventionally identified as a natural, noncontractual, bio-physiological act (p.68).
What alanned me was the dispassionate manner in which the decision to breastfeed was
expressed. Women appeared to have internalised the public and disconnected discourse that
'breast Is best', to such an extent that they were no longer expressing their -reeling voIces8
(Ribbens 1998, p.35). Rlbbens (1998) refers to the replacement of -reeUng volces8 by -moral
voices8, be they -pragmatic·, -puritanical·, -idealistic· or -watch for the future8 (p.35). Sophie
Illustrated this in her impersonal use of instllutlonallanguage:
Um...just because of everything you read is breast Is best....you Icnow...helps you ..
helps your baby .. It does help you lose yo,.. weight but Its best for bables... more settled
babies... and obviously everything's In breast mile but fIf'••••• 1ts good for them .... so
breast Is best (P61).

Selina appeared to be 'dOing It' because she had been taught and told tal

Weill was always taught to at school, and my husband's a biology teacher, so he SIIId
you've got to. I mesn It's there so, It must be there for 8188S01J, 'must be better (P48).
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By far the main reason given for breastfeeding by women, as reported by others (Schmied
1998, Murphy 1999, 2000, Britton 2000, Schmied et al 2001), was that breast milk conferred
health benefits on the baby due to Its superior nature deriving from Its Immunological and
nutritional factors, for example, "it's bette, for the baby, more nutrients and it's balanced and
there's everything there that they need'(Jackie, P33), -for her sake really as much as anything,
for giving antibodies and things, especially in the first few weeks·(Anthea, P54). The breast milk
is natural discourse was very strong, for example:

I mean I think its obviously natural with immunity things and everything else, and err, I
just think if it wasn't produced (laughs), there's a reason for everything isn't there, so
err, that's the way nature intended, so stick with it (Barbara, P37).

A few women referred to bonding, usually in a rather matter of fact way, with little reference to
intimacy -bonding, I'm doing it for bonding" (Bev, P2)
It is beyond the scope of this research to draw conclusions related to differences between Asian
and White women, particularty as the Asian women may have lived In the UK for most or all of
their lives. However, It was striking that only one woman, from Gujarat, referred to intimacy,
closeness and nurture, seeing breastfeeding as much more than providing breast milk to the
baby, -it's best for the kid and its intimate to you. Intimacy really is the main reason. I'm from
India, from Gujarat... Peopie there breastfeed for about 2 years" (Usha, P36). This contrast
reflects the westem biomedical conceptualisation of breast milk as product important for Its
nutritional components in contrast to breastfeeding seen as an holistic and integrated process
by some of the more traditional communities (Van Esterik 1988). It strongly resonates with
Spiro's (1994) research with Gujarati women living In the UK that I discuss further in chapter 7.
Mothers who gave reasons other than for the baby tended to label themselves as lazy, -well it's
free, it's convenient and best for them. I'm lazy (laughs). I couldn't be doing with all them
bottles. I've had the experience of doing it before" (Lucy, P15), or selfish, "wen, one for the
benefit of the baby and two selfishly because hopefully you lose weight quickly and go back to
normal size (Debbie, P13).
The reasons given above for deciding to breastfeed might suggest that women had made
rational goal-orientated decisions, based on health outcomes, as emphasised within western,
individualistic culture. In spite of women giving me the official discourse, as I probed I became
increasingly aware of ambivalence in many of the women, for example:
Megan (P53): I decided earlie, on in the pteg'Jancy that I was goona breastfeed, but
coming up to it I was doubtful
F: Coming up to the end of your pregnancy?
Megan: Yeah,
F: What gave you the doubts?
Megan: Um, I suppose like itS been nine months no drinking and now Its 3 months on
top (laughs). But.. M.J'1I see If I can manage it......... I mean until I statt getting too sore
or until she stops talcing to It....
Sandy, one of the midwives referred to this ambivalence:

Some of these mothers am not really committed to breestreedlng, so they give up at the
first hurdle. I think they are just doing it for us really. To persist at bteastfeedlng you've
got to really want to do it. Until people 818 convfnoed that human mile Is for hemsn
babies then there won't be that commitment (MW3O).
She appeared to see the 'breast is best' ideology as the way In which women could be
convinced. However, sociologically orientated qualitative research Is revealing that women's
deciSion making around breastfeedlng relates most strongly to the embodiment of local cultural
norms, experiences of family and friends, reactions to visual experiences of breastfeedlng and
ideologies around parenting (Maclean 1989, Hoddinott and PIU 19998, Hawkins and Heard
2001, Pain 2001). The perceived pressure to provide, I.e. to breastfeed, was closely related to
women's cognitive linkage between breastfeedlng and ideal motherhood, as I now move on to.
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Pressure to oerfonn
Women tended to see breastfeeding as being a part of the performance or project of good
motherhood (Maclean 1989, Bottorff 1990, Dyball 1992. Blum 1993, 1999, Carter 1995,
Schmied 1998, Murphy 1999, Schmied and Barclay 1999, Steams 1999, Bartlett 2000, Britton
2000, Pain et al 2001, Wall 2001. Meyer and de Oliveira 2003, Shaw 2003). They expressed
the power and pressure of the 'breast is best' Ideology upon their experience of new
motherhood. Anthea talked about her previous experience as being one of pressure, guilt and
failure to achieve her idealised notions of motherhood:

F: Have you got any other children?
Anthea (P54): Yes, I've got a little boy, he's three and a haff.
F: How did you feed him?
Anthea: I breast fed, but not for very long... I had V9I)' sore nipples and then I got
mastitis, so I expressed for a while instead and then I finished breastfeedlng when he
was six or seven weeks.
F: Oh, so how does that make you feel about feeding this limB?
Anthea: Em, coming into it I was thinking If it didn't WOI1c it didn't matter. Whereas when
I had Tom I was so guilt ridden that I couldn't do It. It had been my fault and all that SOft
of business, so I've come into it a lot more relaxed this time.
F: When you say you were guilt ridden the first time why do you think that was?
Anthea: I think it's because there's a /ot of pressure, there's a lot of expectations that
you will breastfeed without problems, so when I had problems, I fait guilty as If it was my
fault, that there shouldn't be problems.
F: Did anyone help you to worlc through that?
Anthea: The midwife was very supportive. It was at (name of the town), but it was so
much inside me that it was difficult.
F: Did it affect the way you felt as a mother?
Anthea: Em, I think so... In a way, I think..... once I made a decision to bottle feed I felt
so much better, because I didn't have this SOft of pulling, this SOft of guilt feeHng.
F: So what do you think has given you a different attitude this time?
Anthea: Well, realising that bottle feeding wasn't a problem, he's been nne on It. You
come into it thinking well If It doesn't worlc, it doesn't matter she'll be nne, so I think that
relaxes you and It's made It so much easier, a day and half, alteady................. WIth last
time, If he didn't latch on immediately I was Immediately tense. Now If It takes five, six,
seven times, it doesn't matter....... If it worlcs it worlcs and If It doesn't It doesn't.
Anthea's partner referred to the pressure of reaching perfection:

I mean I wanted everything to be
on edge all the tIm6. I mean we
were bombarded at the other hOspital by the 'Breast Is Best' thing, you know..... So you
have this vision of perfection and the preSSUf8 builds up to do everything how It should
be done....

I definitely added to the pressure the first time.

perfect. I wanted the feeding to be perfect and I was

He later commented:

They sell breastfeeding Oke they mat1cet a car. It's Just the same It's lice a sales thing.
So when you see a red Farari and you're not driving BfOund In It you feel lice you
haven't achieved. It's the same wtth breastfeedlng, If you don't manage It you feel like a
failure. MBt1ceting is pressure - that's It. I mean btfJastfeedIng Is pushed now to the
extent where it doesn't seem like a life choice any more and I wonder If It trms some
people the other way, like cold calNng where they push something and It really gets yo"
back up and you do the opposite...
Later again he further expanded on the concept of pressure:

There's a sort of snobbery about breastfeedlng, so that you feel guilty If you don't do It.
I mean perhaps it would be better to discuss the options more openly, /lice a pros and
cons approach............. They could take the pressute off by taking the emphasis off one
or the other, breast or bottle. Maybe if people thought they oouId combine the two they
wouldn't feel the pressure Just building up.........1 mean we went to NeT cltJsses and
they wel8 good.... they didn't really push breastfeedlng but they didn't ptepare you for
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realism. Then all of a sudden you're on your own and when things don't work you don't
know what to do.

Pressure to perfonn was also transmitted through some of the women's social networks:
I just thought I'd try it once to get everybody off my beck, cos there was a lot of people,
you know, my partner was going on and grandparents and his parents, so I thought I'll
try it and then I can say I've tried it, but I've c8lried on (Carole, P31).

Some women expressed their dislike for what they saw as 'pushing breastfeeding' and zealous
extremes, the 'all or nothing' stance displayed by some midwives. Barbara used an Illustration
of someone she felt had gone from one extreme to the other:
Um, I have heard a lot about.... um.... breast Is best and all the rest of it, bLi.. .I've made
my mind up myself. One of my friends was a midwife and she constantty went on about
it and she's now selling SMA products. But I'm like weI/I'm sorry, I've never had that
stance in the first place so, but each to his own sort of thing. She obviously encouraged
it to everyone, and is now doing the opposite (laughs), which I couldn't do. I mean' just
think it's down to the individualist and er...... , don't Icnow...... (p37).

Women were generally very keen to keep an open mind as to how long they would breastfeed
for and this commonly centred upon the fear of having problems and feeling negative about
themselves, for example:
Um, I do think it's the best thing to do, but I didn't want to say I'd detfnltely do it in case I
had problems and I couldn't do it, so... I just SIJid I'd play it by ear and see what
happens, but up to now, it seems to be WOrldng (laughs) (Barbara, P37).

For stella this feeling related to her problems with breastfeedlng the first time:
I mean I'm not gonns get het up about it and if I feel I can't continue aller I get home.
I'm not going to and I'm not going to let it get me clown this time, cos it really was a big
downer for me last time (P46).

Some women clearty decided to protect themselves from criticism, self or otherwise, for
example:
I wanted to (breastfeed) but I Just kept an open mind about It really. I'll give it a go, but
if I can't persevere, then she" have to have a bottle. I've got all the bottte equipment at
home. ,.11 give it a go. I'm not going to beat myself up about It (sam, P19).

In spite of women's intentions to breastfeed once they commenced breastfeedlng there were
clear mismatches between expectations of a natural Ideal and the lived reality of the experience
as I now discuss.
It should come naturallY?
Despite women's reiteration of the notion that breastfeedlng was the 'natural Ideal' • women who
were breastfeeding for the first time and some tor a subsequent time tended to describe their
earty experiences as far from 'natural' or 'ideal'. There was a strong sense of dissonance 83
between expectation and reality and, as Baron and Byrne (1991) argue, there Is an immense
human drive to resolve these feelings In order to restore a sense of balance and self-esteem.
Various manifestations of reallty-expectatlon dissonance are refened to In the literature related
to new motherhood (Humenlck and Bugen 1987, Barclay at al 1997, MHler 1998) and to
breastfeeding (Houston at al1983, Hewat and Ellis 1984, Britton 1997, 1998,2000, Bowes and
Domokos 1998, Schmeld 1998, Dykes and Williams 1999, Hoddinott and Pin 2000, MozIngo
2000, Pain at al 2001, Hauck and Inuita 2003). The dissonance In this study between the
expectation of a 'natural experience' and the reality left women with a sense of detachment from

Oleaonance Is defined In the Oxford DIctionary. "not In harmony; ~ (Sykea 1982, p.278). I t "
subsequently been adopted within aocIal peychology and reIatea to • dlscordMt fMClng that . . . . when tMnt ...
Inconaistencles between our attltudea or attitude and behaviours (Baron and Byrne 1991).
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breastfeeding that they had difficulty expressing verbally. As Miller (1998) asserts in relation to
mothering:
It is not easy to give an account of experiencing something which does not resonate
with the public story of becoming a mother, especially when the public assumption
exists that all women naturally know how to mother (p.61).
Shaw (2003) challenges the tendency to naturalise and sentimentalise what may be perceived
as "bodily exchanges' between social subjects who are engaged in a gift relationship a notion
which for some women brings with it a complex cultural politics of risk and uncertainty (p.61).
The discursive connection between 'gOOd' mothering and naturalness is particularty strong, with
breastfeeding being portrayed as a significant activity within the natural realm of women (Apple
1987, Schmied 1998, Leff et al 1994, Carter 1995, Britton 2000, Shaw 2003). It is then
assumed that if breastfeeding is natural, it should be straightforward and simple. However, as
Shaw (2003) again argues:
The relation between maternal deSires, one's identification as a 'good mother' and
actual experiences of breastfeeding are not so straightforw&fd. Bad experiences of
breastfeedlng - for whatever reason - may in fact induce or motivate women to distance
themselves from disciplinary technologies and social noms and expectations they
regard at odds with their own sensory understandings and dispositions (p.64).
The embedding of breastfeeding into notions of what women are and should be caused
particular dissonance for women if breastfeedlng became difficult. Kate expressed surprise at
the challenge breastfeeding created, -It looked quite tm... simple (laughs) um.... untII you come
to do It. Uke I'm impatient, I thought she'd just take to It, cos um...... l's natural and that" (P39).
Chloe exemplified the feelings of dissonance between her notion of breastfeedlng as natural
and therefore simple and the reality of her actual experience during an inteJVIew 3 days
following her baby's birth. Her baby was 37 weeks gestation when born and was given a cup
feed of fonnula on the first night and a bottle on the second by the midwife because both the
mother and staff had been having difficulty in encouraging the baby to attach to her breast. The
mother and her partner had become quite anxious about the baby's unsettledness. She
referred to the midwife who gave a bottle on the second night and spent time talldng with her as
helping her to be less idealistic and more realistic:

The talk I had with the midwife last night, made me see that there's no such thing as
getting It absolutely right ttom the first moment, because I think you have fairly high
expectations of yourself, and she made me see things tom a bit more of a reaNstic
perspedive (laughs) .... You know, ifs a new process anti you can't expect It to be
wonderful straight away and you know, lid every baby's the same.... You know, things
that I hadn't really thought of before .....1t aN happened more quickly that I expected, I
was at sea with everything. I mean the midwives here have been fantas1ic, they've
been really good, I can't praise them enough. (P50).
The giving of a bottle and the diSCUSSion Chloe had with the midwife seemed to release her
from the pressure of -getting It absolutely right". This really challenged me as my initial
tendency would be to argue that midwife and mother would have been better to persevere wtth
exe/usive breastfeeding with hand expression and giving the mHk by cup being the ftrst way of
overcoming difficulty with attachment. On the other hand, giving a bottle released Chloe from
negative feelings related to the pressure of high personal expectations. This Is an example of a
situation in which the communication skills of the midwife may have been much more Important
than her following the rules of the 'medical natural Ideal' In a rigid way. Chloe went on to
explain the issues and difficulties for her in attaining a natural Ideal by drawing clear paranels
between her labour and breastfeedlng:

I think there's an expectation that you'll be able to do It and there's been a lot of medical
attention, media attention and so on about breastfeedt1g being the best thing for fOIl
baby, and part;cuIarIy here, you've got lots of sort of medIII posters downstairs on
breastfeeding and that's the whole image that's conveyed, that this Is sontfIthInQ that
you should be dolng.....And I think If you had dltlfculty doing It then you'd probably feel
8S I felt yesterday- I'm not really adequate, you know....... I'm not doing this properly,
I've failed somehow. I felt that about my /abo.... as well, because I kneW I wasn't
pushing the way they wanted me to push, I didn't understand how to do It differently..... .
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And it's that, I think, because there's such sort of emphasis on it, as being a process
that is natural and instinctive, you think, yes it must be because people have been
giving birth behind bushes for centuries and all sorts of things - it must be a natural
thing to do. But if it doesn't come naturally to you then you feel like you've failed. I
think it's that..... I mean I've never really entertained the possibility of it just not
happening (laughs).
F: So you seem to see parallels with breastfeeding and the birth process?
Chloe (P50): Yes, I think it's urn, just you know....obvious/y you have time to reflect on
things when you're in hospital, you just think your life is sophisticated and so much
influenced by technology, and then you're in a situation where you're expected to do
something which as I say is sort of instinctive and back to your roots again, and you
haven't been there for so long. You haven't done anything instinctive because you
know you're part of this digital world and everything. It's really quite strange......Have
you seen the Nige/1a Lawson book, 'How to be a Domestic Goddess'?
F: No I don't think I have.
Chloe: It's a cookery book, but it's really..... I've only used one or two recipes out of it,
but at the beginning of it she's sort of se"-parodying really in terms of why she's chosen
that title, you know sort of cooking a nice cake or something that's horne made doesn't
make you into a domestic goddess, but it makes you feel as though you're somebody
whose actually providing in a different way than if you go out and do your pot noodle or
whatever, and that's the sort of essence of it and er, that was what I was doing on
Monday (laughs) when my watelS broke...... But yes, I got some cakes at the end of it,
but it's just a sort of bizarre feeling, that somebody's saying, you know have the
freedom to do this rather than aI/ nouvelle cuisine sort of thing..... .

Chloe's reflections illustrate some of the confusing dilemmas for women between notions of
naturalness and life in the 'digital age'. She felt strangely disconnected from her busy
technologically dependent life as a teacher:
I mean our LEA's (local Education Authority) being inspected in Febroaty so the last
few weeks have been about action planning and statistics and that sort of thing and you
know I haven't got a clue now and to be honest I couldn't care less (Laughs)...... Oh well
if we've not got that many 4's at key stage two, who cantS. It's strange..... your whole
mentality just switches over, so it's quite nice to have lett all that lap top business
behind and just think, oh I can actually have a bit of time where I'm in touch With what,
you know, life was like in a different age. I feel like going out and reading lots of
Thomas Hardy novels (laughs). Irs that feeling that perhaps none of aI/ that really
matters, you know, this is a new life and in the end she's going to hopefully survive aI/
those government agendas and things and its what goes on between you and the baby
that's important.

Here Chloe illustrated the way in which her temporality altered from a pressured linear
perspective to a more cyclical experience (Kahn 1989). I discuss this notion of changing
experiences of temporality in chapter 7. Chloe reflected on the change in the role of women:
I don't know if Nigella Lawson realises how clevw the book is really. Irs just about the
whole bit about the image of what you are as a women, cos I can remember my Mum
having some good cook books, and one was sort of tallcing about 'when your husband
comes home, you'll have had time to have made his 188, put some makeup on and a
clean pinafoffl or something ..... It was really funny the way it was written and I was just
thinking that was in the day, the early 50s, when she got married. I think she got It as a
wedding present. I was just thinking, you know half a centuty on, that those sort of
values in terms of making your family feel good, but recognising that JIOU're not going to
spend all your days with your hands in a bowl of flour all day, it's just (laughs)... well, it's
really interesting how the tole of women has changed.

Chloe's narrative powerfully illustrates the transformative experiences of pregnancy, birth,
motherhood and breastfeeding and the potential for these processes CD be disrupted by
unrealistic expectations about what women 'should naturally achieve.' Women didn't seem to
be prepared for the uncertainty of ear1y breastfeeding and indeed new motherhood, a theme
discussed in chapter 7. In some cases women commented that breastfeeding was a more
positive experience than expected, an issue I return to in chapter 8. The pressure and
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dissonance which I have highlighted in relation to the organising theme 'feeling the pressure'
were potentiated further through the experience of breastfeeding in hospital, as I now discuss.
Reslstlna the gaze

The second organising theme, 'resisting the gaze', was underpinned by the basic themes of
'maternal-sexual dualism', 'normalising effects of authoritative knowledges' and 'midwives rules, surveillance and subversion'. In chapters 2 and 3, I referred to Foucault's concept of
surveillance that operates at various levels. Firstly, he refers to -hierarchical surveillance-, i.e.
by the disciplinary institution with the building being designed to accommodate a high level of
scrutiny. Secondly, he refers to the -normalising gaze- upon the body by medical personnel
(1977, p.170). He links the disciplinary regimes with the body and emphasises the power of
mediCine through its techniques of questioning, monitoring, watching, spying, searching out,
palpating and bringing into the light to label what is normal and what is deviant (Foucault 1981).
As Spiro (1994) states, medicine may then define "what is said, who looks, who prescribes, who
defines practice- (p.18). Rituals and techniques then establish a power of normalisation over
individuals (Foucault 1976, 1977, 1980, 1981). For Foucault (1977) normalisation is seen in
"the case- and the way in which it is -described, judged, measured, compared with others(p.191). In this way the medical gaze during the clinical encounter inscribes the body until
eventually the individual will start to police, self-monitor and discipline herlhis own body.
When examining my observational and interview data I became aware of the multiple levels at
which women were being surveyed within hospital and the range of resistances to this. This
was powerfully illustrated to me when I reflected upon striking contrasts between site 1 and 2
related to the visibility and invisibility of women. On site 1, as discussed, the design of the
postnatal wards constituted an attenuated version of the Nightingale ward which itself
resembled the 'Panopticon' in that it enables separation of patients and maximum surveillance.
Like factory workers the mothers could be observed from a central station and their
performance monitored. Women in this context used their curtains to convey messages to the
staff and others. This related to their varying needs for support counterbalanced by their desire
to resist surveillance. This use of curtains on site 1 was very similar to that described by Burden
(1998).84 On site 2 women were hidden from the public gaze by a fairly consistent practice of
curtaining every bed off from view. This pattern of curtaining was in part influenced by the
unpredictable presence of other women's male visitors as permitted by the 'open visiting for
partners' policy. I will retum to these differences in more detail.
The forms of surveillance I observed provided a striking representation and indeed
magnification of the ambiguous positions women are faced with when breastfeeding in Western
communities. Foucault's (1977) reference to the -productive- yet -subjected- body seems to be
very appropriate to breastfeeding mothers who are expected to be productive - producing breast
milk, but their bodies are also subjected to surveillance of their performance and to dominant
and authoritative forms of knowledge (p.26). Indeed Foucault (1981) refers to br8astfaeding as
a "dangerous period-.... -saturated with prescriptions- (p.37). The concept of the gaze upon
individual bodies and its self-regulating potential is highly relevant to the female body. As
Shildrick (1997) argues:

The gaze now cast over the subject body is that of the subject herself. VVhat is
demanded of her is that she should police her own body, and report in intrtcate detail its
failure to meet standards of normalcy; that she should render herself, in effect
transparent At the same time the capillary processes of paNer reach even deeper into
the body, multiplying here not desire but the norms of function/dysfunction. As with
confession, everything must be told, not by coercive extraction, but 'freely' offered up to
scrutiny' (p.49).
This is particularly relevant for women as they embark on br8astfaeding. Breastfaeding on a
postnatal ward presented and indeed magnified dilemmas for women at the very heart of
dualistic discourses around culture and nature, public and private, maternal and sexual. The
notion of "natura'-, as Blum (1999) asserts, usually signals what is -good, authentic, and
untainted by social or human manipulation, and thus 'natural' motherhood seems to belong
outside the public realm- (p.13). However, as Martin (1987) states, "women's bodily processes
go with them everywhere, forcing them to juxtapose biology and culture- (p.200).
114

I outlined Burden'. findings in ch8ptar 2 under 'Meing the cullulal c:ontur.
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Maternal-sexual dualism
The "mother as nurturing" versus "woman as sexual" dualism was magnified for women in
hospital. As stated, breastfeeding currently symbolises good mothering and, as Stearns (1999)
argues, "it is a visual performance of mothering with the maternal body at centre stage· (p.308).
She refers to breastfeeding in public as "transgressing the boundaries of both the good
maternal body and women as - (hetero)sexual object" with the sexual breast and matemal
breast being required to be independent of each other as the "meaning and place of women's
breasts is contested" in Western culture (p.310). The dissonance created for women by the
blurring of boundaries between breastfeeding as a maternal activity and display of sexual
breasts is highlighted in the literature (Van Esterik 1994, Carter 1995, Rodriguez and Frazier
1995, Blum 1999, Stearns 1999, Hawkins and Heard 2001, Mahon-Daly 2002). This
dissonance may be increased by the embodied experience of breastfeeding as intimate,
sensuous and erotic (Odent 1992, Rodriguez and Frazier 1995, Shaw 2003). The leakiness of
the body may potentiate dissonance as wornen contend with the additional dualism between
breast milk as pure and life-giving and their secretions as a subversive corporeal manifestatiOn
of unboundedness (Spiro 1994, Britton 1997, Shildrick 1997, 2000, Bramwell 2001, Bartlett
2002).
Site 2 provided an excellent 'public' example of the dilemmas faced by women with regard to
societal ambiguities around the nature and function of women's breasts. The women on site 2
with its open visiting for partners were constantly aware of the potential 'gaze' of the male visitor
and therefore preferred to feed in private. The closed curtains symbolically represented the
dilemmas of the nurturing/sexual breast and public/private places for women. In addition, the
curtains with the nuclear family behind them represented for me that not only are women
metaphorically disconnected from their bodies and breasts by dualistic representations but also
the nuclear family is set apart from society with women being separated from other women.
Women tended to monitor and resist the male gaze, ., like the privacy, while I'm feeding, ... you
don't want an audience do you (laughs) and there's husbands and thar (laughs) (Corrine, P41).
Corinne was also concerned about how the visitors would feel, ., mean I don't want to feed in
front of visitors, like I'm not bothered, but er, it puts them in an awkward position, like". Stella
referred to a similar concern about others viewing her body:

Well, I just leave them (curtains) round cos I'm feeding all day. Uke if any of my own
relatives come and that like ..... that doesn't bother me but em.... and like trying to get out
of bed it's not very lady like really (Stella, P46).
This concern of women about others' reactions to them and their bodies is referred to by
Steams (1999). When the women I interviewed spoke about privacy issues they often related
breastfeeding in a hospital to dilemmas regarding breastfeedlng In external public places: This
is illustrated by Selina. SeUna was surrounded by three bottle feeding mothers and on this
unusual occasion the three bottle feeders had their curtains open. This left her as the only
mother with curtains Closed, making her feel awkward. After a postnatal examination she
declined having her curtains open:
Felix (MW29): Do you want the curtains left round?
Selina (P48): No, I'd f8ther have them left closed cos the tIIsJtofs wIN be here soon.
Felix: You don't want everyone watching you?
Selina: I don't (laughs)
Selina expressed antipathy towards breastfeeding in public places. This related in part to her
feelings of inexperience and lack of confidence but her feelings were also Inftuenced by
attitudes to breastfeeding in the public domain:
Selina (P48): I'd prefer to have them (curtains) around, cos I'm recovering ftom the bItth
and also when I'm breastfeeding, until I get used to it I'd feel better having them
around..... Yeah, I think it'll be a while before I'm confident to do it in front of people. I
mean when you go out you can express and give it in a bottle, can't you?
F: yes.... Would it bother you to breastfeed in public?
Selina: It's the attitudes of people that would bother me really. I mean they may think
ooh, she shouldn't do that here..... And I don't think shops and places of leisure have
anywhere near what they should have, and the shop changing rooms, I've seen them,
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they're not very nice really. So, I'd have to express and put it in a bottle, but you don't
really want them to use a teat too early do you?
Clearly, Selina was 'weighing up' the ways in which she would negotiate breastfeeding in public,
by giving expressed milk by bottle, with the problems that that might create in hospital in terms
of introducing a teat too early. The feeling that to breastfeed in public was problematic was
reiterated by Jasmin who had breast fed previously:
I do think there's a certain attitude to breastfeeding, particularly when you're round and
about, there's an awful lot of negativity around and that's a pressure for people who
want to breastfeed. I mean I wanted to do it and I'm too lazy to bottle feed, but, I'm sure
it could put people off. It certainly colours things for me, you know I have to stk:k my
head down and get on with it (P51).
Some mothers still felt under surveillance even behind the curtains. Chloe had asked to be
moved to a side ward. She spoke retrospectively:
Chloe (P50): The thing about hospitals is that you feel as though... um, you're a bit on
display and even with the curlain round you, there isn't a lot of sanctuary, and um I
found that quite hard, because you couldn't just shut yourself off from people, or sort of
go and be a part of it if you wanted to.... I find it quite difficult not being able to just close
the doors and say that's it now.
F: So, did you feel your conversations could be heard even behind the curtains?
Chloe: Oh, yes, I think people generally do, I think you feel.... you know... when you sort
of come into hospital that your body's not your own, then when you go home again,
you're sorl of back in your own safe place sort of.
Chloe's reference to home as 'your own safe place' provides a reminder that the hospital does
not feel like a safe place to some women. This resonates with the powerful phenomenological
research conducted by Lock and Glbb (2003) in which they examine the power of place by
contrasting hospital with home for postnatal women asserting that the hospital is not an
emotionally safe place for women.
When I spoke to the midwives about the curtains they seemed to see it as something the
women had agency over.
Tonia (tN/39): The women seem to keep drawing the curtains around. I think it was
the midwives who started it, leaving them round and now, it's the woman who do it. I
mean there could be 4 women in a bay and they don't speak at all.
F: Is it because they are breastf8eding and don't like doing it in front of people?
Tonia: Well, for some that's the reason, but it's the bottle feeders 88 well. It never ussd
to be like that.
My perception was that the curtains were around as the norm within this cultural milieu although
women did say that they felt that they could open them if they wanted to:
Tracy(P44): The curtains...... they've always been drawn from when I came in. But I'd
rather they be open of a day, but yesterday I was glad of the privacy when I was in a lot
of pain and I was terrified of disturbing anyone..... but today I'd like them open really.
F: Do you feel you could just get up and open them?
Tracy: Yes, we've been told we can do if we want to, so)'8S, I could.

On site 1, women were highly visible. They could be openly observed as they breast fed, both
from a distance as midwives walked past and in close proximity as miclwives would approach
women while feeding and make a comment However, visiting was limited to one hour in the
afternoon and two hours in the evening. Women tended to partially close their curtains, i.e. pull
one curtain across during these periods. They commonly avoided tnastreeding during visiting
times. When a baby became unsettled attempts would be made to settle himlher In any way
possible other than by breastfeeding, for exampte the mother or visitor would rock the baby In
the cot or in their arms. I only found one discrepant 'ease', Denise (P4), a multiparous woman
who appeared to reject and personany resist all social imperatives for being 'discnlte'. She eat
with both breasts fully exposed white vigorously hand expressing into a cup In front of a mate
visitor sitting with the woman opposite. The care assistant came along and looking rather
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embarrassed, asked her if she would like the curtains closed. She said -no - "m past bothering
now" and laughed. The male visitor carefully avoided looking at herl
The careful negotiation of space and place in relation to breastfeeding that I observed has
become a feature of women's breastfeeding experiences (Britton 2000, Pain et al 2001, MahonDaly 2002). As Steams states, "women accomplish the breastfeeding of their children with
constant vigilance to location, situation, and observer" (p.322). This negotiatiOn does not simply
occur in public places such as shopping areas, but may occur at home when visitors arrive.
Thus, as Britton (2000) argues, "the traditional way of looking at the public/private paradigm
does not represent a static truth or capture the interactive nature of everyday life- (p.125). High
levels of visibility, particularly on site 1, created problems for women when they were
experiencing difficulties with breastfeeding, as I now go on to discuss.
Normalising effect of authoritative knowledges
As stated, authoritative health knowledges, although unstable and shifting, exert a coercive
power over women in that they bring with them an apparatus of institutional regulation and
surveillance. The ways in which women accommodate, resist or disregard these knowledges
and the related surveillance varies depending upon the context. In this section I Illustrate one
example of an authoritative knowledge, 'exclusive breastfeeding is besf to illustrate the
connections between knowledge, power and surveillance and their influence upon women's
experiences.
In chapter 2, I discussed the rationale for exclusive breastfeedlng and the way in which it has
become a fundamental element of the BFI based on the 'Ten Steps'. While few would argue
with the value of exclusive breastfeeding for infant health on physiological and immunological
grounds (WHO 2001 a, WHO 2002, Kramer and Kakuma 2003), the socio-<:ultural context is
more complex. Indeed, anthropological and historical literature iOustrate the numerous ways in
which women have combined breastfeeding with other forms of food and drink throughout
recorded history and across the globe (Fildes 1989, Maher 1992a). In the UK, the percentage
of breastfeeding mothers using formula mHk for their four to ten week old babies was 41 % in
2000. Only 25% of mothers were exclusively breastfeeding at this stage In the survey (Hamlyn
et al 2002, p.4S). Despite this knowledge that many mothers breast and formula feed
simultaneously, as Blum (1999) asserts (with regard to the USA), there is now a public health
discourse in the UK that presents the bottle versus breast decision as either~ absolutes.
However, in many communities in the UK the breast or bottle option stands in contradiction to a
cultural norm and I would argue has taken on the status of a new doctrine of dualisms.
I find the issue of exclusive breastfeeding very challenging personally. I am well aware that the
BFI agenda seeks to reverse the earlier practice of giving almost aU babies supplements with or
without parental consent, recognising that giving formula milk to breastfed babies is closely
connected with early cessation of breastfeeding. I am also July aware of the exploitative role
formula companies have played in demoting the practice of exclusive breastfeeding. However,
the data provides a striking illustration of the dilemmas created for women by an unsympathetic
adherence to the 'exclusive breastfeeding is best' authoritative knowledge within a culture
where this practice is far from the current norm.
On site 1, the BFI agenda had a significant influence upon both postnatal mothers and midwives
to the extent that giving a bottle to a breastfed baby was considered to create afmost
irreversible problems for breastfeeding. This concern led to Increased surveillance of both
mothers and midwives. If breastfeeding became problematic women became invested with
feelings of judgement, guilt and even deviance. Emotive language used by some midwives in
relation to bottle feeding reinforced these feelings, for example Holly (MW7) said to Bryony (P7)
whose baby had been supplemented due to difficulties attaching, -well, sometimes formula Is 8
necesssry evir. Mauthner and Doucet (1998) refer to these -moral voices-, such as -good-,
"bad- and ·should- as reflecting the ·dominant and normative conceptions of motherhood(p.133). As Renfrew et al (2000) state, words such as:
'Bad', 'incorrect', or 'inadequate' are prejudicial and when used to describe a woman's
feeding technique, as they often are, their effect on her can be dispiriting and
disempowering, reducing both her confidence in her ability to feed and her self-esteem
(p.31).
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A series of encounters and interviews with Anna (P1) illustrate her feelings of deviance, the
ways in which she felt under surveillance and how she endeavoured to resist the 'gaze' when
faced with breastfeeding difficulties and her desire to mix breast and bottle. I met Anna on the
third day following birth by forceps. Her baby was 36-37 weeks gestation and therefore was
receiving three hourly blood sugar measurements as per hospital policy.
She was
breastfeeding by waking the baby three hourly as recommended by the paediatrician. On the
second night the baby's blood sugar was low and the midwife tried to assist Anna to hand
express which she found to be distressing particularly as there was 'no milk' produced by the
procedure. The midwife suggested that Anna should go for a bath to try and relax while she
gave Anna's baby a bottle.
When I interviewed Anna she had been encouraged to return to exclusive breastfeeding as to
combine breastfeeding with bottle feeding was problematic. This was ironical given that it had
been a midwife who gave the bottle during the night and, had the midwife been more skilled at
teaching hand expression, this necessity for formula (if indeed it was necessary?) may have
been alleviated. Anna referred to her reality-expectation dissonance:

It's drummed in at parent-cratf, there are posters everywhere, books, breastfeeding is
all rosy...... / mean you get pregnant and read a/l the magazines and books, like Mother
and Baby and Miriam Stoppard. Its a/l a happy picture of bre8stfeeding, but when it
comes down to it you've had pethidine, you're drowsy, the baby's blood sugar is low
and you end up gMng a bottle. Then I felt a failure (P1).
Anna was highly ambivalent about returning to exclusive breastfeeding and wanted to have the
flexibility of doing 'both'. However, she felt that from the midwives' points of view this was not
an option.

I feel a failure ... um... The advice you get is like all or nothing.... There's nothing about
bottle feeding, except... 'how bad'. I wanted the best but bottle feeding can't be an that
bad... .1 tried expressing, the midwives tried.... they mauled at them... but nothing came
out..... .It becomes a reaDy big thing like you've got to bre8stfeed. It's taken over and I
am really anxious and upset. .. um..... .I'm feeling like a bad mum, full of anxiety...... .1
mean.... she wouldn't feed last night. Then in the morning I tried again (breastfeeding)
and she just did it. I've got my options open, but there's too much pressure. When I
was shaking a bottle up this morning and then when the midwife went past I tried to
hide it, cos I felt naughty (laughing).
The staff appeared to give little explanation as to why exclusive tnastfeeding was the optimum
way of feeding, tending to simply restate that it was better for the baby. Any form of discussion
about ways in which Anna might combine breastfeeding with bottle feeding, even in the shortterm, was also strikingly absent even though this was clearly Anna's preference given the
difficulties she had experienced. This led Anna to increasingly feel that that her best option
would be to exclusively bottle feed with infant formula. The absence of dialogue and Anna's
movement to the position of wanting to switch altogether to bottle feeding Is illustrated In this
encounter:
Anna (P1): I'd be better bottle feeding...... Whafs the problem with not bl8ast!eeding?
Holly (MW7): It's better for the baby
Anna: Yes, but I'm going home today, so what am I going to do, I might as well give the
bottle. ...... She's premature........ Whafs the point of staying here and not sleeping. I'm
going home. I've had midwives squeezing my nips and nothing coming out.
Holly: Its good to give her some breast milk.
Anna: I don't want to give breast mnk.
Holly: It;s better.

A lack of rapport and effective communication was clearly an issue in this scenario and I
suggest it stemmed in part from the dilemmas for midwives in balancing the strong emphasis
upon exclusive breastfeeding and the realities of women's experiences. Anna commented:
There must be something wrong if I feel this way. Maybe they a18 getting pl8SSU18 from
higher up. I don't see why it has to be that bad. I mean they wouldn't seRif , If was that
bad. They don't want you to go home until you do what they say. There's this sense of
someone telling them that they've got to stay in hospital till they've tried bt8astfeeding.
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A little later I saw Anna sitting on the side of her bed, in a hunched up position with her curtains
closed for privacy, facing away from the place where curtains would be opened, crying. Shortly
after this she called for a midwife and told her that she was going home which she did in a
confused, upset and angry state.
Anna exercised personal resistance to the 'gaze' stemming from the authoritative knowledge
'exclusive breastfeeding is basf by use of her curtains and then by going home. Further
resistance could then be achieved once home by exclusively bottle feeding. In this way, she
exercised some agency to reduce surveillance. Observing this mother left me with enormous
anxiety related to her sense of self as a mother. As Mozingo et a\ (2000) and Schmied et al
(2001) emphasise, breastfeeding can symbolise the embodiment of maternal role attainment
They warn that midwives should avoid linking successful breastfeeding with being a good
mother leaving those who discontinue with feelings of guilt, shame and anger which may be
difficult to resolve. Likewise Blum (1999) states:
To nurse our babies at the breast may offer a way to re-value our bodies and force a
public re-evaluation of care giving - or - at the same time, it may represent
acquiescence to dominant regimes of self-sacrifice, overwork and surveillance. It can
blur into a disembodied regime and threaten an overriding sense of failure (p.198-199).
As stated, Anna resisted surveillance in ways open to her. This illustrates, as Ribbens (1998)
comments that women do exercise agency in their lives and do not simply accept some
ideology per se. Nevertheless, little is known about the extent to which the idealised way of
breastfeeding and the surveillance in place to monitor it may be internalised negatively by
women who feel they fall short of the standard.

Despite the strong emphasis upon exclusive breastfeeding on site 1 some women intermittently
accommodated and resisted this authoritative knowledge and related surveillance. Bev (P2), for
example enjoyed breastfeeding while in hospital but planned to bottle feed as well. She
commented during the first interview with me during the morning:

Oh it's a lovely experience, the skin-to-skin contact. I like having her next to my chest.
Ilike having her in bed with me. She was very sleepy at first and they had to undf8SS
her, but she's feeding well now. I'm planning to bottle feed as well, I'll probably give her
some tomorrow on the ward, to get the experience of both while I'm hel8 (P2).
However, when she suggested giving a bottle during the late evening she felt that the midwife
neither entered a dialogue with her about her plans nor explained why giving a bottle might
create challenges for breastfeeding. I interviewed her the next day:
Bev (P2): She was unsettled last night and I considered giving her a bottle, but the
midwife said you wel8 being stupid when breastfeeding is going so well.
F: Did she explain why she felt it was better not to give bottles?
Bev: No, she just said it was stupid.
F: So what al8 you going to do?
Bev: Well I'm going home today. 171 probably buy a tin of formula milk on the way home
so that I can do both.
Bev complied/accommodated in order to avoid conflict and keep the health professionals happy,
a strategy also reported by Smale (1996). As a result, Bev went home to commence formula
having had no dialogue or information on this method of feeding at all.
On site 2 there was a much more flexible attitude to combining breast and bottle feeding,
however this moved towards a situation in which 'top ups' of formula were often seen as
necessary and normal. This relates to a different set of issues and the global theme of 'gaining
control-maintaining boundaries' which I refer to in chapter 7. However, it was perhaps
significant that on site 2 women tended to see me as a member of the braastfeeding
surveillance system. This was illustrated by Annette (P58) who changed to bottle feeding on
day two and thereafter did not want to be Interviewed and appeared to be angry and annoyed
when I entered her bay (which I subsequenUy stopped doing). This sense of the disapproval of
others when bottle feeding is highlighted by others (Burden 1998, Murphy 1999, 2000).
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The closed curtains contributed to women on site 2 not feeling watched, judged or pressured by
the midwives, as articulated by Millie a teenage mother.
Millie (P43): The midwives have been great. They've tried to help me out and then
they've leff me alone. '" you know..... and said if I need them, instead of them watching
me all the time. I wouldn't like it if they were sat there watching me the whole time cos it
would put me off. You know especially if she weren't taking to it, I'd panic a bit more, if
people were watching and judging, but.... er.... they just seem..... if you need them
they're there, if you don't then great.
F: Do you feel that people do judge you?
Millie: No up till now I don't think that they do, but.... er.... like if I was getting watched I'd
feel like they were then.
F: So they help you then leave you to it?
Millie: Yeah, like last night as well when I was upstairs she said em... but if the baby
won't take to it, just keep her held close to you and then if she goes to sleep put her
back to bed. She said you don't have to rush it, if she's not taking to it, so she weren't
even rushing me and like pushing me or anything.
Other examples that relate to breastfeeding 'the correct way' include the way in which
positioning and attachment of the baby to the breast has become a technically precise skill. I
return to this issue in chapter 9 in relation to the nature of encounters between mothers and
midwives.
Midwives - rules. surveillance and subversion
Monitoring and surveillance of midwives was also evident This was observed by Anna (above)
in her comment 'maybe they are getting pressure from higher up'. I commented in my site 1
field notes:
Sitting here at the station, where I can view the three bays and the women in them, I am
aware that not only am I another part of the surveillance, but also that no individual is
left unobserved and unscrutinised (field notes).
This surveillance of the surveyors relates to Foucault's (19n) reference to the Panopticon
which provides an apparatus for supervising its own activities. The director may observe all of
the employees, judge them continuously, influence their behaviour and impose upon them ways
of behaving. It is also made possible to observe the director through the arrival of an inspector
to judge how the entire institution is functioning. Arney (1982) translates this to the hospital
birth setting, "monitoring is the Janus-faced structure with one face watching over women and
their births, the other watching over physicians· (p.123).
The midwives, like the women, were placed centre stage under a constant 'gaze' from others
(Foucault 1980). Their performance could be monitored by others at any moment in time. On
site 1, breastfeeding was institutionally regulated through the operationalisation of a
breastfeeding policy centred on the BFI 'Ten Steps'. Breach of this policy could lead to the
invoking of disciplinary action. For illustrative purposes, in the following discussion, I remain
with the example of exclusive breastfeeding with 'Step Six' stating, -Give newborn infants no
food or drink other than breast milk, unless medically indicated· (WHOIUNICEF 1989). The
infant feeding specialists (directors in Foucault's scenario) were charged with monitoring the
implementation of the policy through, for example, regular audit and staff surveys. Staff were
required to 'police' themselves in the completion of details related to, for example giving formula
milk to a breastfed baby. The infant feeding advisers could monitor the staff by paying
unexpected visits, rounds and audit. Prior to the units disengagement with the 8FI accreditation
scheme, they were monitored by the UNICEF team (inspectors) via audit documentation and
periodic assessment visits. Within this context as Arney (1982) states:
Changes in practice are simply a demonstration that the new structure of controlmonitoring-is working. Controversy, and the refinement of concepts, practices, and the
organization that it may affect, merely strengthens monitoring and magnifies its
influence (p.153).
Kirkham (1999) refers to midwives policing other midwives and labelling as deviant those who
do not conform. This increases midwives' powerlessness to challenge or circumvent policies

109

and procedures, as observed by Levy (1999a), in her study of antenatal information giving. This
'policing' culture was described in detail by Eunice (MW19), a member of the permanent night
staff. As I arrived one moming for a 07.15 hand-over report she approached me in the
changing room and talked about a letter she had just received from the infant feeding specialist
querying her decision-making with regard to giving a baby a bottle feed. She explained that
there were now audit forms to be filled in every time formula was given to a breast fed baby, day
or night. The infant feeding specialist would then review the form and see the individual if it
looked like an unsatisfactory decision had been made. The previous night she had given a
bottle to a baby and had not completed an audit form, but the infant feeding specialist had
'found out' and written her a letter. She was in a highly agitated state, near to tears. I asked
her could I conduct a tape-recorded interview in one of the free side rooms, which she agreed to
do. I illustrate the issues with extracts from the interview:

F: can you tell me why you feel so upset?
Eunice (MW19): Weill feel sometimes that when we are on nights we are left messages
about breastfeeding, and it's difficult when you can't reply straight away. To write back
would involve an awful lot of writing and stl1l the point might not get across. Interaction
between two people is much easier. I sometimes wish that even they'd ring us up at
night, to ask us about it rather than a letter.

F: What were the difficult issues that night?
Eunice: Well, women at night are offen at a low ebb, and we've just got to get them
through that night in the best possible way. Offen people who have not worked nights
for a long time are often not too happy with the decisions that have been made. They
forget that we have been here for eleven hours on a shift observing and helping a lady.
It's a long time and you don't make decisions lightly and its hurtful when you're criticised
and no right to reply.
F: How do you feel that communication could be improved?
Eunice: We should be allowed as midwives to use our own judgement. I feel that
there's not a lot of room for manoeuvre, and perhaps we need to see the breastfeeding
sisters more at night. I think it would be good if they came and did some work at night,
especially if we had a particular patient who has given problems..... When we were
working towards 'Baby Friendly' it got a lot worse. It has lightened up a little bit now. It
doesn't seem to be quite so severe. I don't think that patients feel under as much
But I don't know if that was intended or
pressure as they were doing before.
unintentional.
F: When you say severe, what do you mean?
Eunice: We were left instructions on how to behave and there was no room for
manoeuvre. You were seen and spoken to if you breached the policy. But it does
seem to have eased off a bit. I think when you try to stamp a midwife's individuality out
YOU'I9 at risk of damaging her practice in some way.

Eunice emphasised the inflexibility that had pervaded practices around breastfeeding and the
need to get women over hurdles, referring to the mother she had supported:
This mother was struggling. The night staff had worked ~ hard and kept her mind

open, but she I98l1y wanted to give a bottle feed. I mean there ~ an 'all or nothing'
attitude now to bl9astfeeding which is putting women off altogether because it's too
inflexible. Women comment that they feel that thel9 isn't any flexibility anymore....... The
pendulum has swung too far -yes we need to mow away from the free and easy
issuing of comp/ementaty feeds, but not to the point of total avoidance of bottle feeding
under any circumstances for breast feeders. I mean it seems that mother's choice is
not enough any more, but not everyone is comfottable with exclusive bl9astfeeding,
let's face it..... .1 was a bl9ast feeder and I think its lovely when its going well, and
sometimes its not and its just a little blip, if you can get the mum 0\181" the blip in
whatever way you can, even if it means a complimentaty feed, or ewn using a bottle
teat, but if that mother continues to breastfeed then youVe been successful, but we are
constantly told that we mustn't use these things, that we mustn't do it...... .1 think that
leads to a lot of mums giving up .... altogether. If you can just sometimes get past that
and with persuasion and help and restoring her confidence .. .1 I9mamber a Mum who
was adamant that she wanted to bottle feed, affer finding breastfeeding too demanding
in the first few days when she was ffICOwring from the bitth and ewrything. Anyway, I
encouraged her to keep an open mind and said that perhaps we could compromise a
little. She was OK with this and in the end she had given the occasional bottle in the
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early days..... about 4 bottles she gave and then she returned to exclusive
breastfeeding. Now she would almost certainly have given up if occasional bottles
weren't an option.
This dialogue illustrates the power of authoritative knowledges and related sUNeillance upon
mothers and midwives. Although I did not inteNiew the infant feeding specialists, I suspect that
they too felt 'duty-bound' to conduct the audits and monitoring exercises in line with the policy
and their job description. The inteNiew with Eunice also highlighted that midwives may want to
be flexible regarding feeding but that the powerful institutional monitoring mechanisms
prevented them from meeting individual women's agendas. I return to this issue in chapter 9.
Despite the strong imperative to 'tow the line' a number of staff did indeed disregard
authoritative knowledges in order to support women in the way that they felt was best. This was
more noticeable on 'nights', probably because the sUNeillance mechanisms were less evident
at night and easier to circumvent. The night staff tended to be more open in stating that they
saw the 'exclusive breastfeeding is besf agenda as rigid and that it could be disregarded if it
saw a mother 'through a nighf. I return to this issue in chapter 8 under the organising theme
'getting through the night'.
Again, utilising the example of one of a number of authoritative knowledges I have illustrated the
powerful effects of the accompanying suNeiliance mechanisms. While the cases described
above are complex it seems that midwives in these situations did make carefully considered
judgements based on women's positions and the need for flexibility. Eunice disregarded the
policy and avoided policing (although unsuccessfully) by personally resisting a requirement to
complete an audit form. This relates to the concept generated by Hutchinson (1990) as
'responsible subversion'. This involves nurses bending the rules for the sake of the
client/patient with the notion of 'beneficence', i.e. the good of the patient, playing a central role.
By conducting an ethnographic study in the USA in a range of clinical settings to include
maternity services, Hutchinson (1990) identified the ways in which nurses subvert implicit and
explicit rules within bureaucratic institutions within the -context of ambiguity, conflict and
frustration· (p.15):
Many times the web of institutional and medical rules conflict with the nurse's own
intemal -rules- or beliefs about patient care. Responsible subversion occurs only in
response to a conflict between systems and/or people. A conflict exists when the
accepted rules in a given situation prohibit nurses from doing what they believe is in the
patient's best interest (p.7).
As Hutchinson (1990) notes, responsible subversion is a complex process requiring
considerable energy and effort while following the rules is inevitably simpler and easier. To
responsibly subvert, nurses require knowledge and experience of the 'system' and a personal
ideology that enables them to rationalise the process. There are four stages involved in the act
of responsible subversion: evaluating; predicting; rule-bending; covering (p.3). Evaluating
involves analysis of the 'patienf and context, the rule itself and one's own motives. Predicting
involves anticipating the consequences of a particular behaviour for the 'patient', self and rulemaker. Rule-bending involves the act of engaging in a behaviour that 'bends' the rule based on
a belief that the 'bending' constitutes good nursing judgement. This rule bending may be
conducted overtly or covertly depending on the context. Finally, the practitioner engages in
covering. This involves self-protection by developing a rationale for the action, selecting a
covering strategy and redefining the behaviour involved.
Eunice, referred to above, clearly engaged in 'responsible subversion' by evaluating the context,
rule and personal motives, predicting the consequences, bending the rule believing it to be a
good midwifery judgement and finally covering by avoiding the seIf-policing procedure. I saw
similar examples of 'responsible subversion' on site 1, for example, in relation to the rooming-in
policy (see chapter 8). Eunice also questioned the drive towards the 'natural ideal' in
breastfeeding:

We a/l say breastfeeding is natural, but whars natural any more. We don't get our food
from the garden, we buy frozen peas (laughs). We come home and bung a INdy meal
in the microwave. What is natura!? ... The BFI stimulated a lot of conversation and
argument. I think we a/l had to examine how we felt about bt8astfeeding one way or the
other and yBs, I think a lot of good came out of it. It stopped the people just giving
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feeds willy nilly and it stopped babies being taken off mums who really didn't want them
taken away. Yeah, I think there was a lot of positive things about it. I think we certainly
bath more babies now at night.... 1 think the BFI is good, but I don't like to see it
enforced, it is too inflexible (MW19).

Eunice referred to the 'un-breastfeeding friendly' attitude to staff:
We are also not very friendly to our staff who are breastfeeding, speaking from personal
experience. Um.. we don't have a pump for staff. ... we don't have a room where they
can go and express their milk. How can a unit wanting the Baby Friendly award not
look after its own staff? How could we do that? There have been many staff who have
struggled to feed. They've had to bring their own pumps in, but then we're not very
good at giving them time to express milk. We don't support them. I was never given
time to go and express milk when I was breastfeeding. Yet we wanted a Baby Friendly
award, well.. (laughs) (MW19).

This highlights the difficulty of attempting to impose an ideology that is openly contradicted in
the cultural norms.
The 'Ten steps' clearly created dilemmas for midwives and these were eloquently summarised
by Jenny (MW14), who described herself as very pro-breastfeeding:
The trouble with the BFI is you start with a lovely philosophy, which I share totally, but
the approach seems to be to make people do it, so you end up with a set of rules to
make the reluctant ones practice in the way that is expected..... .1 mean it's an insoluble
one, because you have staff who just don't believe in it so if you don't make them do it,
they wouldn't do it. I mean change like that will probably take decades to come about.
Take skin-to-skin, er.. or should I say 'thou shalt have skin to skin contact'. It's got to be
documented and ticked off. It was a great problem in hospital that people didn't have
their babies to hold after the delivery. That was one of the good reasons for having the
baby at home, but here it's.... compulsory. It's gone from being almost impossible to
compulsory.
F: For the midwives?
MW14: And the mothefS almost..... We get into trouble if we've not documented skin to
skin- yes, x minutes. The only get out is if has not taken place you document 'not
wanted by the mother'.
F: Do you see it as choice for the mother?
MW14: There's definitely pressure, because there's pressure on the midwives to do it,
you know, as part of the policy and it results in situations which must be the total
opposite of skin-to-skin advocates. You see these lovely videos with babies crawling up
the mother's tummies and finding the breast and things. Its all very quiet, very peaceful
and the baby's given a/l the space it needs and the mother's got space to obselV8 the
baby and do al/ those, you know instinctive things that mother's and babies do if they've
got time. Here you'll see a baby rammed down a mother's nighty, looking very uncomfy
for both the mother and the baby, you know and it's allegedly, in invaded commas,
getting skin-to-skin and it's a travesty. Irs not skin-to-skin at all in the true sense, but
you know, you're meant to try and do it, unless the mother says she specifically doesn't
want it.

Jenny clearly recognised the tensions between attempts to reverse medically imposed rituals
and routines through a new set of rules and regulations. She saw the attempts to reconstruct
the natural in hospitals by implementing the BFI as constructing a superficial veneer of
naturalness that was nothing like her notion of 'natural', Jenny's reference to the "travesty" of
current ways of implementing mother-baby contact are aligned with Martin's (1987). She refers
to the sundering of the woman's birth and removal of any sense of her involvement, by the
application of the production metaphor:
Surely restoring contact between mothers and babies immediately after birth could not
restore automatically a sense of engrossment with the baby when the process of birth
has been so deeply interrupted (p.86).
On site 2, breastfeeding did not appear to be institutionally regulated and therefore there was
little associated sUNeiliance. There were implicit rules that became more explicit through the
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posters discussed in chapter 5, for example regarding 'skin-to-skin contact' and 'rooming-in'.
However, there was a general disregard for these guidelines with midwives, again doing what
they judged to be the most appropriate actions for the women. As stated, however, this often
constituted a laissez-faire attitude with little regard to the long-term consequences for mothers.
Taking the exclusive breastfeeding example again, as I discuss further in chapter 7, midwives
appeared to expect most women to 'top up' with formula and frequently encouraged them to do
so. This equally problematic scenario was reported by Cloherty et al (2002) (see chapter 2).
The contrast between site 1 and 2 with regard to one aspect of breast feeding practice
illustrates the way in which neither a highly institutionally regulated system nor a totally
unregulated system appear to be meeting the needs of women. This reflects the absence in
either unit of an appropriate mechanism for staff to reflect upon their practice and itS short and
long term implications for women and their babies with whom they engage. The absence of a
mechanism for midwives to reflect upon practice, as Street (1992) argues, highlights at least in
part, the hegemony of the hospital system. I return to this issue in more detail in chapters 9 and
10.

Summary
The notion that 'breast is besf has become ideologically pervasive as have the 'right ways of
doing if. This reflects the ways in which authoritative knowledges regarding breastfeeding have
been constructed and advocated at given times in hiStory and within specific cultural settings.
Although these knowledges shift and change they bring with them a power to -invesr women
and Mexert pressure- upon them (Foucault 19n, p. 26-27) as the body becomes the -the
ultimate site of political and ideological control, surveillance and regulation- Lupton (1994, p23).
Women identified breastfeeding as the 'correct behaviour' and the 'natural ideal' seeing it as
being a part of the project of good motherhood. They expressed the power and pressure of the
'breast is besf ideology upon their experience of new motherhood. Despite women's reiteration
of the notion that breastfeeding was the 'natural ideal', most reported their early experiences as
neither natural nor ideal. There was a strong sense of dissonance between expectation and
reality.
Breastfeeding has become increasingly institutionally regulated and breastfeeding mothers
while being expected to be productive - producing breast milk, felt subjected to surveillance of
their bodies and performances related to dominant and authoritative forms of knowledge.
Women experienced dissonance in canying out an activity that in the UK society is portrayed as
private and home based, in a public place the hospital. This refated to the matemal-sexual
dualism and the dissonance it creates. Thus, like hospital birth, breastfeeding on postnatal
wards has become separated from women's private lives and placed on view in the public
domain. Like the mothers, the midwives are also subject to monitoring and surveillance,
particularly in cultural milieu in which breastfeeding is highly institutionally regulated. The ways
in which women, both mothers and midwives, accommodate, resist or disregard authoritative
knowledges and the related surveillance illustrate the complexities created by 'doing the correct
thing ... in the right way'.
In the next chapter I explore further ways in which women experience the pressures and
uncertainties during their early days of breastfeeding by examining the notions of 'supplying',
'demanding' and 'controlling' in relation to breastfeeding.
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CHAPTER 7
SUPPLYING. DEMANDING AND CONTROLLING
Introduction
In this chapter the interconnecting and interdependent concepts of linear time, production,
separation and control that run through the thesis continue and strengthen. As I highlighted in
chapter 2, these concepts are a growing feature of technocratic societies as they seek to control
expanding populations and produce bodies to engage in efficient, technologically mediated
production (Foucault 1977, 1981). In this way, people are constituted for capitalism.
While rigid practices of separating mothers from babies have been largely reversed, separation
was ever present in this study in the way many of the women understood and experienced
breastfeeding. Women commonly conceptually separated the act of nutrition from the notions
of nurture and relationality. They saw their breasts as functioning to make milk that they were
required to deliver/transfer to the baby. However, they were deeply mistrusting of their body's
ability to produce the correct amount and the right quality of the product, breast milk, and they
doubted their ability to transfer this to the baby. The baby was expected to quickly display
orderly behaviour at the breast and any suckling for comfort or nurture was often felt to be
unnecessary and indeed undesirable.
Women commonly expressed discord centring on the breaching of boundaries between
themselves and their babies created by the disorderliness inherent in the notion of
demand/baby-led feeding. Women's fears related to the inherent uncertainty embedded in the
notion of demand feeding led them to feel the need to place control upon the situation. The
strikingly consistent personal lack of confidence in women's beliefs about their ability to
'produce' appropriate breast milk and exclusively feed their own baby also contributed to the
desire for control.
Women's plans to return to paid employment influenced their feelings about breastfeeding, and
this was a striking, yet unexpected finding in a study conducted at such an earty stage post
birthing. Women were not only coping with recovery from birthing and with the pressing matters
of new motherhood and breastfeeding, but they were coping with their plans for the future with
concepts of linear time being central. At this early stage in new motherhood there was already
a linear sense of time running on and out.
The combination of concerns regarding 'supplying', 'demanding' and planning to return to work
contributed to women endeavouring to impose order upon chaos by adopting practices which
were designed to supplement or attenuate breastfeeding in a range of ways.
In part acknowledgement of the separations I have described, I have separated sections of the
data to illustrate firstly women's experiences of 'supplying', secondly their experiences of babies
'demanding' and thirdly the ways in which women engaged in 'gaining control and maintaining
boundaries'. These headings constitute three global themes with their underpinning networks
(see figures 7.1, 7.2, 7.3). However, the three themes were closely interconnected for women
as they were all occurring simultaneously.
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SECTION7A
SUPPLYING: PRODUCnON AND DELIVERY
Introduction
By far the most striking and consistent theme to emerge from the data from both sites was
women's lack of confidence and trust in their ability to produce enough milk or milk of the right
quality. This lack of confidence was clear1y voiced by the women themselves, but was also
implicitly evident in the language and actions of some of the midwives. I became aware of
women's lack of confidence, indeed mistrust at an epistemological level - knowing and an
ontological level - being. Secondly, women lacked confidence in the act of delivery or transfer
of milk to the baby. 85 This centred again upon knowing (or not knowing) what was happening
and upon doing/performing, for example latching the baby on effectively.
There has been considerable reference in the literature related to perceived -insufficient
milk-(Hill and Humenick 1989, Hill and AJdag 1991, Hillervik-Lindquist 1991,1992, Segura-Millan
et a11994, Dykes and Williams 1999,88 Blyth et al2oo2, Dykes 2002, Hamlyn et al2oo2, Cooke
et al 2003). It remains the most common reason why women in the UK discontinue
breastfeeding, a consistent feature of six quinquennial infant feeding reports (Martin 1978,
Martin and Monk 1982, Martin and White 1988, White et al 1992, Foster et al 1997, Hamlyn
2002). Cross-cultural anthropological studies illustrate that -insufficient milk syndrome- is a
phenomenon which predominates in cultures infiltrated by the western biomedical view that
breast milk is primarily a product (Van Esterik 1988).
For women to express mistrust in their capabilities at such an early stage suggests that they
have come to the experience of breastfeeding with many doubts. This relates to the discussion
in chapter 2 centring on the development of dualistic and mechanistic representations of the
body (Beekman 1977, lIIich 1995, Hastrup 1995, Davis-Floyd & Dumit 1998) and in particular
the defining discourses of femininity over the last two centuries in the West, which have
assisted in constructing the female body as weak, defective, and deeply untrustworthy (Oakley
1986, Martin 1987, Schwarz 1990, Kohler Reissman 1992, Davis-Floyd 1992, 1994, Duden
1993, Carter 1995, Shildrick 1997, Blum 1999). Superimposed upon this mistrust is the
reinforcement of the tenets of the techno-medical paradigm during pregnancy, labour and birth.
As Millard (1990) states in relation to women's births:
Women thus are made to conform to schedules, and the signals they receive from their
own bodies are interpreted as irrelevant or misleading in contrast to measurements
taken by machines and nurses. Women come to breastfeeding with a recent intense
experience in ignoring their own bodily signals, which have been redefined as problems
instead of guides to action (p.212).
As discussed in chapter 2, the current 'seeing is believing' culture in the UK is exemplified
during pregnancy, labour and birth during which women become increasingly exposed to the
notion of dependency upon visual verification and validation of embodied experiences (Duden
1993). Ironically, as the quest for visualiSatiOn has increased exponentially, the mother appears
to have become increasingly invisible (Oakley 1986, Martin 1987, Duden 1993).

I use the words 'produce', 'dellwtr' and 'transIer', being fully 8W8I8 d their metaphorical algnment with Industry and
the production line. As I discussed In chapter 2, this IangU8g8 was, and Indeed stills, highly evident In biomedical texts
on breastfeedlng. It also retIeds the ways in which women appeared to understand and upertence bntastfeedlng
whilst stili In hospital.
• My .artler hermeneutic phenomenological reeean:h conducl8d In 1996-1998 focuIed V8IY apecIfIcally upon women's
concerns related to the adequacy of their breast mill (Dykes 1998, Dykes and WilIams 1999, Dykes 2002), IS
discussed in the background. However, the focus of my .....rch and of 0IhenJ hIS been upon theM perceptions and
anxieties as the breastfeedlng relationship unfolds over weeks and rnonIhs. I did nat commence 1NIr..... wIIh women
until their babies were six weeks old. I had not expected Iheee c::oncems to manfelt themselves In the fht days of
breastfeecling In hospital and had therefore not elCpeCted to be addntMing this Issue In any depth In this thesis.
However, the context In this thesis Is quite different and therefore raises new .... and from a dll'ranlnt perspec:Iive.
The focus Is upon the hoIpital culture, although Inevitably thent were many obr 'outlide' ...... inpiIlging upon
women while in this setting. An ethnographic approach Is utilised rather than • phenomen%gica one and the study
incorporates not only Interview rnateftal but also findings from direct obIeMItionI of mothers and tMIbiet and their
encounters with midwives.
85
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In relation to breastfeeding, in the West, the focus is very much upon breastfeeding as a
physical activity whose function is to provide nutrition for the baby. In essence, it is about
breast milk feeding the physical body (Vincent 1999). Growth can be seen and measured as
verification of the effectiveness of this process with the mother being placed centre stage for
any blame related to her baby failing to grow at the prescribed rate. Therefore, women are
faced with a combination of feeling accountable for producing breast milk and performing
appropriately to ensure effective delivery to the baby. At the same time their bodies are the
subject of mistrust and seen as in need of surveillance and management. Oakley (1986) refers
to this "uneasy balance between a dependence on medical authority and the need to trust one's
own knowledge of one's body" (p.238). The preoccupation with measurement of breast milk
that developed with the general medicalisation of infant feeding at the tum of the last century is
still highly evident in today's biomedical literature. 87
As I discussed in chapter 2, the aggressive global marketing of infant formula by powerful
multinational corporations and display of breast milk substitute slogans in health care clinics is
also argued to have played a major role in the lack of cultural belief in the efficacy of
breastfeeding (Greiner et al1981, Palmer 1993, SOkol 1997). This was greatly assisted by the
super-valuation of science and its associated developments to assist with modem ways of
living. The bottle therefore represented liberation and formula milk represented the superiority
of science (Apple 1987, Palmer 1993, Quandt 1995).

Breastfeeding in the UK is now seen very much as a learned skill. This relates to women in the
UK entering their transition to motherhood, from an essentially bottle feeding culture, often
having had little or no previous personal experience of breastfeeding and having little
opportunity for vicarious experience - watching others (Hoddinott 1998, Hoddinott and Pill
1999a, b). The lack of culturally acquired knowledge creates an opening for authoritative
biomedical knowledge related to breastfeeding to predominate and a lack of confidence in
breastfeeding. Women then become dependent upon health workers, for example midwives, to
provide them with support in the form of practical aSSistance, information and encouragement
To assist my understanding related to the effects of this lack of cultural knowledge and
confidence, I have engaged with Bandura's theory of self-efficacy. Self-efficacy theory was first
defined by the soclalleaming theorist Bandura (1977). and continues to be developed (Bandura
1982, 1986, 1995). My use of Bandura's theory for understanding, in part, the data in this thesis
was prompted by the recent work of Dennis (1999), Dennis and Faux (1999) and Blyth et al
(2002). The collective findings illustrate that women's confidence or seIf-efficacy with regard to
breastfeeding influences the duration for which they breastfeed. In this thesis, I largely focus
upon the data by integrating theory generated within the fiefds of social science with midwifery
research. I therefore initially viewed the psychologically based theory of self-efficacy with
extreme caution. However, to exclude theory that is generated by another discipline such as
psychology would deny the bio-psychosocial nature of the breastfeeding experience and the
related practice implications. Indeed, in his more recent work Bandura (1995) appears to freely
cross disciplinary boundaries. He highlights the strong cultural component to self-efficacy
emphaSising the social construction of seIf-efficacy through transactional experiences with one's
surroundings. He also appears to align himself with a macro, critical theoretical perspective in
referring to the concept of collective efficacy in arguing that increasing technology, bureaucracy
and fragmentation of society tend to create collective powertessness rather than efficacy.
Self-efficacy theory has tended to be applied in a positivistic way within health care (Drummond
and Rickwood 1997, McClennan Reece and Harkless 1998, Dennis and Faux 1999, Sinclair
and O'Boyle 1999). This constitutes an epistemological challenge in that it is underpinned by
objectivist assumptions. Dennis and Faux (1999), for example, developed, validated and tested
a self-efficacy in breastfeeding tool. This approach with its causal assumptions is incongruent
with constructionist epistemology. It tends to focus upon describing behaviours that may be
explained and subsequently modified. This is definitely not my purpose and I therefore refer to
the theory only in assisting me to make sense of specific sections of the data which have
ironically arisen through the stated and CANIted dependence upon authoritative breastfeeding
knowledge.
f1 While the methods have become mont sophiltlcaled, the principles are the ume. All example d the perpeCuItion d
theM principles may be seen In a description of the 'pros' and 'cons' of measurements to /nc:tude, test weighing, iIotope
measurement, breast expMSlon and the recent technique of comput8I1z8d bfuet rneaIUf8fI'NtId (Cregan and
Hartmann 1999). Here they dlscus8 the measurement of rate d milt synIheIiI. bINIt storage capICily, degnIe of
breast fullness and volume of mik ret'nOIMd.
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Self-efficacy relates to the personal conviction that one can successfully carry out a particular
activity to reach a personal goal:
Expectations of personal efficacy determine whether coping behaviour will be initiated,
how much effort will be expended, and how long it will be sustained in the face of
obstacles and aversive experiences (Bandura 1977, p.191).
Bandura (1977) carefully distinguishes
expectation":

between

·outcome expectancy- and "efficacy

An outcome expectancy is defined as a person's estimate that a given behaviour will
lend to certain outcomes. An efficacy expectation is the conviction that one can
successfully execute the behaviour required producing the outcomes. Outcome and
efficacy expectations are differentiated, because individuals can believe that a particular
course of action will produce certain outcomes, but if they entertain serious doubts
about whether they can perform the necessary activities such information does not
influence their behaviour (p.193).
There are four influences upon self-efficacy for a given skill, listed from the most to least
influential in terms of effect: performance accomplishments which relate to direct previous
experiences of success and failure; vicarious experience (role modelling) which stems from
appraisals following observing others in this situation; verbal persuasion which relates to
encouragement or discouragement from others and emotional arousal which relates to a
person's judgement of their physiological state and emotional feelings (Bandura 1977,1982,
1986, 1995).
My data illustrates that previous experience and whether it was positive or negative was indeed
an important influence upon women's confidence in breastfeeding. As women have generally
had limited vicarious experience related to enculturation through a predominantly bottle feeding
culture they were therefore very susceptible to positive or negative forms of encounter with
midwives88 and were vulnerable to the undermining effects of uncertainty, pain and fatigue. 89
The global theme of 'supplying' was underpinned by two organising themes, •production' and
'delivery', which I now go on to discuss (see figure 7.1). In relation to the notion of supplying, I
also discuss the influence of previous experience and I illustrate some of the mechanistic
dialogues that relate to these themes. Past experience and mechanistic dialogues do not
constitute part of the thematic network but discussing them in this context supports the network
analysis.
Production
Malfunctioning breasts
Women appeared to conceptualise their breasts as 'machine-like', as seen when Annette who
had recently given birth during the night referred to her breast as ·not working-:

She hasn't had much, she has a few sucks, but she's not that interested..... The
midwives said to JUst keep trying'..... but, its not WOI1cing (laughs). "m not WI}'
confident because it's not working (Annette, P58).
The language Annette and other women used in relation to their concerns tended to objectify
their breasts, illustrated by a striking lack of use of personal pronouns. Mahon-Daly and
Andrews (2002) also reported this distancing from one's body and conceptual disconnection
from one's breasts, particularly when the body does not appear to be functioning. Balsamo at al
(1992) likewise refer to the alienation of the self, the body and its products, which are
experienced as outside the self when breastfeeding is problematic.

.. Discussed in depth In chapter 9.
II Discussed in depth In chapter 8.
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Fiaure 7.1
Thematic Network:
Supplying

Production

Supplying

Delivery
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One of the midwives, Virginia, illustrated women's lack of body confidence making clear
connections between birth and breastfeeding:
The trouble is that women don't believe in themselves, in relation to their birth or
breastfeeding. They don't think they can do it. Look at the section rates. They're
nearly 25% and they're increasing all the time. In my opinion there are too many
inductions, then you get failure to progress, and then a section. Then if you've had a
previous emergency section, you end up choosing an elective section next time so its
bound to go up and up. Women don't believe they can manage in labour and they don't
believe they can breastfeed. Some of them-they just sit there (Gestures arms out,
chest out), they don't have a clue, and yet others, like funnily enough, the teenagers,
they seem to just do it. It's the middle class mothers, they're all tense, they've read all
the books and they make it so complicated. Irs like the dreaded Baby Friendly
assessments - they ask you how you do it, but it's hard to articulate, it's like driving a
car (Virginia, MW20).

Unable to measure
Women tended to discuss breastfeeding in relation to the contrasting certainty inherent in bottle
feeding and being able to measure how much the baby was getting. Nadine felt that she could
not measure because she was unable to visualise the quantity of breast milk being provided:
It still worries me that I don't know how much she's taking... (laughs) .... but they've told
me not to worry about that so.... but I think it's purely because if you're giving a bottle
you know... you can actually physically see how much she's taken, whereas I know like
it's demand feeding and they're only taking what they want and what they
need... apparently... but it's still...you can't physically see it.... you can't see it and that's
the wony... (Nadine, PSO).

Some women endeavoured to monitor their milk through visualisation by, for example
squeezing milk out:
I did get a bit worried though and I asked the Midwife to come because when I
squeezed to get a bit of milk before I fed her there was nothing there, and then she
sucked for half an hour and when she came off she was crying (Sally, P40).

Jo saw linear time as a crude way of assessing the volume of breast milk taken by her baby.
This was seen as inferior to the accuracy possible when measuring formula milk:
I'm worried if she's getting enough. You know with fonnula you can measure. With
breast milk it's difficult to get an accurate amount, you can only go on time, but... I
suppose though, if she wanted more she would keep going? (Jo, P45).

The above quotes from women reflect a clear desire to measure breast milk in order to provide
reassurance and validation that they had enough. Leff at al (1994) and Kavanagh et al (1995)
also reported this anxiety related to inability to visualise the volume of breast milk. This relates
to desire for predictability through quantification and the general feeling that to see is to know
(Duden 1993). While in the field I inevitably heard midwives talking to women who were bottfe
feeding with infant formula. I am unable to report on this as data as neither the mothers nor
midwives had consented to me using these encounters as data. However, as a general
statement I was particularly struck by the emphasis upon accurate measurement at every stage
of the process with too much or too little powder being portrayed as problematic and even
dangerous, which indeed it can be when formula feeding. This stark contrast between the way
in which women are expected to trust the process of breastfeeding for meeting their baby's
entire nutritional needs and the scientific precision related to formula feeding clarified for me
one of the sources of dissonance for women. Demand feeding, with all itS inherent irregularity
and unpredictability, Increased women's anxieties related to the adequacy of their milk, as
illustrated in section 78.
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When the milk comes in
The colostrum phase appeared to be experienced as particular1y uncertain for most women who
felt anxious that colostrum was insufficient for their baby, for example:
He's not getting much milk-only colostrum... .! mean... you know.... he's feeding but you
don't know how much they're getting cos you can't see it coming, you know, cos it's still
only the colostrum (Corinne, P41).

Women anxiously awaited the arrival of the 'proper milk', as illustrated by Sandra (P34) who
had breast fed for a few weeks with her first baby. She thought that feeling heavy breasts
would reassure her that she had milk, in contrast to the lack of any tangible sign in relation to
colostrum:
When he's not fed really like you just think, if you see other babies feeding you just
wony that they're not getting enough food really, um... but then everyone says he's al/
right and I mean he's not screaming or anything.... You can't see how much they are
getting its very strange because I know there's like colostrum, I know that's in there but,
you can't see it and sometimes you think, is there anything actually coming out (laughs).
It's illogical really isn't it (laughs)...... it's that you can't see it. I mean I know once your
milk comes in its different again, cos you can feel your breast becoming heavy and solid
and you can see it coming out, but right at the very very beginning...... .1 mean its
tangible then isn't it, whereas with colostrum you can only squeeze a tiny bit out
(Sandra, P34).

Sandra's reference to food, again, illustrates the way in which women conceptualised
breastfeeding primarily as a source of nutrition with little apparent emphasis upon relationship.
Her sense of waiting for the next stage - for the milk to come in, reflects the general desire to
advance to the next stage - for progress to take place. Simonds (2002) refers to this
conceptualising of reproductive experiences into reified time slices whose progression to the
next stage is a mark of progress. This fracturing of procreative events, she argues, reflects the
masculinist ideologies which penneate obstetric care.

A sense of embodied progress was experienced when the milk came in:
During the course of the night my milk was coming and the baby fed straight away this
morning, so I feel a /Ot happier about things this moming......... She seemed to sense
that there was something different this moming when she came back, she was pleased
to see me and took to it straight away, so.... ..... I feel a lot better this morning, thinking
that I can now feel that something more tangible is happening (laughs) (Chloe, P50).
They're (breasts) a lot harder now and there's definitely more come through because I
can tell by the way he's sort of gulping more rather than just, it's the noise he makes I
can tell he's taking more (Corinne, P41).

In spite of the waiting for the milk to come in some women still tended to feel anxious thereafter:
His feeding has changed since my milk's come in - before he was feeding quite
frequently, but now it's less offen and not for so long... I haven't got much confidence
because I don't know whether he's getting enough or I don't like the fact that he's not
feeding so regularly now. I think it's about your expectations isn't it, because when
they're on the bottle you can see exactly how much they're getting... :1 didn't really know
what to expect (Harriet P52).
Delivery

Women
baby.

were not only concemed about production but also delivery of the produced milk to the

Not enouah leavina my body
Women sometimes expressed concerns related to the actual flow of breast milk from their
bodies:
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I didn't feel.... you know..... that there was enough leaving my body, it's a weird sort of
feeling, you want to give the baby the best start in life, but you're not sure (Chloe, P50).

This relates to the westem expectation that milk will flow according to linear time constraints as
illustrated by Spiro's (1994) research with women who had moved to the UK from rural Gujarat
who had not encountered this anxiety about milk flow in India. She argues that it relates to a
loss of closeness to body rhythms in western societies and a loss of closeness between two
bodies that of the mother and that of the baby.
Is it reaching the baby?
Women tended to be concerned that her milk might not be actually reaching their baby:
It's just knowing what's happening. You know she just gorges herse" and then its like
coming out of her nose and everywhere, so you don't know if they're getting enough,
like if it's coming out of there how do you know she's getting enough.... and the other
thing like yesterday she fed at ha" past 7 in the morning, but she'd been on that
incubator so she was tired and cosy, and I had to wake her at ten to two and I was quite
worried cos I thought well.. .. she was feeding for up to an hour before that so there was
like this big change in time and I just thought weH..... is she not well?... cos obviously I
had to wake her in the first place and secondly is that 10 minutes enough for her when
its so rich? (Jane, P12).

Jane appears to have conceptualised the changes in 'time' between feeds as indicative that all
might not be well in terms of delivery to the baby.
Delivering prooerly
Women saw gaining confidence in the skill of breastfeeding as a primary goal in ensuring
effective delivery to the baby, ., mean mainly at the moment, I want to be confident that I can do
it" (Selina, P48). This links back to the notion of 'doing it the right way' discussed in chapter 6.
Women tended to state that they knew that breast milk was best but then felt that they needed
to know what to do:
I'm confident knowing that it's the best for her, that's why I decided when I was pregnant
to breastfeed her, but I want to feel confident with what I'm doing ..... you know, with
what to do (Kate, P39).

In Bandura's (1977) terms this relates to a stronger sense of outcome expectancy than efficacy
expectation. Women tended to become anxious when the baby became discontented and
unhappy, and this made them doubt their abilities to deliver the 'product' effectively:
I was a bit stressed in the night-cos he was cryi~you don't know what's wrong with
them - you don't know if it's something that you've done, like you've not fed em enough
or you're not doing it properly... (Glynnis, P59).

Sam (P19) said, -I'm not convinced I'm doing it right meseIf. The milk hasn't come through yet.
It's still coIostrum...... she just doesn't seem happy'- Her baby did not appear to be very
effectively attached to her breast and she had very sore nipples, which probably contributed to
the baby being unsettled. The associations between what women see as unsettled behaviours
and their perceptions of insufficient milk are well established (Hill and AIdag 1991, perezEscamilla et aI1994, Segura-Millan et a11994, Foster et aI1997, Hamlyn et a12002) and, when
related to ineffective pattems of breastfeeding, are likely to have a physiological basis
(Woolridge 1995).
In contrast, women felt confident when their baby was settling between feeds. This enhanced
their feeling that they were producing and delivering enough milk:
Up till now, I feel confident just because she seems content on it and like as soon as
she's had enough she just goes straight to sleep, em... .1 mean irs early days so I don't
know if it's gonna stay like this or whether she's just behaving herself for now. But it
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gives me confidence to know that she's feeding and then she seems quite content after
it (Millie P43).
Women endeavoured to assess their milk transfer to the baby through various means, for
example watching what comes out

My only worry at the moment is that he passed a stool yesterday, he did his meconium
and then he passed a normal stool but he hasn't since, so my worry is that I mean I
hope he is getting what he needs because he seems to be sleeping afterwards, and
he's content, but because nothing is coming out my fear is that he is just kind of
suckling rather than well, you know, he's doing it for comfort rather than... But I think
he'd probably be crying and upset if he wasn't getting enough.... um... I just assumed
that with them having such little stomachs that it would just come straight through them
(Alison, P38).
Women focused on using the correct technique to deliver the milk and this led to preoccupation
with for example which breast to offer next

It's just getting her used to it and once my milk kicks in a bit more as well
(Iaughs)...... an' another thing that worries me (laughs) is which breast I've I fed her on,
like remembering to swap over each time, so she gets a proper feed like.
Partner: You could put a mark on them (laughs).
Millie: Yeah, I've been writing them down on a piece of paper ticking them off like
(laughs), but like last night she'd only feed for like a couple of minutes on one and then
she was on for like nearly an hour on the other, so... like... I was trying to, you know,
balance it out/ike (Millie, P43).
The notion of 'correct positioning and attachmenf also relates to the sense of 'correctly'
delivering milk to the baby, but I discuss this in chapter 9 as it forms a crucial component of
breastfeeding management.
Previous experience
As stated, previous experience constituted an important influence upon confidence in
breastfeeding both in terms of 'producing and delivering', with positive experiences increasing
confidence and negative experiences having the potential to lower confidence depending upon
how they were overcome (Bandura 1995). Louise (P14) related to her previous experience and
feeling of lack of control:

I get very hung up about things, like last time he didn't gain weight.. .in the end the
Doctor said we'd better put him on the bottle. I was very sttessed and I could have fed
him a/l day and it wouldn't have filled him up. Once I had stopped the Doctor said
maybe I could give him a morning, midday and evening feed, but once I gave up, within
a day and a ha" my milk had disappeared completely. I don't think he was getting
anything and I think it was a combination of things, including a lack of control. This time
I'm hoping that things will be different (Louise, P14).
Women were aware that lack of previous experience contributed to them feeling less confident

I'm not very confident yet (laughs), cos I've read the books, I think I've read too many
books, but I think you need practical experience which I haven't had, but I feel more
confident than I did yesterday (laughs), but it's things like holding her which make me
feel less confident. Uke we haven't got any babies in the family, so it's quite hard.....
But, 1'1/ just keep trying. She is latching on but she doesn't seem to be getting very
much. It's hard work, because she's not used to it and you're not used to it, you know
it's a skill (Selina, P48).
Women who had breastfed before tended to feel more relaxed and confident

With it being me second.. .I'm more relaxed this time (laughs) ..... The problem I had with
my other little girl was that one of me nipples was inverted and I used to find it was
difficult to latch her on to it, because she actually had to suck at it to draw the nipple out,
so that was a bit frustrating. But I'm aware of that-it seems easier with Louise, probably
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again, because of my confidence, she seems to be able to suck on it and get the nipple
extended.... lt's certainly easier the second time (Shirley P57).
Mechanistic dialogues
It is argued that women need to be prepared for the insecurity and uncertainty of breastfeeding
with regards to quantification (Marchand and Morrow 1994, Mozingo 2000). This preparation
was not evident in the interactions I observed between midwives and mothers. Indeed
midwives tended to employ a range of mechanistic assumptions related to breastfeeding,
suggesting that they also saw breastfeeding primarily as a source of nutrition for feeding the
baby's physical body with breast milk needing to be transferred effectively.
Counting calories
Chloe (P50), whose baby had been born at 37 weeks gestation, was undermined by the
paediatrician's comments regarding her baby getting enough calories:
She doesn't seem to suck for very long then she gazes round the place, so I'm a bit
uncertain as to whether she's actually getting enough milk, what's it called, colostrum. I
got really concemed about it, so she had a cup feed yesterday. She took that down
really quickly. That was at 4 o'clock yesterday aftemoon, so I thought then, well I'm not
giving her enough. I mean she hadn't really fed for about 12 hours. It was the
paediatrician - she came round yesterday and it was shortly after that that she had a
cup feed, cos she said you need to make sure she's getting the calories from the milk
and I thought, oh, I've got no way of knowing, you know (Chloe, P50).
Emphasising the baby's size
In a number of interactions midwives emphasised that the baby was big in a way that appeared
to link size with potential insufficiency of milk, for example:
Virginia (MW20) physically attached the baby on to Sue's breast
Virginia: Have you leaked any colostrum while you were pregnant?
Sue (P29): Yeah
Virginia: You have. He's a big bold baby.
Emphasising the baby's hunger
Reference to the baby's hunger were sometimes made, for example Hannah (P49) was holding
her baby who had hiccups. Isabel (MW34) went past and said, ·OOOh ..... what's the matter with

you, are you hungry?"
Supply and demand
References to the way in which the more a baby suckles the more slhe stimulates the mother's
milk formation tended to be rather brief and mechanistic:
Sandy (MW30): How's it going?
Selina (P48): Do you think she's gettfng enough?
Sandy: Of course she is, that's what your breasts are made for, course she is. When
she's suckling, that sends signals to your brain, to make more milk.
Looking for signs of colostrum
Midwives tended to indicate ways in which women could see or know that they had breast milk,
for example Felix (MW29) suggested that Selina (P48) look for signs of colostrum through
expressing, but did not show the mother how to do this effectively:
Felix (MW29) was assisting Selina (P48) to attach her baby:
Felix: Try turning her towards you.
Selina attempts to latch her on to her right breast The baby fidgets at the breast. She
is rather scrunched up, with head twisted and body curled. She can't really access the
breast adequately.
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Felix: Do you want to try expressing a little bit of milk onto your nipple?
She doesn't give any guidance. Mother squeezes right up by the nipple -unlikely to
express colostrum in this position.
Selina (P48), on seeing that no milk is evident, says: This is what I'm worried about,
there's nothing there.
Felix: Not everyone can express colostrums .. .. so don't wony.
Having suggested that the mother expressed colostrum Felix then indicated that not everyone
could express colostrum, clearly giving Selina mixed messages.
Breast size as a mark of progress
As part of the same dialogue just described, Felix emphasised progression to the next stage:
Felix (MW29): Are your breasts starting to feel any fuller?
Selina (P48): They're a bit tender, but that's a/l
Felix: You should start to feel a bit fuller by about tonight.
Selina: Tonight, oh.
Selina was very anxious about what the baby was getting. She was still not attaching her baby
to the breast effectively. By the 3rd day her breasts were still soft and the baby had received a
cup feed as he appeared to be dehydrated.
Other interactions emphasised looking for evidence of colostrum and breast fullness, for
example Virginia (MW20) passed Vicky (P30) who was lying on her side trying to place her
crying baby on to her breast:
Virginia (MW20): How do you find feeding on your side?
VICky (P30): All right. I fell asleep with her during the night, so she just fed when she
wanted to.
Virginia: Good, that's great. Do your breasts feel any fuller?
Vicky: Um, yes, just starting to feel a bit fuller.
Virginia: Have you felt any colostrum coming out?
VICky: Yes, there's colostrum there.
When your milk comes in
Women were repeatedly 'reassured' that things would be all right when their milk came through.
Damaris (MW18) came to see how Grace's (P15) baby was feeding (she was first day post
Caesarean section):
Damaris (MW18): Oh he's doing fine.
Grace (P28): There doesn't seem to be much there, he keeps coming off.
Damaris: You'll have colostrum which will usually see him through, then your milk will
come in about the third day. The baby carne off her breast, so the midwife helped him
back on, saying, Remember to point your nipple to his nose.
Here Damaris referred to colostrum as ·usually" seeing a baby through which implicitly suggests
that it may not. Secondly, she reiterates the linear fracturing of procreative events and
progression to the next stage referred to by Simonds (2000) and discussed above.
What goes in comes out
Midwives often -reassured- mothers by emphasising that what goes in necessarily comes out, a
mechanistic expression typical of the western conceptualisation of the body as machine
(Helman 1994). However, as seen above with Alison (P38), this led to insecurity if the expected
output did not occur on a particular day. The following interaction Hlustrates this issUe:
Chloe (P50): I'm not sure she's feeding enough?
Isabel (MW34): Is she wee/ng and pooing?
Chloe: Yes.
Isabel: Well, if there isn't anything else going in there wouldn't be anything corning out.
Chloe: Oh.
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Isabel: And she was suckling and gulping before so that shows you she's getting
something.
Chloe: Oh.
Isabel: We'll leave it until she's a bit more alert and then we 71 see how she's feeding.
Chloe: All right.
Afterwards Isabel said to me: You can't force feed them
Lucy (P15) voiced similar concems to the midwife, Kerry (MW11) following a postnatal
examination:
Kerry (MW11): Anything you want to ask me?
Lucy: Well I'm not sure there's anything there?
Kerry : Do you want me to show you? (Presumably offering to express some milk for
her)
Lucy: No, I can see the milk coming out
Kerry Has she been wet and dirty?
Lucy: Yes
Kerry: Well that shows she's getting milk
Lucy: Oh
Weighing
Finally, the ritual of weighing the baby while in hospital was testimony to the continued use of
mechanistic ways of assessing output. The practice of weighing in hospital has been
discontinued in many matemity units for healthy term babies, related to its inaccuracy and
undermining effects. However, on site 1 this practice was still very much in evidence. The
babies were weighed at birth on delivery suite and thereafter every other day, i.e. third, fifth etc.
Weighing was referred to as something that happens and was not discussed as a choice:
Kim (Wo/15): You know we'll be weighing tomonow. We weigh on the third day.
Barbara (P37): Oh I was hoping to go home today or...
Kim : We like you to stay a bit longer with it being your first baby, until tomorrow
anyway. Give you a chance to get your breastfeeding established.
Barbara: Oh.
Kim: So we'll weigh him tomorrow, but you know he'l/lose 10% of his birth weight,
breastfed babies do. Bottle fed babies don't because they're getting the full amount
straight away.
Barbara: Oh, I didn't know that.
Kim: Once you're milk comes in he'll be more settled.
Here Kim's language implied that breastfeeding would not provide the "ful/ amount" in the early
days, linking it to a weight loss. The weighing ritual was generally conducted with little
background discussion or explanation:
Holly (WoI7): You know they lose up to 10% of their weight ? (as she lifted her on to the
scales).
Vicky (P30) : Do they? Oh.
Holly (MW7): 6-8.
Vicky: Is that a/l right?
Alice: I need to convert it over. Focused on the chart: Yeah, you're fine there. You
can dress her now.

However, the procedure didn't seem to have concerned VICky, particularly:
F: So how did you feel about her being weighed earlier?
Vicky (P30): Fine, I didn't feel worried because she's been eating more than enough
over the last 3 days, so the only thing that worried me was that they said she looked a
bit yellow, but she looks better today. I suppose I've just been fortunate, she's just been
an easy baby really.

However, weighing appeared to increase some women's anxieties about their breast milk.
Even though they were informed that up to 10% weight loss was normal, for example:
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Carol (P31): She's lost 10 ounces, but. ... er it's only 10% of her original weight, so, she's
allowed to lose that.... Um, I didn't like the fact that she lost weight..... Even though they
said it was normal. It made me think, why's she lost weight, has she not been fed
properly?
Some midwives used routine weighing for reassuring mothers, for example Jenny (MW14) to
Jocelyn (P18):
Right, let's see what you weigh .... 1900grams, He's only lost, let me see, 80 grams.
That's nowhere near the amount she's allowed to lose. Excellent well done!

However, when I interviewed Jenny following another interaction with Lois (P20) during which
she weighed the baby, she expressed her dislike of the procedure using aviation metaphors:

F: What is your view of weighing on alternate days like this?
Jenny: Very negative. I mean the scales we US6....• you need the reflexes of a fighter
pilot to get an accurate reading. Then, OK, if the reading is positive it reassures
women, in fact they seem to ask for it, even if it is not offered. It's a number to go on.
They've been conditioned to expect it. But what happens when the weight is down,
mothers do a nose dive. Babies can be assessed without numbers. I think all midwives
should have a month here without access to scales or weighing. It would make them
use other means to assess a baby. They would have to watch the baby...... The trouble
is weight is an endless source of tension between the paeds and midwives (MW14).
Weighing may be seen as the ultimate way of monitoring and surveillance of an otherwise
unpredictable process, breastfeeding. This has certainly been the case in the past when
medicalisation of infant feeding reached its zenith (Balsamo et aI1992, Vincent 1999). In this
way weighing of the baby represents the continuing influence of authoritative medical
knowledge and surveillance upon women's experiences of breastfeeding. My earlier research
illustrated the ways in which this ritual which was repeated regularly over several months
following the birth contributed towards an undermining of women's confidence in the adequacy
of their breast milk (Dykes and Williams 1999, Dykes 2002).80

Breastfeedlna as labour
As illustrated, women expressed deep doubts about their ability to 'produce' and 'deliver' their
breast milk to their baby. In relation to women's ways of experiencing breastfeeding in hospital,
I contend that my data represents an extension of Martin's (1987) industrial model applied to
labouring women. Martin frames her analysis within Marxist notions of the people's alienation
and separation from the product of their labour. In accordance with this model, she argues that
the labouring woman is disconnected from her birth seeing it as something that is managed and
controlled by the system. To recap, Martin portrays labour as a production process; the woman
as the labourer, her uterus as the machine, her baby as the product and the doctor is the factory
supervisor or owner.91 Thus, she asserts, women come to see their bodies as defined by the
implicit scientific metaphors that assume that:
Women's bodies are engaged in -production- with the separation this entails (given our
conception of production) between labourer and labourer, labourer and product.
labourer and labour, and manager and labourer (p.194).
The later empirical worK of Davis-Floyd (1992, 1994) in the USA yielded similar conclusions to
Martin, as a large number of women saw their bodies as vessels through which specific
functions could be performed. They expressed open acceptance of the techno-medical aid on
offer to supplement their body's activities. DaviS-Floyd (1992) refers to these women as being
conceptually fused with the technocratic model of birth.
In extending this model to breastfeeding women on postnatal wards, breastfeeding becomes
the production process, the woman is still the labourer and her breasts now replace the uterus
80 The long tenn etrecIs of this ritual upon bnNIstfeedlng mothers are currently being reeearched in-depth (Sachs at II
2002).
81 As stated In chapter 2, although the midwife does not feature In Martin's text, she fils in well in this scenario • the
'shop fIoorwolt<er", a metaphor utilised by Kirtcham (1989) in her labour ward study (p.132).
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as the key functional machines. Now breast milk becomes the product, with her baby assuming
the role of consumer. If the breasts (machines) are in 'good working orde( then they will
'produce' the right amount and quality of the 'product', breast milk. If they are used effectively,
by the labourer, then they will transfer the 'product efficiently and effectively and in the correct
amount to the 'consume(, the baby. However, given that the above processes are seen as
prone to unreliability and failure, supervision is required. In the UK this role is largely
deSignated to the midwife, who assumes the role of middle-management as the shop floor
supervisor.
Not only does this series of mechanistic metaphors fit well with the images used to promote or
market breastfeeding, but it also aids understanding regarding women's lack of confidence in
their role as accountable producer. As lupton (1996) states, the Kinfanfs body becomes a
symbol of a mother's ability to feed and care for it well" (p.42). This well-being or otherwise is
visible and open to surveillance and the mother subsequently exposes herself to blame.
This biomedical and mechanistiC view of breastfeeding stands in stark contrast to the holistic
conceptualisations in some non-westemised communities, for example parts of rural India.
Here breastfeeding is seen more as a total mind-body experience enhancing a knowing and
love between mother and baby with breastfeeding transmitting emotions, cultural knowledge
and moral character to the baby. If the mother has good thoughts during breastfeeding then her
baby will grow up to be a good listener and a well balanced person (Spiro 1994, Vincent 1999).
It is interesting however to note that whatever the cultural beliefs about breastfeeding, the
potential for blaming the mother is ever present (Spiro 1994, Jolly 1998, Vincent 1999).

Summary
Breastfeeding in not only discursively reduced to a substance, breast-milk - valued for its
components (Van Esterik 1988, Blum 1993, Dettwyler 1995, Nadesan and Sotirin 1998), but
experienced as such by women in this study. Women conceptualised their bodies as vessels
that were apart from them. There was a sense of alienation and separation from the product,
breast milk. These dualistic understandings of bodies were reinforced within the hospital setting
through the mechanistic monologues of midwives. Women reftected their deep mistrust in the
efficacy of their bodies and a profound lack of personal confidence, unless they had breastfed
with some degree of felt success previously. When conceptualising their bodies in this way, as
machines, the task was inevitably seen as demanding, as I now go on to discuss by making a
connection between women's embodiment of the requirement to produce and deflver breast
milk and their anxieties related to the experience of feeding their babies 'on demand'.
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SEcnON7B
DEMANDING: BREACHING TEMPORAL AND BODILY BOUNDARIES
Introduction
I discussed the onglns, definitions and rationale for the introduction of the concept of
demandlbaby-Ied feeding in chapter 2. The notion of demand feeding represents a dramatic
reversal of the authoritative knowledges presented in the ear1ier decades of last century in
which scheduling of feeding was reified. In essence, it represents removal of time restrictions
from breastfeeding so that the baby may feed whenever and for as long as slhe wants to.
Demand feeding is interchangeably referred to as baby-led feeding (Wootridge 1995, UNICEF
2001 a) although the principles underpinning the relationship are unchanged. The term
'demand' constitutes an industrial metaphor that links with the notion of the production line.
The concept of the baby demanding a feed and indeed herlhis demands being willingly met day
and night is, however, antithetical to many of the beliefs around child care which have
developed since the "Enlightenment". Dyball (1992) argues that it represents a transfer of
control from the medical model to the natural ideal. The fonner model maintains the feeding
process, mother and baby under medical supervision, through carefully defined rules and
measurements. This contrasts with the natural ideal in which the baby is in control with the
mother responding to herlhis demands. In this chapter I highlight the ways in which demand
feeding was experienced by women as breaching temporal and spatial boundaries, as
constructed within UK culture.
To assist in conceptualising the ways in which 'demand feeding' is perceived in a western
culture, I return to the notion of linear and cyclical time. Spiro's (1994) research with Gujarati
women was particularly illuminating in relation to cultural interpretations of time. She utilised an
ethnographic approach to study the meaning of breastfeeding for Gujarati women living in
Harrow, UK. The study involved participant observation and discussiOns with Gujarati women
at a mother and toddler group and in-depth interviews with women. She also conducted a focus
group with Gujarati women from an older women's group (ages 60-85) and held discussions
with women at an Asian women's network meeting. Her findings illustrate that the women who
had recently lived in rural communities in Gujarat had an agricultural, cyclical concept of time,
related to the sun and the seasons rather than the clock. However, those who spent longer in a
western culture developed a more linear concept of time, the extent of which related to the
length of time in the latter community. Spiro (1994), therefore, illustrates that cyclical and linear
time may be seen as poles with women being positioned along a continuum between them.
Agricultural time, Spiro (1994) notes, relates not only to life styles but also religion in that central
to the Hindu belief is the 'Karma', the spirit of the individual tied to the cycle of birth, death and
rebirth. All bodily practices including birth and breastfeeding form part of a person's Karma.
For rural Gujarat women, time is rhythmical and seasonal with breastfeeding being part of the
cycle of life. Childbirth and breastfeeding are seen as 'time
a time of rest, with the
mother's relationship with the baby being seen as a time of intimacy, mutuality, harmony and
flexibility.92 This 'time ouf, which is common in many cultures around the world (Baumslag and
Michels 1995, Vincent 1999), stands In total contrast to the experiences of some women In the
UK.

our,

Kahn (1989) refers to a form of time that relates to cyclical time which she names -Maialogical
time- (p. 27). Using this neologism, she refers to the period during a woman's life when she
bears children and lactates. She develops the word from the Greek word -Maia- which means
to mother or nurse. This word maia originated from the Indo-European root -rna- which derives
from the notion of the child's cry for the breast. She chooses this word stem because it is free
from male construction and secondly because it gives voice to the baby:
From a maialogical perspective childbirth becomes the founding moment cI the relation
of self to other, grounded in the body, since both the one being bam and the one giving
bitth are taken into account (Kahn 1989, p.27).
The Hindu belief's underpin this In that for 40 days following the birIh the moiler is aeen to be in a ..... rI ritual
pollution and wlnerable to evil eplrb. She Is attended to by wornen-foIk while the .... and takeS care rI the bIIby.
The women cook for her and bring her special symbolic foods (Vmcent 1999).
12
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Kahn (1989) contrasts the concept of maialogical time with linear time. The former embraces
mutuality, inter-relatedness, interaction and reciprocity. It relates to the relational self, that is a
"self essentially related to others in mind and body" (p.28). Linear time, she states, is:
Inhabited by individuated western man who follows the linear trajectory of history, a
trajectory considered to be healthy [.... ] it's sociability is based upon the collective
activity of "autonomous" individuals frequently in competition with one another, or
working for the benefit of someone else at the expense of the self (p. 28).
Forman (1989) refers to Kahn's development of the notion of maiological time and argues that
this concept of time would allow women as a collective to not only -live in time- but to "give time"
(p.7). This notion of being able, or indeed unable to 'give time' arises throughout this thesis.
It could be argued that many women in western industrialised cultures have become so
programmed by linear/clock time that they may be unable to enter or experience cyclical time
(Kahn 1989, Adam 1992). However, it is important to avoid dualistic representations of living in
and with time, suggesting that we can only engage with one form of time or another. Kahn
(1989) indeed illustrates this with her own experiences of motherhood and feeding which she
argues allowed her to experience cyclical time in spite of living in linear time. In particular she
refers to her own experience of returning to work, where linear time predominated and contrasts
it with her experience of cyclical time when breastfeeding her baby in the evening:
One of my favourite times of day was when I came home from work at one o'clock. I
would lie down to nurse him off for a nap. After being at work, with deadlines,
schedules and meetings, everything marked off by the clock, I would float with him into
a different kind of time. It was more CYClical, like the seasons, the tides, like the milk
which kept its own appointment with him without my planning it out. I lived during those
years in two types of time - agricultural and industrial. I loved the two of them side by
side (p. 21).
Kahn (1989) thus argues that women, through the experiences of pregnancy, birth and lactation
can potentially recover something of maiological time (p.29). However, she acknowledges that
living in a culture where linear time dominates militates against this. Balsamo (1992) likewise
argues that breastfeeding is an experience that takes a person outside the industrial conception
of time. However, as she argues, trying to negotiate the two types of time creates feetings of
conflict for women. The data I present here from women a decade later when scheduling of
feeds is no longer formally imposed, reflects similar tensions. I now discuss, in tum, the two
organising themes underpinning the global theme of 'demanding', that is 'breaching temporal
boundaries' and 'merging and breaching bodily boundaries' (see figure 7.2).
Breaching temporal boundarie!

There is considerable ambiguity in relation to the notion of demand feeding, for example
breastfeeding texts tend to refer to the need to allow a baby to feed without restriction but then
go on to define the ·normar range of frequency and duration of feeds at particular stages
following birth. A classic example of this emphasis may be seen in the third edition of the well
known and widely read midwifery text ·Successful Breastfeeding· in which chapter 3 is entitled
"Duration and Frequency of feeds· following which the authors describe the normal variations in
feed frequency (ReM 2002).
A glance at the language used by the WHO in relation to demand feeding illustrates the
persistence of biomedical language, which remains distinctly time, transfer and measurement
related, as illustrated in the following passage, in which I have underlined the words related to
time:
It is advisable for numerous reasons to feed young infanta whenever they indicate a
desire to feed. When left to their own devices, infants feed for greatly varyina durations,
with !ml9ltl probably determined by the rate and effectiyeness of milk transfer. Infants
who are permitted to regulate the frequency and duration of their feeds suckle more.
gain weight mOre rapidly, and breastfeed for longer periods than infants who are
restricted in their feeding oattems (Saadeh and Akre 1996, p.156).
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Like the biomedical literature I referred to in chapter 2, the mother is invisible here and any
suggestion of mutuality and relationship is absent The emphasis remains on efficient
production and transfer of milk from mother to baby. These time-orientated constructions of
demand feeding (Saadeh and Akre 1996, RCM 2002) stand in stark contrast to the ways of
feeding seen in cultures in which babies are carried on their mother's abdomens with constant
access to the breast. As Palmer (1993) notes, to ask a mother in some cultures about the
frequency of breastfeeds would be like asking her how often she scratches when she has an
itch.
Confusion
The ambiguities in the ways in which demand feeding may be described have the potential to
create temporal confusion for women. Once again, what constitutes 'doing the correct
thing ... the right way' is far from obvious. Women are still likely to have relatives and members
of their communities who schedule fed their babies so the intergenerational conflict of ideas
plays a role in increasing confusion. To complicate matters further, the authoritative knowledge
pendulum is still in motion regarding these two approaches with a resurgence of "schedule"
advocates, for example Ford (1999) who contests the notion of the baby being placed in control
with emphasis instead being placed on timing and discipline imposed by the parents.
The data from this study illustrates that women were indeed confused about demand feeding.
They knew it involved a flexible approach, i.e. feeding the baby when slhe was hungry, but still
often felt unsure about what this involved:

I don't know whether I'm feeding him enough. How long should you feed when they are
demanding? (Helen, P35).
I think in the night, it was more what I expected it to be, just sort of evety 4 hours, but
since 11 (Now 5pm) it's just been constant...1 didn't expect that. It's all so contradictoty,
so many pros and cons.... You never truly know (Barbara, P37).
Unpredictabilitv

As I discussed in chapter 2, what appears to be largely missing in the literature is reference to
the ways in which women in a westem culture interpret, experience and negotiate demand
feeding their babies and yet in this study demand feeding was clearly crucial and central to
women's experiences. The removal of culturally ingrained linear temporal markers from a lived
and embodied experience created considerable discord. The inherent irregularity, uncertainty
and symbiotic assumptions underpinning demand feeding led to confusion and uncertainty.
Women seemed to feel dislocated in time. Balsamo et al (1992) refers to this "social
conditioning to order" in westem communities with unscheduled breastfeeding representing
"disorderliness- and being perceived as "never-ending and exhausting- (p.74).
The discord women experienced in relation
feeding is illustrated by Lesley:

to the variable and unpredictable nature of demand

Basically he wasn't taking a lot and he was just taking little bits and I was winding him
and seeing if he was interested, so I put him down and as soon as I put him down he
was starting off again, but as soon as I put him back to me breast he was drinking
again, so I was like.. what's going on, but when I spoke to the midwife she said it was
just down to me milk coming in, so..... .1 don't really know what I was expecting to be
honest..........It's been a bit irregular and yesterday I don't know whether it was cos there
was a lot of visitors around but he wasn't taking a lot. It was just little bits here and
there and then I was winding him and putting him down and he wasn't settling and he
was... like... he wanted more, so I was up till about 2 o'clock ..... (Lesley, P55).
This entire narrative is punctuated by time. Lesley's reference to her baby taking "little bitsreflects what Helman (1992) refers to as the Westem linear assumption that -every event or
phenomenon will have both a beginning and an end- (p.37). In contrast women felt confident if
a baby stayed latched on to the breast for a period of time which they felt was acceptable, for
example:
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I felt more confident once she'd actually latched on, and once she's there she tends to
stay there. I think if she'd been mooching about and coming on and off all the time I
think that would have made me really nervous (Tracy, P44).
Women became anxious when there were changes in the -pattern- of demand feeding, -OK,
she's been feeding evety few hours, but, she's not woke up since 5 so I'm feeling a bit like well,
not so confident" (Megan, P53). Midwives used the language of demand feeding, but often
appeared to have similar anxieties related to the uncertainty of breastfeeding, for example
Sharlene saw demand feeding as an additional source of chaos:
The wards are chaos. Medics and everyone else come and go all day. The midwives
come and go and the babies feed whenever they want to.... When I fed mine we had a
routine and it fitted in with my life - I could go to the supermarket and do some
shopping. I was talking to someone the other day and she demand fed for a year and
the baby just took over her life. Babies snacking all the time don't fit in with our culture
and I think that's why women are giving up. It's difficult to sustain with current lifestyles
(Sharlene, MVV6).
One of the midwives highlighted some of the tensions for midwives and other women related to
their personal attitudes on demand feeding:
I think midwives tend to be guided by what worked for them, no matter how many
courses you go on, you tend to do what works for you. I think demand feeding is one of
the slowest items of all. Mothers come in with this idea of 4 hourly feeds, they have that
expectation and they're concemed if the baby goes longer and they're concemed if they
go more frequently. I think that's part of the tension around breastfeeding, they have
this expectation of 3 or 4 hourly, time tabled feeding and when a baby is feeding
virtually continuously or on and off for long long periods, they think there's something
wrong, that they've not got enough milk or the baby is excessively hungty (Jenny,
MW14).
Frequencies and duration
Most of the women including the midwives spoke in ways that indicated a strong orientation
towards the ctock and a preoccupation with schedules, times and routines. As stated, the deep
embeddedness of linear time in western bodies is in total contradiction to the concept of
demand feeding. In spite of women referring to themselves as carrying out demand feeding
they were intensely preoccupied with frequencies and durations of feeds, referring to these with
meticulous reference to the clock:
Sometimes she'll go 5 hours.... em..... 4 or 5 hours.....but that tends to be in the day... and
then she'll have a good sleep, but the last couple of nights... em... like last night she fed
about quarter past 8 and then she fed again about 12 and then she slept through till
3....... so it was only 3 hours but then she was awake again at 4...just after 4 and then
she slept though ..... so (Iaughs) ... its... so I have been doing demand feeding but she
seems to want more or up till last night she's wanted more in the night... (Nadine, P60).
Well, she had a proper feed just before visiting hours, like.... and then another feed just
after visiting hours, like for about 45 minutes and she was sucking really hard and that
was on each breast and then about 12 o'clock from then on till half five she was like
feeding and then sleeping and waking up and having more and that Then they took
her out then she had about a 30 minute one at quarter to 7 and after that she went to
sleep until about 10 o'clock (Millie, P43).
The reference to a ·proper feed" by Millie appears to refate to women's seeing breastfeeding as
primarily a source of nutrition and therefore their expectations that babies would take a -proper
meal- of breast milk. As stated above, it is again reflective of the westem linear assumption
related to beginning and ends (Helman 1992).
Women tended to refer to bottle feeding as the preferable norm in terms of predictability of
frequency and duration of feeding, for example:
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I mean like the bottle feeders, I hear them say, oh, she's had this much and they don't
feed again for this many hours, but you can't really judge with breastfeeding and that
bothers me while she's so demanding (Millie, P43).

Midwives paid lip service to the notion of demand feeding but in their language tended to give
mixed messages by requesting fairly detailed information about the baby's frequency and
duration of suckling, for example:
Veronica (P27): He's feeding al/ the time
Damaris (MW18): He seems content at the moment. What time did he last feed?
Veronica: An hour ago
Damaris: And what about previous to that?
Veronica: A couple of hours before that
Damaris: How long did he feed for?
Veronica: Oh about half an hour or so
Damaris's preoccupation with frequency and duration of feeds reflects the common assumption
that these measures can be equated with quantity of milk taken. While this assumption is
fraught with problems in terms of physiological understandings (Woolridge 1995), it is
understandable in relation to western associations between time and quantity. As Adam (1992)
states:
Clock time, the organizational frame and structure of industrial production is governed
by the non-temporal principle of invariant repetition. Objectified and remed it is related
to as a quantity (p.160).
The adherence to the philosophy of measurement of feed frequencies and durations was
unsurprisingly at its most striking in paediatric advice issued in case notes, as described by
Jenny (MW14). She referred to the philosophy of demand feeding as being totally antithetical to
paediatricians ways of knowing and working, representing them as being at the extreme end of
a range of views related to flexibility versus routines for breastfeeding:
Demand feeding.... it's an endless source of tension with paediatricians. For a normal
baby, the paediatricians have this idea of regular feeds and they frequently write it on
the chalts when the paediatrician has been caned to delivery for something like
meconium liquor, low Apgar. Even when resuscitation hasn't been needed or has been
successful, they'll put 'plan', to ward with mother, monitor temperature, 4 hourly temps,
3 hourly feeds, early feeding. It's like a mantra really, and you've got a strong, healthy
normal baby who doesn't need any particular regime at all. You know the paediatric
chait with the tick list, when the paediatrician has been at delivery, you71 see that on
almost every one. It's the beginning of pathologising (Jenny, MW14).

This illustrates the point made by Thomas (1992) that utime provides not only ways of describing
the distribution of events but also a basis for interpretations and explanations· (p.65).
Limiting 'play time'
During the analysiS I became increasingly aware of the mother's expectations of a 'good baby',
i.e. one that limits hislher demands. This was part of women's project to produce the perfect
adult for their own society. This project commenced before or during pregnancy, to include
decisions around feeding method, as discussed in chapter 6, but it continued following the birth.
The requirement upon mother's to tame their baby and prepare herlhim for the requirements of
and scrutiny by the society of that time were discussed in chapter 2, with particular reference to
the historical analysis of child-rearing practices by Beekman (19n). Whichever philosophy of
parenting and infant feeding that women adopt in a given western society, they were and are
still expected to civilise their baby (Lupton 1996, Schmied 1998, Meyer and de Oliveira 2003).
As Lupton (1996) states, -mothers domesticate children, propelling them from the creature of
pure instinct and uncontrolled wildness of infancy into the civility and seJf-regulatiOn of
adulthood· (p.39). Food and eating have constituted a key route to achieving this civility
throughout recorded history (Fildes 1989, Maher 1992a,b, Vincent 1999).
The project of producing a future citizen for our society is an extremely complex and culturally
mediated endeavour. In the data that I have presented so far and the data I move on to include,
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I illustrate that mothers and midwives are still preoccupied to varying degrees with the baby
being able to develop routines, be 'good', passive and docile. This involved the baby not being
too demanding, sleeping for acceptable periods and not playing at the breast. This expectation
appeared to run alongside the desire that the baby would be capable of early independence and
even separation, i.e. willing to take a dummy, sleep in the cot and able to engage in self
amusement. The following interview with Millie highlights some of these issues:
She was just crying for nothing really.... She just wanted to be cuddled, but she'd been
cuddled all night...... and I was asking this morning, like, do you think I should just leave
her in the cot and let her just cry and try to rock her to sleep or take her out and feed
her and she (the midwife) said I don't think she needs a feed now, she's just doing it to
get into bed with you..... just feed her and then put her down an' I did but she wouldn't
settle properly, so I had to get her up. I think I should be able to cope when she gets
into a routine and especially once I get home. I'll be able to sleep better in me own
bed... you know. What's worrying me is the fact that she is up in the night and it is
demand feeding. If she wants to feed she will cry until she gets fed, you know, whether
I'm ready to feed her or not. .... and you can't tell, you know, as much... whether she's
had enough or is she awake cos she's awake or does she want feeding or... cos she will
latch on and sometimes she just falls asleep and starts playing and I think that's when
she just wants to play. She doesn't want feeding. And I mean that worries me a little
bit, cos obviously it's keeping me awake all night... .. (Millie P43).
The midwife clearly reinforced the sense that the baby was Simply 'playing up' in her suggestion
that the baby was trying to get into her mother's bed and Millie was concemed that this night
time behaviour would be a major inconvenience by keeping her awake. Women also referred to
having or deSiring a 'good baby':
I've kept an open mind if it didn't work.. .Iike I know people who have breast
fed... em.... you know for ages... you know.... with both their children .... and I know another
couple of people who just couldn't... you know..... get the hang of it and just turned to
bottles straight away..... and their babies have been absolutely fine .... there's
nothing.... you know.... they slept and you know they were good babiss... so I've kept an
open mind so that I wouldn't be disappointed... ifhe needs the bottle.... (Sophie, P61).

Tracy saw good behaviour as not messing around:
Yesterday, I felt a bit (negative gesture)... cos she wasn't feeding, but then as soon as
she started feeding in the night, I felt OK. She either feeds or she doesn't, she's quite
good she won't just sort of /T16SS with it all the time (Tracy, P44).

It seems that women expected their babies to fit certain activities into specific, bounded sections
of time, as Helman (1992) states, -the clock - as a crucial organising principle in industrial
society - symbolizes control, conformity and co-operation in social and economic life- (p.43). As
stated, women appeared to expect passivity and docility in their baby, yet desired steady and
visible progress towards independence. The data illustrates women's dissonance related to
competing agendas of flexible, child-centred responsive parent and training the baby to conform
to societal norms. This discord strongly resonates with the findings of Schmied (1998).
It could be argued that passive dependence on consumables, yet independence from the
mother, is best achieved through bottle feeding a baby with infant fonnula. Van Esterik (1995)
highlights the fundamental difference between breast and bottle feeding, in that with the former,
the baby, if permitted to engage in demand feeding, can actively control the way in which slhe
drinks milk. The bottle fed infant, she argues, is passive, controlled by others, and becomes a
dependent consumer from birth (p.161).
The baby's innate clock
Vincent (1999) refers to the emphasis in the earlier decades of last century upon infants
needing to be disciplined through an -external schedule to accustom their nervous systems to
certain types of food, rest and plat (p.53). This was seen to prepare the infant for a scheduled
life and the constraints of the clock that would be a major feature of their life as adultS.
However, she argues that by the 1960s the timetable was not simply seen as an external
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means of imposing discipline. Rather it came to be seen as an innate characteristic of the child.
She states:
The clock has moved from the realm of culture as perceived in science, training and
discipline to that of nature and organic processes. It has moved from outside to inside
the human body..... The clock having been internalised is now thought to be inherent in
human behaviour. Schedules are considered necessary for many activities such as
work, sports, leisure, family life and have become a standard for judging competence,
adequacy and normality. Thus the expectation that babies will conform to a feeding
timetable, even though it may derive from their internal needs, is a reflection of a
general cultural expectation that all behaviour is governed by schedules. The clock is at
the core of many cultural themes and it is not surprising that it is still considered to be a
fundamental element of infant feeding, even though the way it is described has changed

(p.54).

As discussed earlier, the clock has indeed become innate through its effects upon physiological
processes (Helman 1992). However, this social conditioning to clock time could hardly be
expected to be present in a baby only one or two days old. Women in this study did, however,
appear to have the expectation that even if demand feeding was practised that the baby should
and would after a short time display her/his innate programming to get into a routine. Sophie
anxiously awaited the development of a routine giving the impression that if this did not happen
soon that she would reconsider her feeding options:
He's slept and sett/ed... so.... but it's me first day and sometimes they don't feed as much

on the first day... do they $0... 1'11 see how I go on through tonight and tomorrow and er...
see if he gets in a routine... .1 think if he was in a routine.. .1 could feed him for 20
minutes/haff and hour and then thf98 hours later... four hours later he'd take it again
(Sophie, P61).
Kate clearly saw her baby as having moved positively in the direction of establishing a routine:

She seems to be getting into a bit more of a routine and the last feed she didn't have as
long on. She's had a bath this moming too at 08.15. Then she fed at 9 and she's just
fed now, for about 20 or 30 minutes (Kate, P39).
Smale (1996) highlighted a similar expectation in some of her clients, "that a period of total
unpredictability would resolve into a set regime" (p.236). Thus demand feeding tends to be
seen as a transient phase that in time will resolve to a conformity to external and indeed internal
clock time.
Babies taking time
The emphasis (above) upon babies behaving and conforming to clock time is in stark contrast to
research around babies taking time. The notion of babies taking time is referred to in neonatal
developmental studies, for example Meyer Palmer (1993) who outlines the stages in
development of competent co-ordination of suckling and swallowing. It also features in the
feminist literature, for example Kahn (1989) highlights that babies live in maialogical time
illustrating our fundamental sociability from birth. She refers to babies' innate abilities and
tendencies which are particularly evident following an unimpeded birth. For example the baby
actively, indeed interactively, displays sociable gestures and makes her way to the mother's
breast and sUckles. 93 This in tum brings about placental separation. The baby, therefore,
initiates her realignment to her mother.. Kahn (1989) argues that maialogical time is slow,
enabling babies to display sociability and illustrate their -integration into the organic cycle of life(p.29). She refers to the Mbaby's embedded ness in organic or cyclical time, which knows
nothing of the clock- (p.22).
Hannah who had several children illustrated the notion of babies being given time...to take their
time:
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I'd say for everybody to just bear with it, cos a lot of people want to breastfeed, but
because the baby won't take off them they tend to get upset as well..... Me friend was
like that, but em, if she'd 'ave just stuck with it, the baby would eventually... She got very
depressed with it cos she'd really been looking forward to breastfeeding but her baby
was constantly crying and was just taking a few sucks at the breast, but er if she'd stuck
with it it would have been al/ right.... she ended up bottle feeding cos she was thinking
why doesn't the baby want to know. I think that that should be put on leaflets and stuff,
because its very frustrating if you want to do something, but your baby won't do it. They
need to point out that it's not just your baby that's like that, and that if your baby doesn't
take to it straight away it's not that its discontented with you but it's just taking time ..... .
just put the baby in the nighty and lie with them of a night or when they're cuddling them
and they will eventually mooch (Hannah, P49).
However, Hannah's emphasis upon babies 'taking their time' in contrast to babies 'taking up
time', was rarely referred to by mothers or midwives. It seems that an explanation around this
principle might well alleviate considerable anxiety in women. If women understood the concept
of maialogical time they might feel less pressured about their babies need for time with them.
However, the drive to establish routines in child care and to return to a 'normal' life as quickly as
possible are in tension with this notion of maialogical time. There was a sense in the data which
resonates with that of others (Schmied 1998, Mahon-Daly and Andrews 2002) that women felt
their lives were Mon hold- (Schmied 1998, p.292). While this is the predominant feeling,
breastfeeding will continue to be seen as short term, marginal and disruptive. I now tum to
another way in which women felt that breastfeeding encroached on their boundaries, though
space rather than time.

Merging and breaching bodily boundaries:
The second organising theme underpinning 'demanding' was 'merging and breaching bodily
boundaries'. As I have discussed, women in this study tended to view breastfeeding as a
means of transferring food to the baby. The notion of breastfeeding as a nurturing relationship
involving long periods of mother-baby contact was only referred to by one mother. 94 Women
expressed discord related to the temporal unpredictability of breastfeeding, as discussed, but
also in relation to the erratic disruption to spatial bodily boundaries. Breastfeeding as a lived
embodied experience constituted an intermittent disrupting of their bodily boundaries with
previously invisible spatial norms being violated. Women's concerns appeared to be closely
linked to a partial fear of intensive mothering and an accompanying desire to place control and
distance within the feeding and mothering encounter. These concerns were also reported by
Schmied (1998) in her Australian study, although she focused upon the ongoing experience of
breastfeeding for women, not on the hospital period. She reported that for some women, some
of the time, breastfeeding with its commitment to intensive mothering was experienced as a
draining, disconnected and disruptive experience (Schmied 1998, Schmied and Barclay 1999).
The sense of disruption to spatial boundaries that women expressed while in hospital, took me
by surprise, but it perhaps should not have done given that the breastfeeding experience
contrasts with the predominant ontological position of western culture which centres around the
·separate, self-sufficient, independent, rational Msetr or Mindividual- (Mauthner and Doucet 1998,
p125). Shildrick (1997) refers to the leakiness of woman's bodies breaching socially prescribed
boundaries, -those differences - mind/body, self/other, inner/outer - which should remain clear
and distinct are threatened by loss of definition, or by dissolution- (p.17). In relation to inner and
outer - women's bodies are contrasted with the -self-contained and seIf-containing men-, being
seen as leaky and uncontained (Shildrick, p.34). In relation to self and other - Shlldrick (1997)
states:
The indeterminacy of body boundaries challenges that most fundamental dichotomy
between self and other, unsettling ontological certainty and threatening to undermine
the basis on which the knowing self establishes control [ .... J. The capacity to be
simultaneously both self and other in pregnancy, which is the potential of every woman,
is the paradigm case of breached boundaries (p35).
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When women have a new baby and begin to breastfeed, the breaching of boundaries is
enormously potentiated as they undertake a profoundly new bodily experience. Their body's
boundaries are now accessed with increasing unpredictability by another, further blurring the
distinctions between self and other. Their breast milk comes from within and is manifest without
through a part of their body that is constructed as both maternal and sexual in nature. Not only
does the woman now need to come to terms with her unboundedness in relation to the baby,

but she also has a re-negotiation of private and public space. She now shares her private
space with her baby and in hospital she and her baby are also together in a very public place.

This adds further blurring to the woman's sense of self in relation to others. Lupton (1996)
refers to the ways in which breastfeeding breaches the boundaries between other and self:
Just as the fetus/mother is a highly ambiguous category of subjectivity, there is a liminal
stage between the mother's body and the infanfs body, in which the milk acts as the
connection; the milk is generated by the mother, taken in by the infant held close to the
breast and becomes part of the infanfs body. This liminality arouses anxieties around
the defining of boundaries between self/other and nature/culture (p.45).
Van Esterik (1994) likewise refers to experience of M'other as self - that makes breastfeeding
both a powerful transforming experience for some and a terrifying loss of personal autonomy for
others (or both at the same time)" (p.S47). Schmied (1998) also refers to breastfeeding as
challenging dualistic boundaries between mind-body, nature-culture, inside-outside and
motherhood-sexuality. Indeed it could be argued that it is the ultimate form of breaching
boundaries, hence its dangerous possibilities (Foucault 1981).
Using me as a dummy
The most common way in which women expressed discord around breaching of spatial
boundaries centred around use of their breasts as 'dummies':
I'm worried about using the nipple as a comforler, and I know you've got to demand
feed, but, I don't want her to be permanently on (laughs) ... Thafs why I want to wean
her off it before I go back to work, cos obviously I'm going back, not quite full time, but
30 hours a week, so it'll be more difficult to sort of demand feed and what have you
through the night (Nadine, P60).

Nadine's reference to the nipple, and weaning her off it, further illustrates women's
objectification and conceptual detachment from their breasts, that I referred to in section 7A.
Women tended to describe sucking for comfort or using them as a dummy as unacceptable, MHe
wants to have something in his mouth all the time" (Julie, P9); MI think he was using it as a
dummy last night, he seemed to be feeding for ages, like just wanting it next to his mouth"
(Sarah, P10).
Barbara reiterated these concerns and emphasised that it should not become a -habit"
preferring that he learn to Mrelax in the cot"
I mean feeding is a last resort, but I don't want it to become like a dummy, just a comfort
thing. Er.. .1 don't mind, but I'm a bit concerned because once he's on he just falls
asleep. He doesn't actually take anything, as I was saying it's just a comfort thing..... Er,
I don't want him just on me for no reason (laughs) ..... I'm a bit don't know what to do
really.. ..... I am just concerned that its going to be a habit, that I don't want to... 1 really
don't want it to be a habit where he's needed this much. I mean comfoIt wise I want
him to relax in the cot rather than this (Barbara, P37).

Some women felt that by wanting to remain at the breast, the baby was engaging in
unnecessary dependency upon them, M/'m not always sure when she's had enough. She's quite
content to hold my nipple, so it's knowing when to put her down .... like she's depending on me"
(Jane, P12); "She's needing it aI/ the time, you know, I can't get away from the bed" (Stella,
P46).
Hannah, an experienced mother, commented that there were several types of sucking, but she

saw sucking for comfort as a replacement for a dummy:
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Hannah (P49): I can see she actually enjoys sucking, you know the different types of
sucking that they do, like sucking for a drink, for a feed, or for comfort.... like a quick
suck for a drink, then like a long suck when they're actually feeding, then like a
quivering suck like, for comfort and like a dummy.
F: Do you use dummies at all?
Hannah: I do, yeah, she hasn't had one yet, but because you're feeding on demand
she'd be there all the time, when it is just a dummy that she wants.
Midwives tended to reinforce the view that babies were using their mother's breast as a dummy,
"don't let him use you as a dummy "(Francesca, MW28); "Is he using you for comfort?" (Kim,
MW15). One of the midwives emphasised that babies suck for nurture as well as nutrition,
although it was worded rather as an either/or scenario, -they suck for nutrition, but sometimes
they suck for comfort as well" (Sandy, MW30).
The interesting reversal from 'dummies replacing breasts' to 'breasts replacing dummies'
highlights the strength of the pacifier as a cultural norm along with bottles and related
paraphernalia in the West. This cultural reversal is characteristic of the bottle feeding culture
(Auerbach 1995, Wiessinger 1995, 1996). Indeed, as Weissinger (1996) argues, the cultural
reversal has entered the language used both in professional and lay literature and spoken
language so that bottle feeding and associated activities such as dummy usage are re~resented
as the norm. Breastfeeding then becomes the activity to which we attribute difference.
Not in bed with me!
One of the other areas in which mothers appeared to express discord related to their
boundaries was that of bedding-in. 96 This is an attempt at complete reversal of the
institutionally entrenched notion of physical separation of mother and baby. However, simply
changing a recommendation related to care of the baby does not undo the embedded ness of a
particular concept such as separation in specific cultural contexts. Like linear time, the notion of
separation of mother and baby, both physically and philosophically, has developed in relation to
parenting over more than a century. A series of risk diSCOUrses centring upon, for example
infection and more recently sudden infant death syndrome, have served to perpetuate and
strengthen the imperative to be separate rather than close. This creates a situation in which
bedding-in is seen as a subversive activity by many women and midwives.
The notion of bedding-in is one that endorses maximum blurring of maternal and infant bodies
and therefore creates dissonance for women in negotiating their boundaries. Women were
generally very cautious about the idea of having the baby in their bed, even when suggested by
a midwife:
I was struggling. I was SQ tired me head was spinning and um.. .1 couldn't settle him.
They said I could take him in the bed with me, um... but I'm not comfortable with that..... 1
mean I never did that with me other two, SQ.•• and I'd be frightened of squashing him
(Sue, P29).

Women generally saw having the baby in the bed as a short term activity not to be encouraged
once home and therefore they felt cautious about the baby becoming used to being in the bed,
for example Millie (P43) felt that she would not want her baby to get used to bedding-in.

F: Do you have her in bed with you?
Millie (P43): Um, up to now she has been when I was feeding, cos I couldn't move. I
was too tired and that. But J mean I've got a chair in the room for when J go home and
that..... I'1I just have to S86 what happens and that....... 1 don't want her getting used to
being in the bed with me though.
F: You wouldn't fancy that?
Millie: No, (laughs), not all the time, no. It's nice and.... easier. ... but I don't want her
getting used to it (laughs).

115 The way in which the health benefits of breastfeeding are refenad to provides another example, suggesting that to
breastfaed offers something additional to the 'normal' method formula feeding.
88 Bedding-in refers to the mother and baby occupying the same bed. I discussed this Issue In
2 In the context
of the BFI now encouraging bedding-in.

ell"
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Millie intended to breastfeed in a chair at night to keep her domain, the bed, separate from that
of the baby. Midwives generally encouraged bedding-in on site 1, in line with the 8Ft.
However, they were very tentative about suggesting bedding in on site 2:

F: I just wondered if you would suggest to a mother that she has the baby in bed with
her to settle a baby? I've seen that elsewhere, but not here?
Francesca (MW28): No we wouldn't encourage it (Frowns), but we wouldn't stop
someone from doing it.
Corinne (P41) highlighted that when bedding-in was encouraged she was placed under close
observation by the midwives. This gave the message that it was an activity requiring
surveillance and by implication unsafe at home:
Corinne (P41): She (The night midwife) you know..... she put him in bed with me and
said try and get some sleep and she laid him next to me which he seemed to like. He
just wanted to be close real/y, rather than in the cot. I was a bit worried about rolling on
him and that but she said she'd keep lOOking in on him, so she did that and I had him in
bed with me for about an hour or so..... so....
F: How did you feel about having him in with you like that?
Corinne: Yeah, it was nice but I wouldn't do it at home, no, I wouldn't do it.
F: What would put you off?
Corinne: I just wouldn't feel safe, no, I'd be frightened I'd rol/ on him (laughs). Cos she
(the midwife) said she was coming in aI/ the time and having a look.
In the data there were two other important contributing factors to women's feelings of breached
boundaries and demanding nature of breastfeeding. These were nipple pain and fatigue with
the latter affecting every mother to some extent. However, the strength of these two aspects of
women's experiences warrants them being addressed separately, in chapter 8 in which I focus
upon some very specific positive and negative embodied experiences referred to by women. I
also discuss further the issue of bedding-in, rooming in and taking the baby to a nursery in
relation to midwives being expected to endorse a policy, rooming - in, but finding ways of
subverting this "rule- in order to facilitate women in getting some sleep.
Summary
I have highlighted the ways in which demand feeding breaches temporal and spatial boundaries
as constructed in a western culture. This removal of temporal and spatial markers through a
lived, bodily experience created confusion and uncertainty for women while they were on the
postnatal wards. It was very striking that the notion of breastfeeding being demanding in
various ways was reported by almost all of the participants I interviewed, although this is not to
say that this was always construed negatively. There were several women who described
breastfeeding as a positive embodied experience, even at this early stage and this overrode
some of the challenges. I discuss this further in the chapter 9.
During this hospital period, women were also coping with the recovery from pregnancy, labour
and birth in an unfamiliar setting, surrounded by strangers who also encroached upon their
temporal and spatial boundaries (see chapter 9). It seems highly likely that ear1y negative
experiences may have shifted to later more positive ones as women returned home and
adapted to the temporal and spatial unpredictability. This research focuses only on women's
very early breastfeeding experiences and therefore I am not able to report on the ways in which
this experience changes over time. In section 7C, I now focus upon ways in which women
negotiate the temporal and spatial uncertainty inherent in breastfeeding, their felt imperative to
return to paid employment and their lack of trust in their ability to breastfeed.
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SECTlON7C
GAINING CONTORL - MAINTAINING BOUNDARIES
Introduction
In section 7A, 'supplying', I focused on anxieties experienced by women in relation to their
production and delivery of their breast milk to the baby. In 7B, 'demanding', I discussed the
ways in which women experienced dissonance related to the inherent uncertainty of demand
feeding and the blurring of boundaries between themselves and their babies. In 7C, I now focus
upon the ways in which women coped and planned to cope with the inherent tensions related to
the embodied disorderliness of breastfeeding and concerns about how they would return to and
manage their busy 'normal' lives once home and their retum to 'productive' employment.
In a society in which productivity, in the industrial sense, is super-valued and with lives
structured around daily routines, breastfeeding women are faced with multiple contradictions.
Their bodily rhythms and flows and the maialogical time of their babies contrast with the socially
dominant form of time, linear time. Kahn (1989) summarises this dilemma as she refers to
western industrial societies where women are subjected to an institution of motherhood in which
they are expected to mother within a social system dominated by linear time. This expectation
upon women centres upon a form of time which is "extremely inhospitable to the slower tempo
of children" in a culture in which there is little support for women who are still asked to put in
most of the "time- in the care of the young (p.28).
Women are now increasingly engaged in two forms of production, reproductive and industrial,
and this creates specific pressures upon them (Galtry 1997a,b,c, 2000). One of these
pressures centres upon conflicting notions of temporality.
Balsamo (1992) eloquently
summarises the tensions between the "natural- time of women's bodily inherent rhythms, flows
and fluctuations and "production or social- time:
Milk comes as the contractions of labour come and then the child and before them all
menstruation, breaking into pattems of social time. They have rhythms of their own,
linked to the relationship of the women to her physical and social background. They
constitute a disturbance to the organisation of labour and thus 'natural individual time'
come into conflict through the body of the woman. This conflict is even more dramatic
today because production times have been accelerated with respect to 'natural time',
but also because women are becoming more and more integrated into the world of
production and its forms of knowledge and are ever more dominated by it (p.85).
The notion of the production line with its inherent super-valuation of speed, efficiency and
productivity was central to women's concerns in my study. If time is seen as linear and related
to efficiency and productivity, in the industrial sense, then women will see breastfeeding as time
consuming and potentially time wasting. This links with what Adam (1992) refers to as a notion
of time as a quantifiable and finite resource with "time running on and our (p.162). She asserts
that this conceptualisation is exclusive to a c1ock-time understanding of the world in total
contrast to the notion of "becoming- (p.163).
The fear of using up too much time was reflected in women's concems related to the time
between feeds and the time their babies slept for. Women's anxieties about the disordered and
wasted time inherent in breastfeeding and the pressure upon them to get their bodies out into
society and to engage with production as paid employees were evident within the first one to
three days of their new mothering experiences. I was not expecting this finding in a hospitalbased study when women had only just birthed. As a consequence of women's concems they
endeavoured to place controls upon the timing and time taken in the act of breastfeeding. This
conflict between women taking time out with their babies and resuming a 'normal' life to include
getting back to work was ever present. There is now an entire service industry that separates
out the supply function of the mother from the demands of the baby. Mothers can now express
breast milk or give formula milk that may be issued to the baby by someone else, somewhere
else. The baby's needs for nurture may be satisfied With a dummy rather than the breast
Meanwhile, the woman can restore her figure, put on her suit or jeans and stride out into the
workplace in order to resume efficient productivity.
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A glance at the breast pump advertisements in, for example the Joumal of Human Lactation,
illustrates this philosophy perfectly as the well dressed, slim woman may be seen marching off
into the distance with breast pump in a smart compact briefcase. No doubt the case could also
contain breast pads to prevent any sign of uncontrolled bodily fluids becoming evident The
baby is strikingly absent. Blum (1999) refers to the breast milk feeding philosophy that has
grown recently in the USA:
The breastfeeding-wage-earning supermom, who is, paradoxically, free from any
embodied constraints or wants. She is treated and treats herself as nearly body-less,
and can be endlessly self-disciplining [ .... ]. Today's supermom gets medical approval to
carry her breast pump to work, and, through her milk, to maintain her claim to exclusive,
class enhancing motherhood (p.183).
The marketing of the bottle, breast milk substitutes and breastfeeding aids, discussed in the
background, is designed to target this 'modem' mother (Palmer 1993, Baumslag and Michels
1995, Sokol 1997) who is portrayed as confident in the work place, but paradoxically has little
trust in her own body.

Paradox!! of control
In this study gaining and regaining control appeared to be very important to women. The
concept of control relates not only to power and being controlled but also to individual's deSires
and needs to feel in control of their lives and circumstances in an endeavour to maintain
predictability (Bandura 1995). The extent of the desire to be in control varies from culture to
culture (Oettingen 1995). In westem cultures, heavily influenced by Cartesian dualism, control
involves disengaging from our material selves, controlling our bodily sources of error and
making rational, instrumental decisions (Hastrup 1995).
A paradox of control in the context of breastfeeding is that, like labour and Childbirth, the
process is at its most effective as an embodied experience when it involves relaxation and
going with the 'flow', rather than trying to control it in an instrumental, goal-centred way (Odent
1992, Britton 1997). As Anderson (2000b) states: ·'Ietting go' occurs on a psychological level
that allows the physical body to take control. Thus the woman still retains her sense of
control-.... because she Kis the body that is in control- (p.96). The physiological connections are
clear, in that in both labour and breastfeeding, release of the hormone oxytOCin is hampered by
stress hormones, adrenaline and noradrenaline (Odent 1992, Ueda 1994, Nissen et aI1998).
In spite of the physiological basis this concept of 'letting go' directly contradicts the valued
westem concept of individuals exerting rational and instrumental control over their lives and
bodies (Britton 1997). It also contravenes the philosophy of western medicine with its profound
fear of chaos and uncertainty in relation to the body and bodily processes and its consequent
focus on controlling the body (Davis-Floyd 1994, Lupton 1994). This is particularly relevant in
relation to breastfeeding as a bodily secretion which brings with it all the fears of disorderly
losses from the body as they leak, seep, gush, flow and surge (Foucault 1981, Martin 1987,
Lupton 1994, Shildrick 1997, Bramwell 2001).
Women in this study were endeavouring to cope with and control three dimensions of
temporality, the past, the present and the future. They were recovering and re-orientating from
their labour and birthing experience, they were coping with the moment to moment challenges
and unpredictability of new mothering and breastfeeding in a strange place, and they were
planning ways of coping in the future when they returned firstly home and secondly to a
'normal', usually economically productive life. I now elaborate upon the three organising
themes underpinning the global theme of 'gaining control - maintaining boundaries': 'regaining
control around birth'; 'controlling breastfeeding' and 'supplementing breastfeeding' (see figure
7.3).
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Flaure 7.3
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Regaining control around birth

The connection between birth and breastfeeding was illustrated in the data when women linked
the two in relation to feelings of lack of control and the need to regain it. Several women related
their need to regain control over their external and internal circumstances having undergone a
medicalised pregnancy and birthing and then been relocated to yet another environment. They
felt they had little control over the surrounding milieu or their own bodies. lIIich (1995) refers to
this double loss of control as an aspect of social iatrogenesis, defined as removal of "those
conditions that endow individuals, families, and neighbours with control over their own internal
states and over their milieu· (p.127).
Lupton (1994) comments in relation to the hospitalisation of birth that:
Women, at an extremely vulnerable time in their lives, are put into a system which has
little to do with them as individuals, but is concerned only to process the greatest
number of women through birth without incident. ..the emphasis is usually on the needs
of the baby rather than the mother. The situation encourages the pregnant woman to
be distant from the process, to hand over control of her body to others and to take
advice, which may make it difficult to take back control after the birth, when she may
have no real knowledge of her own feelings or her baby (p.148, 149).
The need to gain rational and instrumental control of the situation was illustrated by Louise who
contrasted her previous labour and birth experience with this one, emphasising being in control:
I had a Caesarean for my first baby, but it wasn't like this. It was an emergency and
they put me to sleep. I was in labour for 26 hours and only got to 4 cm dilated and he
was distressed. This time I didn't want a repeat of last time.... So we agreed on an
elective caesarean and I wanted to be awake. It was very nice and completely
different...... um, I didn't have any control last time. 'mean' felt so much more relaxed
this time knowing when I was coming in and everything, and I feel more relaxed about
breastfeeding because of that... I mean first time round I found it was really tfBumatic - I
found it difficult to cope ... I'm that kind of person .. .1 need to know what's happening, why
it's happening, I'm a control freak! (Louise, P14).

This time, Louise extended this desire to impose some control to her breastfeeding experience:
I've decided to write down his feeds today, because' can't remember when' fed him,
which side' fed him on, how long the feeds were. Then people come and ask me and I
say I can't remember. For those first few days before the milk comes in I think it's
important (Louise, P14).

Clearly, Louise felt the need to carefully record the details of feeds in order to feel in control, but
also to be able to respond to requests for information from midwives.
Controilina breaatfeedlna

Much of the data that follows emphasises the ways in which women controlled, supplemented
or attenuated breastfeeding, utilising a range of breastfeeding aids, appliances and
supplements.
Establishing a routine
In section 78, 'demanding', I discussed the ways in which women commonly aspired towards a
routine developing with breastfeeding, sometimes appearing to see this as innate behaviour in
the baby. In this section I transfer the focus to constraints that women spoke about in relation to
their ability to demand feed, exclusively breastfeed or feed for more than a few weeks or
months, and the ways they planned to negotiate these. Woman tended to look ahead and
worry about how demand feeding would 'fit in' with their lifestyle. Consequently, they desired to
control breastfeeding through plaCing time constraints upon it and developing a routine, for
example Gemma commented that she was somewhat ambivalent about breastfeeding while
she was pregnant, ·what put me off was the demand feeding. I've got horses and I like to be
out with them. The idea of sitting and feeding an day wasn't me (P5).
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Most women tended to see demand feeding as a short term endeavour, again emphasising
their goal of developing a routine:

I mean this demand feeding, it's OK to begin with but then I want to get her into some
sort of a pattern by 1 or 2 months you know, like 6 to 8 weeks or something. Once
she's settled into a routine 1'/1 put her cot in the nursery we've got ready (Kate, P39).
As may be seen in this quote a primary goal in relation to mothering the baby centred on
progressing the baby towards independence. Development of a routine was a key element of
this goal. Another example of a mother who emphasised her deSire to impose an early routine
may be seen in the following 'staccato' conversation with Pauline. She was a health
professional who had given birth to her third Child. She appeared to see breastfeeding as
purely functional for transfer of milk and not as sensuous, relational or nurturing in any way.
She saw expressing and giving formula and getting the baby used to bottles as early as
possible as the ideal. She rejected the notion of intensive mothering. For her, breastfeecling
appeared to be a largely pleasureless, mechanical act centring on the transmission of milk to
the baby. Establishment of a routine was a priority:

F: Why did you choose breastfeeding?
Pauline (P56): Em, better for the baby, it's cheaper, it's convenient (said very abruptly).
F: How did you find the experience of breastfeeding?
Pauline: It's aI/ right. It's not something I really enjoy. It's not something I dislike ... it's
fine, except that I had mastitis both times.
F: When did you have that?
Pauline: About 2 or 3 weeks old. I had it twice with both of them.
F: Do you know what caused that?
Pauline: You get a blocked duct and an abscess
F: How long did you breastfeed your other two children for?
Pauline: Around about 12 weeks
F: What was your reason for discontinuing?
Pauline: Back at work
F: What are your plans this time?
Pauline: Probably about the same. I switch to SMA formula. I give it to them from quite
early on, just to get used to it
F: From how early would you say?
Pauline: After a few weeks, but I express and get them used to a bottle straight away,
because I want them to get used to a bottle and I never had any problem with that........ .
I like to be quite routined. I do it on demand but try and get them into a routine, so
looking at four hourly real/y in an ideal world. I think they do suck for comfort and I don't
want him sucking for comfort just on me. I'd rather he had a dummy. I've given him a
dummy. If he isn't settling I just give him a dummy and see if he just wants comfort or
not..... .1 mean literally he's had two sucks at it and he's asleep, just to settle him last
night.... .
Pauline saw the need to express milk and give it by bottle and use of fonnula milk as a part of
the routinisation of feeding. Further examples of these strategies are presented in the next
section.
Remote control - breast milk feeding
As stated, women commonly conceptualised breastfeeding as transferring or delivering breast
milk to the baby. This enabledlfacilitated an easy step to the provision of breast milk without the
baby being at the breast, i.e. breast milk feeding. Expressing breast milk enabled this shift As
Van Esterik (1996) states: -Breast pumps contribute to the medicalization of breastfeeding and
emphasise breast milk as a product rather than breastfeecling as a process- (p.273). Blum
(1999) refers to expressing milk to give to the baby as a disembodied approach with
breastfeeding as a relationship vanishing and mother love being replaced by the pump and
breast milk. Jane (P12) illustrated this form of control over breastfeeding as enabling a retum to
a *normallife":

Because breast milk is what's advised for the baby's health, I said I'd give it a go. 171 be
going back to work full time, so I'd like to be able to express, so if that's a/l right, but I
don't know how easy that's going to be. I'm just concentrating on getting over the first
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stages first. I'd like to be able.... if I can express I'd like to think I can carry on doing it,
depending on how I can work it round. Being able to express obviously makes it more
convenient socially and you know having more of a normal life (Jane, P12).

This emphasis upon returning to 'normal' by expressing, resonates with the findings of Morse
and Bottorf (1988) in which they refer to women's knowledge that their infant was receiving
breast milk even in their absence as the "door to freedom· (p.165). The desire to return to
'normal' in relation to one's body and life, as Schmied (1998) argues, parallels dominant
discourses around "control, management and efficiency· (p.277).
Expressing also related to the desire to reduce the intensity of the one-to-one mother-to-baby
relationship, as illustrated by Liz who saw the reduction of intensive mothering as part of a
shared parenting endeavour, a reason increasingly identified by women for not exclusively
breastfeeding or for bottle feeding (Schmied 1998, Earle 2000, Dykes et aI2oo3).
Welt I'd like to use a breast pump so my husband can take his tum as welt. I think that's
important. Otherwise you become very isolated together, it's a mother-child thing breastfeeding (Liz, P11).
Shirley referred to "somebody else· being able to give a feed, based on her previous
experience:
Shirley (P57): I used to express for Heather and freeze it into ice cubes just for if you
were going out or, sometimes if I was tired somebody else could give her a feed.
F: Did you give that by bottle?
Shirley: Yeah
F: Would you do that again this time?
Shirley: Yeah, oh yeah
F: Who first talked with you about expressing?
Shirley: The midwife. I think its good to get them used to a bottle, cos once Heather
decided she didn't want me anymore it was easier to put her onto bottles because she
had had bottles, you know, whereas if they get established for too long on the breast it
can be difficult to put them on a bottle if you do want to go back to work or there's
another reason for stopping breastfeeding, then you can have a problem.
Both Liz and Shirley, above, appeared to endeavour to shift accountability away from exclusive
breast feeding to shared breast milk feeding.
Progressing to a bottle
The reference by Shirley, above, to getting the baby used to the botUe relates to the strong
sense that transferring the baby to bottles symbolised progress. Indeed, the baby bottle has
become such a strong symbol of babyhood in our culture (Henderson et al 2000), that it is seen
as an almost inevitable step in the creation of an independent individual. Some of the women in
this study appeared to be uncomfortable with the idea of expressing milk to give by bottle
preferring to give a bottle of formula. This probably reflects the socio-economic classification of
many of the participants as expressing milk is more prevalent in "higher occupations· while
giving formula milk becomes increasingly prevalent in "lower occupations· (Hamlyn et al 2002,
p.18).97 This was particularly the case on site two where there was little reference to expressing
by either mother or midwife, reflecting the cultural prevalence of formula milk feeding.
Almost without exception women saw breastfeeding as a relatively short term project. with three
to six months being the longest stated duration. Retuming to work was usually given as the
reason for discontinuing:
Carol (P31): I'm going back to work in 3 months time, so 171 probably start bottle feeding
then, it'll be easier cos I won't be with her al/ the time.
F: Have you thought about expl8SSing milk?
Carol: I 'ave, but I don't fancy that.
The nature of the work was often seen as incompatible with breastfeeding:
87
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F: How long do you plan to breast feed for?
Harriet (P52): Um, weI/I've got to go back to work in 18 weeks, so probably until then.
F: Have you thought about expressing your milk?
Harriet: No, I work for an airline, so that's not practical. If they gave us longer matemity
I would (laughs).

Glynnis, having tried her baby on a bottle expressed anxiety that he wouldn't take it and that this
could cause difficulties for the future:
Glynnis (P59): I am a bit concerned, you know, when I go back to work I'll need to give
him bottles during the day and breastfeeds during the night, cos he just will not take a
bottle. I work full time you see, I'm a chef, so, me mums going to have him.
Mandy planned to combine breastfeeding and giving formula milk and then at three months to
probably 'progress' to predominantly or all bottle feeding:
I aim to give him
them sleep. It's
combined both.
more restrictions,

3 months staft. I've read in the evening you can give a bottle to help
thicker. I've spoken to others with practical experience - they have
Then it may be a bit more difficult after 3 months, there'll be a few
'cos I'm going back to work (Mandy, P25).

As stated, planning to breastfeed beyond three to six months appeared to be the exception and
beyond six months was rarely anticipated,98 with the notion of breastfeeding a toddler as
undesirable, for example:

F: How long would you like to breastfeed for?
Sophie (P61): Probably till I go back to work in September...
F: Yes, then what would you plan?
Sophie: Um.... depending on... .I'd probably be going back almost full time... so I don't
fancy having to express all that milk.... em... so I'd probably change then... at least I'd
have done a good six months ... more or less.. .1 suppose it depends on how it
went... .Iike I don't like the idea of breastfeeding when the teeth are there.. but I don't
know really.... to be honest.. .I've not thought about it that muGh.... see how it goes....
Some multiparous women spoke about other reasons why they intended to introduce bottles, for
example:
After about three months they tend to get a harder suck and a longer suck. It gets vel}'
irritating so I've garra stop. So I tend to wait for that feeling and then stop, well
gradually like, say I'll give a bottle of a day.... and of a night 111 breastfeed, so it's not
sore (Hannah, P49).

Midwives expedited the progression to bottle feeding in several ways. Firstly, on site 2 by a
readiness to recommend formula top ups, as discussed later. Secondly, the 'all or nothing'
philosophy displayed on site 1 led to women who started giving bottles completely switching
from one to the other, as illustrated in the discussion between Joy and Veronica. Veronica
decided to bottle feed during the second night but told me that she would like to try
breastfeeding again, once her milk came in. However, she had little opportunity for further
dialogue as there appeared to be a finality in the midwife's mind as she bustled in and stood in
the middle of the bay:
Joy (MW4): Have you decided you're going to bottle feed full stop now?
Veronica (P27): Yes (looked taken aback, and smiled uncertainly).
Ironically then, on site 1 the zealous desire to promote exclusive breastfeeding contributed to
the 'progression' to bottle feeding in women expressing varying degrees of uncertainty and
ambivalence. On site 2, the laissez faire attitude to giving fonnula milk also expedited the
progression to bottle feeding as I now discuss.

l1li Again, this probably also relates to aocio-economlc cIaI8ifIcation with 41 % of women in "higher occupations- stili
giving some breast milk at 6 months compared to only 27% in "lower occupations- (Hamlyn at 812002, p.35).
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Supplementing breastfe!ding
Topping up
Women commonly felt that they needed back ups to breastfeeding, reflecting their uncertainty
and lack of confidence in the notion of exclusive breastfeeding and their desire to shift some of
the accountability. The most commonly used backup was a formula supplement:

I've got some formula at home in case we need it..... , but I think both my husband and
myseff, we feel that if we've actually got something in the house, if we'te actually at the
stage whete the baby's not feeding then we've actually got something to tely on (Chloe,
P50).
Some of the midwives encouraged women to have formula available as a backup, ·"m hoping
to go home today, and one of the midwives suggested that I buy some formula just in case"
(Jasmin, P51). Some women saw bottle feeding as a possible answer to unsettled behaviour or
wind, -I just wondered if she would have less wind with a bottle" (Jocelyn, P18).
The dependency upon top ups was particular1y striking in site 2 where 6 out of the 21 women,
i.e. about a third of the participants, had given either a bottle or cup of formula prior to
discharge. Midwives tended to suggest that women give formula at the first sign of difficulty,
often by CUp.99
Corinne's baby had been taken out and given a top up of formula by cup with apparently very
little dialogue:
Corinne (P41): I'm just waiting for my milk to come through properly, he's been sort of
feeding non-stop. He was at it for thfH hours in the night, so the midwife came and
took him and gave him a top up and then he slept all night until 80 'clock. (laughs) ...... So
that was nice, but not nice cos it wasn't me (laughs).

F: When you say a top up, how did they give it?
Corinne: They said they'd give a cup, just a little bit, not a bottle.... it's just a bit
disheartening when it's not you that's soft of filled him up and sent him to sleep, you
know (Iaughs) ...... it'sjust that I'm not filling him up. He's just so big, he's 8-13.

F: Did the midwife discuss the issue of giving him top ups?
Corinne: No, no..... she just immediately said we'll give him.... .171 take him off you and

give him a top up, a cup they called it and then I just went to sleep which was
nice....... They wete vety helpful.
Corinne expressed a sense of regret at not having "filled him up herself", but on the other hand
The next day I watched a midwife who the mother
had not met before:

saw the midwife as haVing been very helpful.

Corinne (P41): He's feeding all the time
Francesca (MW 28): Frequent feeding is normal in the 9arly days. Looks over at the
baby feeding: He's on properly.
Corinne: Should I just let him carry on?
Francesca: Well, don't let him use you as a dummy. "he's finished feeding, break the
seal by putting your little finger in.. .Iet me know if you get desperate and we can give

another top up.
Corinne: It was just the night that was difficult
Francesca: Well, it's better if you can persevere, because to give a top up once or twice

is OK, but you need to give your own milk really.

The midwife, Francesca, gave mixed messages. She commented that frequent feeding was
normal, but advised her not to let him use her as a -dummy". She also stated that it was better
not to give top ups but all right if -desptHBte-. Finally, she emphasised that it was better to
persevere with giving breast mUk. She gave the woman only a cursory glance before saying
• The cup had obviously been introduced, but was being used for formula. It was Intended to be uaed with hand
expressed breast milk, mont specifically with pre-term babies, although ueeful for term babies who were for some
reason unable to access breast milk elfectlvely (ling et aI1994). However, it was being used In order to jUllify giving
fonnula but was considered acceptable because it would not cause nipple-teat confusion, • much contested .... In

_If.
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"he's on properly". The baby did not appear to me to be attached or suckling very effectively, an
observation further evidenced by the mother's increasing nipple soreness. The mother,
however, saw the positive side of the encounter, particularly the emphasis upon perseverance:

F: How do you feel after that discussion?
Corinne P41: Well, better knowing that he's on properly and it's normal for him to want
to feed frequently.... and she said try and persevere which I wanted to do, like she said
that one or two cups is all right but after that try and persevere ...so.... /'II just carry on,
see how it goes.
I asked Francesca, the midwife, later, under which circumstances would she give top ups. She
said:
If the mother was really struggling, but we would emphasise it's a one off rather than a
regular thing. He's a big baby, so he's quite hungry (Francesca, MW28).

On the third day when I saw the mother she was referring to topping the baby up herself!
Corinne (P41): We didn't do any more top ups yesterday and he was great, he slept no
problem in the afternoon and I was just topping him up and no problems?
F: Do you mean topping him up with your milk?
Corinne: Yeah, yes,
I followed another mother, Selina, through for 3 days. On the third day her baby was jaundiced
and had been given a top up of formula. This related to the baby not being effectively attached
to her mother's breast and becoming dehydrated.

F: So, when I saw you yesterday, you said you had a very busy night, but she had been
feeding better?
Selina (P48): Well, she's was quite sleepy for the rest of the day and then in the night
she fed at 1, 2, and then at 6 o'clock. One of the midwives came and she said her
mouth was very dry, so they gave her a cup feed of formula and then she fell asleep so
she hasn't woken up since then.
F: Oh, so has she had any other cup feeds?
Selina: No, but she said she was having to pull quite hard and her lips were quite dry.
She said it's hard worle at first when they're trying to breastieed, so she's topped her up
with 20 mls of SMA, she's been fine since then, she's slept.
F: OK, so how did you feel about her having a cup feed?
Selina: Em, I suppose I didn't want her not to have something to drink, but I'm doing my
best but in the end you've got to do what's best for her really. 1'1/ have a chat with the
midwife today. I'll keep trying anyway.
Both Corinne and Selina referred to above may not have given "top ups· if their babies had
been more effectively attached to their breasts.
Jasmin (P51) related that the midwife actually reassured her that a cup would not interfere with
feeding. She appeared to have been persuaded to use formula.
Jasmin (P51): Well, he's content now, but during the first night he was quite unsettled, it
was a manic night, so the midwife suggested he could have a cup feed, so he's had one
or two cup feeds at night, the last couple of nights.
F: Did you cup feed your last baby?
Jasmin (P51): Um, no, I was quite determined last time not to. I didn't think he should
have anything else. I wanted to persevere, but this time the midwife reassured me that
cup feeds wouldn't interfere with breastfeeding, so I thought well, it will give him a
chance to settle, and so I could get some sleep, while they kept an eye on him.
F: So, did the midwives suggest the cup feed?
Jasmin (P51): Yes, they did, because of what I was saying about this manic night He
was just feeding and turning his head and feeding, so... but I'm hoping to go home
today......
When women had previously changed to bottle feeding, they tended to be less confident and
more likely to do the same the next time, a finding supported by Hamlyn et al (2002). Veronica
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(P27) had stopped breastfeeding last time much earlier than she would have liked to.
interviewed her on her first day following the birth:

F: How did you feed your last baby?
Veronica (P27): Well I was quite ill last time after the birth and the milk didn't seem to
come in. I think .. 1was quite anxious... but I don't think I gave it quite long enough.. So
I'll have a try with this one (laughs).
F: How long did you breastfeed your first baby
Veronica: About 3 weeks, but I just felt he wasn't getting anything and I got quite
anxious about it.
F: Mmm, so what made you feel that he wasn't getting anything?
Veronica: Cos he was crying all the time and he was constantly on the breast, sucking,
but he didn't seem to be getting anywhere.
F: So is there anything you'd do differently this time?
Veronica: Well, I had a better birth this time, so hopefully I won't be ill this time. I was
feeling quite down about it... and I was really down about breastfeeding. I felt I couldn't
do it... and the easiest thing to do was to stop and go on to a bott/e.... Says to the baby,
we're going to really try hard this time aren't we.
Veronica came to the current breastfeeding experience with low levels of confidence and this
combined with little praise or reinforcement and negative judgements about her ability to nourish
a big baby led to her giving a bottle on night two and exclusively bottle feeding by her third
postnatal day.
It seems then that both mothers and the midwives tend to readily resort to 'top-up' of formula
milk. The exception to this was seen in the site 1 midwives and, as discussed, this related to
the 'rules' and surveillance in place. With regard to site 2 midwives. the scenario resonates with
the recent ethnographic work of Cloherty et al (2002). They reported that supplementation was
often seen as a short term pragmatic solution to problems by midwives with little regard to the
long term feeding outcomes. This related in part to a desire on the part of midwives to protect
women from fatigue and distress. This issue is returned to in chapter 8.
Relying on technical appliances
Another way in which women displayed a heavy reliance on backups to breastfeeding was
through the use of technical appliances, for example niplettes100 and nipple shields 101 while in
hospital. This was again more prevalent on site 2. as on site 1 such aids were discouraged
under the Baby Friendly Agenda. Selina (P48) had bought a niplette. In the following
discussion it becomes clear that she was reassured by having a technical additiOn to relying on
her own body-seeing her bodylbreasts as fundamentally flawed and prone to failure:
Selina (P48): It's a nice feeling of closeness, like bonding together, it's a good way to
have contact with her, cos I was worried I wouldn't be able to, but see how it goes. I
said I wanted to breastfeed, so.....but I'm having to use these nip/ettas (showed me the
box), because my nipples won't come out very well, especially this one (points to her
right nipple). so I was a bit nervous at first, but the midwife - she was very helpful and
I've managed to breastfeed four times.... ./'ve just changed position. like lying down.
because when I was holding her, she was finding that me boob was a bit hanJ, so she
showed me a different position and it worlced really well. Because I did intend to
breastfeed, I was just worried that I wouldn't be able to.
F: Can you tell me a little bit about the nip/ette?
Selina: Um, well you use it just before you breastfeed and it just draws it out a bit ...it's
only really for one breast that I need it for. .... but. when I've put the right pari in her
mouth, I don't think she's really needed it anyway..... you've got to put it all in, and the
mouth's got to be wide, whereas when you just put the end in she finds it very hard to
latch on, but em, the midwife. especially last night when I was on my own, she was very
helpful.
F: Mmm, so who suggested the nip/etta?
Niplettes were developed as a cosmetic device for altering the shape of women'. nipples. They have since been
utilised by some mothers and indeed advocated by some midwives for ISSiIting in 'puKlng out' InvertiId nipples. They
are now sokl in large chain store pharmaceutical depaItments along with all the OCher bIeaItfeeding ~
101 Plastic covers for the woman'. nipple, to prevent soreness or assist the baby to latch on In mothers with Inverted
nipples. They are strongly discouraged on a range of physiological bases and in paltlcular by the 8F\.
100
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Selina: I went to a chemist, but I've fed her without it, but it's always there to rely on
when I get home, but the midwife said to try without it.
F: Did you use it in pregnancy?
Selina: No, it says, on the box you shouldn't use it later in pregnancy, and I was 5
months when I bought it, so it was too late. So I just bought it for afterwards, but I'm not
going to use it today, it's more for when I get home, as a sort of safety measure for
when I'm on my own, but I think when I'm in hospital and the midwives are here, then,
like last night she showed me different positions last night, so that worked really well.
She later said to me:
My concern is that she's not getting enough to eat, but if that's ... I'll have to change, I'll
have to put her on the bottle, cos the first bit isn't proper milk anyway, it's that sucking
she has to do to try and draw it out (Selina, P48).

Here she demonstrated that she would use bottles if her baby appeared to not be getting
enough to eat.
Sandy, the midwife, in some ways reinforced the view that women were inadequate for the task.
She was with Selina while she was breastfeeding. The baby came off the breast and cried and
Selina started to put him back on again:
Sandy (MW30): Are you all right getting her back on? God had to be a man or he'd
have given women a third arm... wouldn't he.
Selina continued to try to put the baby on.
Sandy: I'm not sure she's all that interested now, she's sucked well hasn't she. Baby
cries.
Sandy: Lets see, She attaches the baby to the mother's breast manually that's it, that's
right, bring that little hand out of the way a bit, that's it. Right (baby suckles again), try
and get a drink.
Here Sandy alluded to God as being in favour of the male prototype. She manually assisted the
mother in attaching the baby, thereby doing little to enable her to develop the skill needed.
Finally, she used the words "try and get a drink" suggesting some inherent difficulties. I asked
the midwife about the niplette:
F: What do you think about the niplettes?
Sandy (MW 30): Well, I suppose if they give her confidence, knowing that they're there
then that's all right, but she doesn't need them. I was amazed at the price of them.

Nipple shields, although not advocated by the midwives, were seen by some mothers as a way
of reducing nipple soreness:
Megan (P53) I know you can get like these covers with holes in.
F: Did you talk with the midwife about that?
Megan: No, but I've heard other people talking about it.
The need to understand women's desire to use technical aids was emphasised by Virginia
(MW20, site 1):
I mean we should be suggesting that women try breastfeeding, at least try but with the
clear understanding that it's up to them to decide when they want to finish. That way
women would not feel that they are committing themselves to something which they
haven't experienced. Our job then is to support and encourage them, to build their
confidence, not to bully. That may mean using an occasional nipple shield or giving the
odd cup feed, if that helps to build her confidence. I mean the most important thing is to
make sure the woman can fix her baby well, early. I ask them to press th6 buzzer when
they come to feed so that I can come and watch then attach the baby. That's essential
for her confidence, but it doesn't just stop there. For example, one woman last week
was very sore and her husband brought her some nipple shields. She was prepared to
continue with those or give up. Now I know they have limitations, but in some
circumstances they can save the day, you know and if they build the woman's
confidence and see her through then that's surely better than her giving up...... (MW20).
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Clearly the issues surrounding the use of technical aids are complex and challenging and need
to be seen in the context of women's lives and cultural norms. They represent women's lack of
confidence and appear to support women in relation to their uncertainty.
Summary
Women were heavily influenced by their need to be in control, with linear time placing powerful
limits upon their experiences and expectations with regard to breastfeeding. While in hospital
they were coping with the past, the birth, the present with all itS challenges and transitions and
the future. The future was marked by the temporal notion of time moving on towards the reestablishment of 'normality' with a major part of that being related to returning to paid
'production'. Women's ways of negotiating breastfeeding in hospital therefore related to varying
degrees of desire to be in control of their life both in their immediate situations and in the
projected longer term.
The preoccupation with return to 'normal activity', control and predictability combined with
women's lack of confidence contributed to a desire to shift accountability so that women were
not solely responsible for nourishing their baby. This desire to avoid being totally accountable
for the baby's well being through breastfeeding, by utilising partial or total bottle feeding is
102
referred to in other anthropological studies (Maher 1992b, Zeitlyn and Rowsham 1997 ).
It would be tempting to relate the degree of control women wished to place on to breastfeeding
with their like or dislike of it However, women sometimes reported a positive experience of
breastfeeding, but fully intended to introduce bottles. A range of other socio-cultural constraints
and influences were inevitably involved. The various forms of supplementing or attenuating
breastfeeding enabled women to cope with the present and plan for the future. The bottle, and
in particular the bottle of formula milk was a symbolic marker in that return. The tendency to
attenuate and supplement breastfeeding was potentiated for some women on the postnatal
wards by fatigue and nipple pain an issue to which I now tum in chapter 8.

102 In Bangladesh this NIated II8IY much to avoiding accountability for 01""" such as gastroenteritis in the baby, which
would Invariably be blamed upon the mother. Ironically, giving formula milk in many countries is the most likely way to
cause gastJ'o.enterlti (Howie et 811990).
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CHAPTERS
'CARRYING ON':
PERSEVERING THROUGH TROUBLES AND TRIUMPHS
Introduction
In chapter 6 I discussed the pressures upon women to 'do the correct thing .... in the right way'
and in chapter 7 I discussed the demanding nature of breastfeeding, when viewed from a
'productive' perspective. In this chapter I highlight the influences upon women's desire to 'carry
on' and 'persevere' during the early days of breastfeeding. I discuss the concept of
perseverance in its connections with confidence (self-efficacy), but also with regard to the
ideologically pervasive notion that 'breast is besf. The challenges to women's sense of self and
self-confidence were enormous and in some cases overwhelming, with the two most immediate
and pressing concerns for breastfeeding women in hospital being nipple pain and fatigue. I
highlight the ways in which women described and negotiated both the positive and negative
experiences during their postnatal ward stay.

As women spoke about breastfeeding their use of the word 'persevere' was striking in its
frequency. The concept of perseverance or persistence in the face of difficulties is referred to in
other qualitative studies with breastfeeding women, although these reflect the ongoing project of
breastfeeding rather than focusing upon the first few days (Bottorff 1990, Hauck and Reinhold
1996, Schmied 1998, Schmied et al 2001, Hauck et al 2002). As I studied the data I became
aware that the concept of perseverance related to several aspects of women's postnatal
It was associated with 'dOing the correct thing' because
breastfeeding experience.
breastfeeding was 'best' for the baby. Perseverance was discussed in relation to gaining
confidence with breastfeeding. It was also referred to in relation to 'putting up' with nipple pain
and 'getting through' postnatal fatigue, particularly during the night Finally, women spoke of
special moments and experiences that made it worth while to carry on or persevere. I discuss
each of these issues as organising themes (see also figure 8.1), but for women they were highly
interconnected, with the motivation for persevering being counter-balanced by the daily
challenges of breastfeeding on a postnatal ward.
103

Self-efficacy theory provides a useful framework for considering the concept of perseverance.
As stated, self-efficacy (personal confidence) in relation to a particular activity relates to the
extent to which a person feels that slhe can achieve the required activities in order to meet a
personal goal. Expectations of ability to achieve the goals will determine the extent to which
coping behaviour is initiated, maintained and sustained in the face of challenges (Bandura
1977).
The women I observed and spoke to were clearly engaged in this negotiation process. On the
one hand they spoke repeatedly about breastfeeding being best for the baby, but on the other
hand they experienced a range of challenges to their felt ability to actually carry out
breastfeeding. As stated, the four key influences upon self-efficacy for a specific activity are
previous personal experience (which I discussed in chapter 7A), observation of others,
encouragement or discouragement from others (which I tum to in chapter 9) and emotional
arousal related to a person's judgement of their own physiological state (Bandura 1977,1982,
1986, 1995). When the person feels anxious and/or experiences pain and fatigue they become
more vulnerable to 'failure' in the activity (Bandura 1977,1982, 1986, 1995). This fourth
component of self-efficacy was particularly relevant to the data in this chapter.

tesr

Oyball (1992) refers to the stay in hospital as a "physical endurance
(p.190), which seems
to be an apt description. Women came onto a postnatal ward following the experience of a
medicalised pregnancy, labour and birth. They were undergoing profound and often painful
bodily changes and a dramatic social transition to becoming a mother of a new baby. This took
place within an unfamiliar setting surrounded by strangers. In the midst of this transitional
experience they were often learning a completely new skill, that of breastfeeding. Bandura
(1995) highlights the potentially negative effects of fatigue, anxiety, stress and pain upon
confidencelself-efficacy. As he states, "it is difficult to achieve much while fighting self~bf
(p.6) and -when faced with obstacles and failures, people who distrust their capabilities slacken
103 I introduced seIf-et'ficacy theory in chapter 7A in relation
'deliver' enough milk to their baby.

to women's lade of confidence In their abHlly to 'produce' and
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Figure 8.1
Thematic Network:
'Carrying on':
Persevering through troubles and triumphs

Connections with
confidence

'Carrying on':
Persevering through
troubles and triumphs
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their efforts or give up quickly" (p.8). When these obstacles are superimposed with high levels
of doubt, which is particularly the case for first time mothers, they can debilitate the
development of a new skill, such as breastfeeding. The situational circumstances and the
amount of practical support and reinforcement also exert an influence (Jerusalem and Mittag
1995).
Connections with confidence

Women talked about two types of confidence. They expressed their confidence in breast milk
as best for the baby and linked this with the need to persevere. Secondly, they spoke about
persevering in order to gain confidence.
Because breast milk is best
It was clear that women felt that they should persevere with breastfeeding because it was
healthier for the baby. This fonned a goal to which they aspired and subsequently led them to
want to persevere through the challenges. This was illustrated by Sandra who clearly linked her
'confidence' in the benefits of breastfeeding with her desire to persevere:
I wouldn't say I have much confidence but I want to keep going .. .It is better isn't it
Teally. It is better for the baby Teally..... .It·s that thought really that makes you
persevere. its perseverance...... I don't think I've got confidence. it's
perseverance..... yes. perseverance (laughs). It's confidence in the benefits, and then
perseverance to try and keep going (Sandra, P34).

Selina appeared to link her partner's occupation as a biology teacher with her imperative to
'keep trying' in spite of difficulties:
I knew it was going to be difficult and I thought, well I'm going to persevere for a bit
longer. My neighbour started and it wasn't for her, so she gave up, but I said I was
going to do it. You get a bit disheartened when you can't do something, but you can't
just give up, you've got to keep trying (laughs). Some people probably find it easier and
some harder. I'm probably finding it harder. ... .J've discussed it with my husband who ;s
a biology teacher, so 1'1/ persevere (P48).

This strong emphasis upon persevering due to the health benefits of breastfeeding relates to
what Miller (1998) refers to as an "epistemological struggle- between knowledges, i.e. voicing
the offiCial, acceptable privileged version but having a personal narrative which conflicted (p.69).
This can be seen in the way Sandra, above, like other women when talking with me seemed to
be having a dialogue with herself. This dialogue reftected the dissonance experienced between
the public discourse that 'breast is basf and the concomitant personal struggle with doubts
based on a lack of confidence in one's body and the process and activity of breastfeeding.
While a motivating factor is crucial to continuing with any activity there is also cause for concem
regarding the extent to which this perseverance with breastfeeding is linked with the role identity
of 'good' motherhood. This point is made by Schmeid (1998), who challenges an uncritical
stance to the concept of perseverance and questions the -appropriateness of linking
breastfeeding to matemal subjectivity" (p.248). The women in her longitudinal study frequently
spoke of persevering, which Schmied (1998) argues represented the -extraordinary physical
and emotional work that women undertake to achieve an identity as a breastfeeding mother"
(p.254). Shaw (2003) sums up such concerns, stating:
The power of the body politic to define and impose unattainable nonns that are
authorized by dominant institutions and artiCulated in dominant discourses (such as
'Breast is besf) often force women to persevere with practices that could have long
since been relinquished. In this respect, the everyday tasks of breastfeeding are moral
in the conventional sense of the tenn, insofar as women's bodies are conceived as
surfaces upon which rules, customs and laws are inscribed (p.64).
The concern of Schmied and others relates to the distress experienced by women when their
efforts to persevere 'fail' and the connection they have made between good motherhood and
breastfeeding is broken (Schmied 1998, Mozingo et al 2000, Schmied et al 2001). While the
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imperative to breastfeed is particularly strong in Australia, where Schmied conducted her
research, the resonances with this study are evident.
Just keep trying
I discussed women's lack of confidence in 'supplying' and 'delivering' in chapter 7. The issue of
As stated, se/f-efficacy and
confidence also arose in connection with perseverance.
perseverance are interconnected and interdependent (Bandura 1977, 1982). Women tended to
see the need to persevere in order to gain confidence:
I've only been doing it for a day really, so I'm still finding my feet. Um, he latches on, he
just comes off quite a few times, but its just perseverance really... .I've never done it
before so it's a case of not being sure about what I'm doing yet and it'll take a while to
get established and to get used to each other and get used to doing it (Jackie, P33).

Selina also felt that her lack of experience and confidence would require her to keep trying to
gain the necessary confidence:
Wel" I'm not vety confident yet (laughs), cos I've read the books, I think I've read too
many books, but I think you need practical experience which I haven't had, but I feel
mora confident than I did yesterday (laughs), but it's things like holding her which make
me feel less confident. Like we haven't got any babies in the family, so it's quite
hard....... we'll just have to keep doing it.....just keep trying. It's hard woric, because
she's not used to it and you're not used to it, you know it's a skill......... I mean mainly at
the moment, I want to be confident that I can do it..... (P48).

Experiences that supported growing confidence in women, equally encouraged them to
continue breastfeeding. The trigger to growing confidence often came from the baby's
behaviour, for example, ., mean watching him when he feeds, builds my confidence'" (Alison,
P38).
I felt more confident once she'd actually latched on, and once she's there she tends to
stay there. I think if she'd been mooching about and coming on and off all the time I
think that would have made me really nervous (Tracy, P44).

The sense of validation through the baby's contentedness is referred to by others (Leff et al
1994, Vandiver 1997, Hamlyn et a12oo2, DH 2003).
Getting through the troubles

Two aspects of the postnatal ward experience challenged women enormously in their efforts to
persevere with breastfeeding, these being nipple pain and fatigue. When experienced in
combination they were particularly difficult to overcome.• / don't mind some sleeplessness, but
pain and sleeplessness would make me think, is it worth it'" (Debbie, P13).
Overcoming the pain
The experience of nipple pain when breastfeeding is widely reported (Foster et al 1997, Bowes
and Domokos 1998, Schmied 1998, Schmied and Barclay 1999, Mozingo 2000, Hamlyn et al
2002, Woods et al 2002). It is usually associated with ineffective attachment of the baby to the
mother's breast (Woolridge 1986b) and may contribute to a disrupted, disconnected and
distorted experience of breastfeeding for women (Schmied 1998, Schmied and Barclay 1999).
It also contributes to dissonance with regard to expectation and reality (Bowes and Oomokos
1998). It is the main reason for women (28%) discontinuing breastfeeding during the first week
following their baby's birth in the UK (Hamlyn et al 2002).
Of the sixty-one women I observed and spoke with. just over a third referred to their painful
nipples indicating that they were experiencing difficulties with effective attachment Nipple pain
was more frequently referred to by women on site 2. Some women talked about the
combination of pain from the birth and nipple pain. -The Caesarean pain is quite bad.... .It's
restricting me and I can't mow around, and me nippl9s are a bit SOIfJ- (Annie. P42). Nipple pain
in itself caused women to wonder whether they could continue. -My nipple..... the pain is 111ce..... .
its debatable whether to cany on or not.... : They're starting to get really sore- (Megan P53).
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The combination of demand feeding and nipple pain led to feelings of conflict and a desire to
protect one's body and tum to bottle feeding:

We", I've been feeding most of the night and my nipples are very sore, but I'm trying my
best to persevere, but I don't know if I'm going to be able to do it .... if my nipples crack,
I think they might crack, I think I'll go on to bottle - I'll have to wait and see. I just didn't
realise it would be this painful (Sam, P19).
Sam saw herself as needing to persevere through the pain but was considering bottle feeding
as way of preserving her bodily integrity and reducing the pain. Veronica, who expressed
similar concems, switched totally to bottle feeding on her second night on the postnatal ward:

It made me very, very sore. It just got progressively worse and worse, um last night, he
was just constantly on the breast, sucking al/ the time. So I decided I'd had enough. It
was a bit emotional. Um, so we've gone on to the bottle although it might not be for
good. We'll have to see how it goes, after a few days, maybe..... (Veronica, P27).
Sadly, this scenario could have been avoided, in that sore nipples, such as experienced by
Veronica, strongly suggest ineffective attachment. The latter is commonly associated with an
unsatisfied baby who may therefore want to breastfeed more frequently than slhe might
otherwise, if slhe were able to feed effectively (Woolridge 1995).104
The support midwives provided for women with regard to nipple soreness was largely
inadequate. This related to the many other calls upon their 'time'. Commonly, when women
commented on soreness, midwives would indicate that the attachmentllatch needed checking.
However, they usually said they would come back and check it, but invariably did not When
they did 'check' the latch this often involved a transient glance and then they rushed off again.
Often it was clear to me that the attachment and feeding dynamic was far from effective. There
were only a few occasions when midwives sat and observed a feed.
Midwives did not appear to facilitate women in understanding how and why effective attachment
would support effective breastfeeding. Carol was regularly ·checked' to see if she was doing it
-right", but she appeared to be none the wiser about what constituted effective attachment. By
the time she saw the infant feeding specialist, she was needing assistance with a fissured
nipple.
Carol (P31): Well, it's been really, really sore. I've been really SOI'8 and she was just
wanting it more and more often. She was like feeding for an hour and she wanted it
every haff hour. .... I've seen the breastfeeding adviser this moming and she:' given me
some Lansinoh cream (shows me).
F: So how do your nipples feel now?
Carol: Well, the cream has soothed them a bit, but they are cracked.

F: So has anybody shown you how to attach the baby?
Carol: Yeah, they've a/l checked and they said I have been doing it right.... if it doesn't

get better in the next day, I don't think 111 be able to cany on, because I'm like that aI/
the time (grimaces) when I'm feeding her and its starting to make me feel.... put off
feeding when its like that..... it's just the pain. I do wanna carry on, its just overcoming
the pain (laughs).
Glynnis, likewise appeared to have little understanding:
Glynnis (P59): I've got sore nipples and that makes it worse, cos you can't feed on ons

side then..
F: So what are you doing with the sore side?
Glynnis: Well, I left it last night and tried to give a bottle and then I asked the midwife
and she said try to make him go on the top and it wouldn't be so sore then.
F: What do you mean by the top?
Glynnis: Cos it's cracked undemeath you see.
F: Oh, I see, so where would you point your nipple in relation to your baby's mouth?

This was the basis upon which women used to be advised to restrict the duration and frequency of feeds when
understanding regarding efJedive attachment of a baby to the mother's breast WIll mlnimll (Fisher 1985).

104
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Glynnis: Towards his mouth. I usually start you know just push me nipple together and
get some milk out and then he just goes on.
Chris was developing sore nipples three days following a caesarean section. Shannon gave
her some prescriptive advice about how to sit, but did not assist her with attaching her baby.
Shannon (MW6): How's the feeding going?
Chris (P32): All right, but my nipples are a bit sore.
Shannon: Can I have a look? Chris lifts her bra up.
Shannon: You need to be sat on your chair love when you're feeding. Feeding in bed is
vel}' hard. We'll position her later cos this nipple looks vel}' sore. Have you been
feeding with her across your tummy?
Chris: Yes
Shannon: Well, we'lI tl}' an underarm position, because changing positions can help if
you've got sore nipples.... AII right. 171 pop back later (Which she didn't manage to do).
I saw Chris again on the next day:

F: What sort of a night did you have?
Chris (P32): It were quite bad actually... she was slipping on and off the breast all night
and she's made me really sore. It·s quite painful now. She were just feeding on and off
all night. .... didn't really get much sleeP. em she settled about 4 o'clock this moming and
she's had 2 really good feeds this morning ...so
F: How did you feel during the night?
Chris: Um. I was tired...... 1 don't know really ..... 1 was tired and me boobs are really
hurting me. I 'ave to keep squeezing me breast milk on 'em to try and dl}' them
out ..... nobody·s really sat with me. They've come over.. .I've 'ad to buzz 'em if I can't
get 'er on and they'll come over. but nobody has really sat down with me and they sort
of like put her on me ...they've just put her on me..... if they sat with you and showed
you how to put her on proper...cos sometimes when I've been putting her on, I've been
putting her on wrong and that's how me nipples have got really sore, because she's
been sucking on them wrong and she's made me nipples really sore.... SO if they could
of showed me 'ow to put her on proper I might not be sore now.
Chris appeared to be keen to breastfeed this time after a poor experience of botUe feeding her
last baby, describing breastfeeding as a -dead special experience-. However, she was not
receiving information about effective positioning and attaching. Consequently. she was
struggling with very sore nippfes and had had very little support. She hadn't received any
written information at all on the postnatal ward. Feeling that it was unethical to watch as she
struggled in this way, I asked her if she would like to see the infant feeding Specialist, which she
said she WOUld. I spoke to the infant feeding specialist and she spent some considerable time
with her going through the principles of establishing effective pain-free feeding.
Midwives commonly suggested that milk was expressed onto the woman's nipples and that she
expose her breast to the air:
My nipples are a little bit tender, I must admit at the moment. The midwives said keep
them in the air as much as you can and put a little bit or. ... er. ... milk on them, just extract
a bit of milk and rub it on (Lesley, P55).

Demand feeding and. by implication, using the mother as a 'dummy' was connected with nipple
soreness by some midwives. Kim approached Barbara and took a quick glance at her
breastfeeding, whilst stating:
Kim (MW15): Feeding again?
Barbara (P37): I don't know if he's feeding really?
Kim: Is he stopping and starting?
Barbara: Yes
Kim: 111 come back in about half an hour and see how he's getting on. You're going to
get sore otherwise aren't you?
Barbara: Yes
Midwife rushed off.
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Again, this connection between length of feeding and nipple soreness may well have related to
ineffective attachment as from my own observation the baby did not appear to be attaching
effectively to the mother's breast.
Midwives commonly exhorted women to persevere through the pain:
My nipples are very sore..... I just keep going, it makes your toes curl (laughs). One's
better than the other you see which is quite common apparentty..... The midwife just said
to keep persevering, um... they will get better..... As my milk comes through, he'll
probably not... you know guzzle, chomp quite as much you know...... Suck quite as hard
sort of thing (Corinne P41).

Encouragement to persevere through the pain also stemmed from the experiences of significant
others, for example:
My Mum's friend, whose been breastfeeding, said that after a couple of days it went
really sore...... She said...... but she persevered with it and it was... um... she found it
absolutely brilliant afterwards. She told me if I get any soreness to persevere and then
if I can't do it don't worry (P43).

While other researchers who apply a sociological perspective to breastfeeding identify the
disruptive nature of sore nipples (Bowes and Oomokos 1998, Schmied 1998, Schmied and
Barclay 1999, Mozingo 2000), they do not elaborate on the potential for changing the nature of
the relationship and women's feelings about breastfeeding through providing support with
effective attachment. Such a focus moves research onto the edges of the 'breastfeeding
managemenf domain which is carefully avoided as it stands in contradiction to the
epistemological assumptions underpinning sociological research. However, given the current
understandings of the relationships between ineffective attachment and sore nipples (Woolridge
1986b), this is an area which requires highlighting as effective support from midwives has the
potential to enhance women's experiences.
Coping with fatigue

Almost without exception, on both sites, women referred to their feelings of exhaustion and
fatigue. Fatigue is recognised as a part of the postnatal experience of women, particularly
manifesting in the first few days following the birth (Ball 1994, Cuttini et al1995, Rice et al1999,
Rice 2000, McQueen and Mander 2003). It is a feature and challenge of early motherhood
(Flagler 1990, Ball 1994, Barclay et at 1997, Rogan et al 1997, Larldn and Butler 2000) and
tends to be connected by women with breastfeeding (Vogel and Mitchell 1998, Mozingo et al
2000, Hauck et aI2002).
The women in this study commonly referred to the cumulative effect of their labour and birth and
the associated pain and distress compounded by sleeplessness on the postnatal ward. Sam
referred to the pain of labour contributing to her tiredness:
Feeling very tired - the labour was very very painful. I knew it would be painful, but I
just didn't have a clue how painful it would be. I wanted an epidural, but by the time I
got here it was too late, so I had gas and air. Then I had to have an episiotomy and
tore as well, so had to have stitches. Not a very pleasurable experience (Sam, P19).

The combination of a baby feeding 'all the time' and the mother feeling that she didn't have
enough time to sleep increased the feelings of demandingness of breastfeeding. The fatigue
tended to be connected by women to what they felt was prolonged or frequent feeding:
Well, she had two very long goes at feeding ovemight, like for an hour or so each and
then she needs winding for about forty minutes, so I didn't get much sleep really

(Megan, P53).
Women connected having a -bad night" with a lowering of their confidence:
At night..... he's been all night on and off really.. So, em... it was just my time to feed,
sort of feed for half an hour, put him down for 10, 15 minutes then he'd wake up. The
nurse was lovely. She came and em, she tried to... she took him off me em and then
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tried to settle him herself. ... not with top ups. Then she put him back in the cot and that
didn't work and he kept waking up (laughs). Um. '" but.... er. ... he was just sort of every
half an hour...... Having a bad night makes me feel less confident. .... but he's worth it so
..... (laughs) (Corinne, P41).

Corrine indicated her desire to persevere, because -he's worth it". Women also tended to feel
more anxious at night. ., get anxious at night, like when he wakes up" (Annie, P42). Women
worried about their baby disturbing other mothers:
Once I'm at home I won't be getting anxious about waldng other mothers..... I felt
anxious because I was keeping people awake. I knew he was going to go on and on
(Jasmin, P51).

Women's anxiety also related to the noise of other babies:
I feel anxious in the night.... yeah ..... you know people being disturbed and the babies
start crying and... I presume it's going to be the same, everyday, yeah, so ......you
know, at least you've only got one to contend with when you're at home (laughs)
Barbara (P37).

This anxiety and inability to obtain the rest that women needed has been reported by women in
other studies (Vogel and Mitchell 1998, Lock 1999).
On site 1, the midwives drew the curtains around the mothers at night to give them some
privacy. This was appreciated by women: ., suppose its good in that you're not watching them
constantly go up and down. It's your own little world really" (Sue, P29). However, while privacy
did protect women from seeing the midwives going up and down. it didn't really stop them from
experiencing the busyness and noise on the ward because there were noises in the corridor, as
women were admitted, or other women went into labour and were then moved to delivery suite.
Eunice (MW19) commented on the factors that hindered women from relaxing at night:
. Its very noisy at night, cos babies are now on the ward, so if you've just helped a lady to
breastfeed and then put her baby has just settled, then the baby in the next bed wakes
and is fractious, then it can disturb her baby and then the other mothers may object to
the light being on while you help someone. We offen bring a mum into the nursery and
sit with her and help her to feed, so she's not as conscious of the other patients.... .1
don't object to babies being out on the ward, but there should be somewhere where
women can go and feed their babies in privacy. Cos, I think if you've got a mum at the
end of her tether and a difficult baby to feed, and the mum is wry tired I don't think they
offen want to discuss ewrything in front of the other patients and at night, I think
perhaps the conversations are heard more than during the day (Eunice. MW19).

The second night seemed to be particularly harrowing for mothers. They had often been awake
through the first night in a state of excitement and then by night two the fatigue was becoming
intense. This existing tiredness was compounded by frequent feeding and sleeplessness on the
postnatal ward: -, can't keep this up for long, cos he was born in the night so I didn't get any
sleep that night. I need some sleep" (Barbara. P37-third morning).
Sue spoke to me on her second postnatal day:
I mean the way I feel at the moment I'm SO tired. I'm anaemic, but they were debating
giving me a transfusion, cos its 8.3. She said if was below 8 so I'd have to have a
transfuSion, um, but because it was above 8 they said I could have iron tablets, but the
doctor's been to me this moming and she's still not very sure. She wanted to see em,
the registrar about it, so.. maybe they are wanting to transfuse me. The way I feel at
the moment, I'm just SO tired..... .1 feel very thirsty, I just don't feel particularty well. I
don't know if I've been trying to do too much (Sue, P29).

During the night the midwives took the baby to the nursery, as described by Sue. on her third
morning:
Sue: The midwives took him out for me during the night. I was struggling. I was so
tired..... and me head was spinning and um.. .1 couldn't settle him. They said I could take
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him in the bed with me, um... but I'm not comfortable with that.... .1 mean I never did that
with me other two, sO... and I'd be frightened of squashing him. No, I don't think I could
have managed last night without help - I mean I'd have struggled on, but...
F: When did he go out?
Sue: Well, bed time, they put him in his crib and took him out. They brought him to me
at 3 for a feed, then brought him again at 6. I feel better now.....
From Sue's perspective taking the baby to the nursery on night two supported her to continue. I
observed some of the feeds and the baby appeared to be well attached and suckling
competently. I observed her through the fourth night from the 'station' during which she
breastfed totally but pushed her baby out into the nursery between feeds so that she could
sleep. This is an example of a complex breastfeeding situation in which the mother gaining
sleep seemed to be a priority for her, leaving her with the resources to cope.
There were other examples in which a baby was taken out at night to assist a woman in
continuing to breastfeed, but this may not have been necessary. I interviewed Barbara in the
morning following her second night Her baby had been crying an day and part of the night
She was asking if she should give him a bottle, but the night staff offered to take him out at 4
am for a couple of hours so she got some sleep. This seemed to ease the situation from
Barbara's perspective:
Barbara (P37): It's been awful really... Em, he was starting to get moody yesten:Jay
aftemoon, you know he was just wanting to be on all night and not necessarily feeding.
It's just for...... He 's not slept in the cot at all, he's just.... The nurses have had him in their
arms trying to get him to sleep... They checked he was latched on properly and that he
wasn't genuinely hungry and not getting anything. They told me that he was feeding
fine. They told me the altematives, like they said about putting this up (touches cot
side) and um, seeing if he'd just settle next to me. But even though he'd sleep hef8 as
soon as you go to put him in thef8 (points to the cotJ, he's off again. So, about 4, I
actually said, ·shalll put him on the bottle and see if he is just f8ally hungry and needs
something I'm not giving him or whatever". But they didn't encourage that they W'8f8
quite good about that. So they said we'll just have him for a couple of hours and let you
have a f8st, so... They just kept hold of him so I could have a bit of a f8st (laughs)
F: Do you know whef8 they took him?
Barbara: No, I think they just walked round with him, but she said he never settled. She
said he just didn't sleep at all, but he was quiet when she brought him back. But he's
not slept from 8 o'clock at night. It's quite a stint of wanting the attention isn't it.
There are several issues highlighted here. It would certainly have been helpful if the midwife
had taken time to sit with the mother through a feed. This may have highlighted ways in which it
could have been suggested to the mother that she could increase the effectiveness of the
feeding. Although Barbara stated that the midwives had checked the latching on, when I saw
her she wasn't attaching her baby in a way which would optimise effective feeding. This may
have contributed to the baby being unsettled and nipple soreness for the mother. This mother
continued to struggle through the next day, until Kim (MW15) actually assisted her to latch her
baby on more effectively and sat with her for part of the feed.
The midwife, like others on site1 had suggested bedding-in to Barbara, clearly seeing it as an
effective way of settling a baby.166 However, the mother was keen to avoid having the baby in
bed with her, seeing it as a 'comfort thing' that should be avoided, as discussed in-depth in
chapter 7(8). The midwives had also suggested that Barbara should try putting her nighty into
the cot, an example of an attempt to provide an aspect of the 'natural idear, whilst maintaining
separation preferred by the mother.
Although on both sites there was a policy of rooming-in, this was disregarded by midwives at
night when they felt that it was inappropriate. My presence at night didn't seem to make any
difference to the midwives practices, a source of affirmation that my being there was largely
inconsequential to their activities. On both sites they made it clear to me that they would take a
baby out if they felt that it was necessary:

101 This was an example of positive cultural change in hospitals encouraged by the inplementation of the 'Ten SI8pa'
and something which was almost unheard of in UK hospitals until the later 1990s.
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What's wrong with saying to a mother we'll look after your baby tonight, for a while. You
get some sleep. I mean they're only in for a day or two, so surely we can help them, as
long as they know we'll bring the baby to them for feeds, if they're breastfeeding
(Sandy, MW30).

Jenny, discussed the inflexibility of the rooming-in -rule" and the lack of account of the influence
of extreme fatigue upon mothers:
I agree with rooming-in but lots of midwives mention the days when you could bung
them all in the nursery, quite nostalgically. Again, it's the problem with the rule,
because lots of staff would probably use the leeway to take babies out and give them
bottles at night or something, so you end up with a rule. If you could be flexible about it,
which in practiCe we are. .... Even vel}' pro breastfeeding midwives will take a baby out
at night and do their best to nurse it for an hour or two, in the hope that the mother can
have an hour or two's sleep. I perceive one major breastfeeding problem which isn't
addressed as mother's fatigue. We go on and on about latching and lactation,
positioning, nutrition and so on, but in the thick of it with somebody on the verge of
giving up breastfeeding, often if you could write a prescriptiOn as it were to ensure the
mother got 3 hours sleep. .... I've managed to do that a few times, I've managed to
bend the rules, take a baby away, by hook or by crook and give the mother some sleep
and it suddenly makes things go much better. Again, if you gave that leeway to people
who weren't really positive about breastfeeding, you'd probably have droves of babies
in the nursery, you know, maybe crying. If you knew everybody was 100% pro
breastleeding you could leave the rules and know that people would be flexible and
juggle things around the overwhelming need to maintain breast!eeding - treating that as
absolutely primal}' (MW14).

Jenny highlighted the difficulty with the rule in that it prevented some midwives from freely
administering formula in nurseries, the reason for the 'rule' in the first place. However, she
pointed to its rigidity in supporting women who were exhausted, an issue also raised by others
(8al/ 1994, Cuttini et al 1995, Rice et al 1999, Rice 2000). Staff appeared to use their
professional judgement in relation to rooming in and took babies out either at the request of the
mother or in discussion with the mother if she was having difficulties in the night. This
constituted a form of responsible subversion, as described by Hutchinson (1990) and discussed
in more detail in chapter 6.
Clearly, postnatal fatigue is a real and pressing issue for women. It constitutes another aspect
of the demanding nature of new motherhood within the postnatal ward. For the breastfeeding
mother it places yet another demand on the matemal body. Focus upon fatigue on the
postnatal ward highlights a range of complex issues for both mothers and midwives. Women
need appropriate support from midwives to 'get through' but the nature of the support requires
an individualised approach not a simple following of a rule. Despite the many challenges
described above women spoke of special moments that increased their desire to persevere, to
which I now tum.
Positive experiences
Special moments
Women sometimes reflected back to their experience of skin-to-skin contact with their baby after
the birth: ., held her close, next to my skin and I cried my eyes out. I couldn't believe that she
came from my own body, I was awake all night. So excited you know" (Usha, P36).
It's a VBI)' surreal moment ....,. I thought actually bef0r9 011, I'd like him cleaned up and

you know wrapped up, and (laughs).....No it was straight on and it was just
wonderful... then afterwards we W91'8 leff with him and he was on my breast straight
away then.. it was just the three of us....... I'd thoroughly I'8COmmend it, you know, from
being somebody who thought it would be nicer if W8 W8I8 all cleaned up. You don't,
you don't care, and it's er.... You know he was obviously a/l COV9IfId in blood and quite
blue and not looking very babyish at that point, but it doesn't matter somehow...it's just
a wonderful thing (Alison, P38).
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Alison described how this positive experience overrode her sense of 'orderliness' and
'cleanliness'. The study of the 'skin-to skin' experience, following birth was not focused on in
this study, but these comments from women resonate with those of others (Sheridan 1999,
Price 2002).
Some women referred to their first experience of breastfeeding as special: ·Um, dead special,
really good..... , I feel like more closer to her" (Chris, P32); "It was making me cry (laughs), not
painful .... just 'cos I was happy....yeah" (Millie, P43).
Women also talked about special moments with their baby during their ongoing breastfeeding
experience: -I think it's such a nice moment to have with your babY- (Alison, P38); ·Well its
relaxing and you feel like you're bonding.. .Iike you can cuddle and stare at the baby you know"
(Sarah, P10); "It's been lovely, he's really taken to it so far. I like the fact that I'm gMng the feed
not just sticking a bottle in 'is mouth. Its lovelY- (Julie, P9).
Experiences overriding reservations
Some women who had experienced ambivalence felt very differently as a result of
breastfeeding and closeness with their baby. This gave them the desire to carry on: -Now she's
with me and breastfeeding I can feel the bonding and I have become convinced that I want to
breastfeed" (Gemma, P5); It feels really natural. It wasn't what I expected, it's the strong bond
..... It's nice actually, it just feels so right, so natural. I didn't think it would feel like this· (Jo, P45).
Denise emphasised a harmony between herself and her baby that made her desire to
breastfeed entirely: ., like the feeling that you are together - the feeling that he's accepted you
really... I would like to try and breastfeed entirely noW- (Denise, P4). This harmony, synchrony
and mutuality was rarely mentioned at this early stage of breastfeeding, but is reported in
relation to the ongoing relationship of breastfeeding for some women (Hewat and Ellis 1984,
Bottorff 1990, Wrigley 1990, Leff et a11994, Schmeid and Barclay 1999).
Jane commented
embarrassment:

that the embodied experience overrode her potential feelings of

Um it's hard to know what to expect, like pushing you don't know what its like and
breastfeeding's the same really cos I thought I'd be kind of shy, but you know, it doesn't
bother me at all.... I mean I've never been topless really but I don't seem to mind
showing me boobs off here really, it doesn't bother me. It's cos you're so taken up with
her(Jane, P12).
This overcoming embarrassment did, however, constitute a discrepant case as it
experience of most women.

was

not the

The baby makes it easy
Positive feelings were sometimes linked to feelings that the baby -could do it": "It feels
brilliant... it feels nice that she can do it (Millie, P43). They also related to positive interpretations
of the baby's temperament, known to contribute
1994, Vandiver 1997): 106

to a longer duration of breastfeeding (Leff et al

She took to it so quickly, really in the first few days.... I know she had a paddy last night,
but she made it easy for me to feed, cos she was very easy, she was there, yes, she
was easy.. .... I think if I'd have had a more difficult baby, but she just latched on dead
quickly, in some ways its like I've been shown what to do, but she showed me, she's
just been waiting to get on me and she's done the rest really. So she's made it easier
for me.. ...(VlCky, P30).
The reference to 'special moments' by women illustrates that even at this ear1y stage a few
women had positive embodied experiences that had the potential to change the nature and
course of their breastfeeding experience. However, sadly, some developed sore nipples and
108 Part of this interpretation of temperament may relate to whether the mother Is attaching and feeding her baby
effectively which Will Influence the baby'. behaviour and responses to her.

162

other difficulties, for example Chris (P32) referred to above. This changed the nature of the
experience to a disrupted and disconnected one during the first few days of breastfeeding. This
potential for fluctuation between positive and negative interpretations of the breastfeeding
experience is described by Schmied and Barclay (1999).

Summary
In this chapter I have highlighted some of the influences upon women's desire to 'carry on' and
'persevere' during the early days of breastfeeding. As stated, the challenges to women's sense
of self and indeed self-confidence were enormous and in some cases overwhelming. Like
others, I argue that the connections women make between breastfeeding and being or
becoming good mothers are potentially problematic to women's ongoing emotional wellbeing
(Schmied 1998, Mozingo et al 2000, Schmied et al 2001). These connections relate to the
ideological pervasiveness of the 'breast is best' ideology.
The connections between women's confidence and desire to persevere are clear in the data
and in this way I extend self-efficacy theory to the qualitative experiences of breastfeeding
women on UK postnatal wards (Bandura 1977,1982, 1986, 1995). This chapter has mainly
focused upon the corporeality of breastfeeding and this early embodied experience was more
often negative than positive. Women shared with me their internal dialogue in which they
constantly weighed up the 'pros and cons' of breastfeeding at any given moment. For some the
pain and fatigue overwhelmed them and they decided to protect themselves by changing to
formula milk feeding. Some of the negative situations could have been averted by midwifery
staff providing more appropriate practical, informational and emotional support and confidence
building. However, the constraints upon midwives in providing a high level of support within an
institutionalised setting should not be underestimated. In chapter 10, I focus very specifically
upon the nature of encounters between mothers and midwives within the medicalised culture of
the postnatal ward.

163

CHAPTER 9
TAKING TIME - TOUCHING BASE
Introduction

In this chapter I focus specifically upon the nature of encounters between mothers and
midwives, the influences upon the interactions, and their impad upon women's breastfeeding
experiences. There are four main ways in which people experience situations, through:
temporality; spaciality; corporeality; and relationality (Merleau-Ponty 1962). While the main
focus in this section is upon relational aspects of women's experiences, time, space and the
body were intricately interwoven for both mothers and midwives. Taking this into account, I
contextualise the work by describing the cultural settings in which midwives are coping (or not)
with 'caring'. To support this contextualisation I draw upon midwifery and nursing theory with
regard to caring/uncaring encounters but also upon research that highlights the constraints
upon midwives and nurses within the UK NHS. I extend this theory by producing a synthesis
that reflects not only the style of encounters I witnessed and their impact upon women but also
highlights some of the reasons why encounters take the fom that they do within hospital
settings.
I divide the chapter into two sections: 9A 'Failing to take time-touch base' and 98 'Taking timetouching base'. I define 'touching base', a metaphor used by one of the participants, as
'touching the personal experience of another'. The notion of time is integral to both sections. In
section 9A I describe ways in which time was 'taken' away from midwives and mothers. In
section 98 I refer to encounters in which midwives 'took time', in the sense that they made ways
of 'finding time', to faCilitate positive relationships with and between women.
The nature of encounters

Interpreting the data with regard to the relational aspects of women's experiences has been the
most difficult. There is a vast literature from which to draw which relates to positive and
negative encounters within health care settings. The literature in relation to health and
maternity care refers to a range of interchangeable and overlapping terms, for example.
supportivelunsupportive (Gill 2001, Lugina et al 2001), caring/uncaring (Halldorsdottir 1996,
Woodward 2000), empowering/disempowering (Halldorsdottir and Kartsdottir 1996a),
helpfuVunhelpful (Chen 2001), sensitivelinsensitive (Mozingo et al 2000), facilitativelinhibitive
(Fenwick et al 2000, 2001). Some authors utilise one term, for example support, to encompass
caring along with other desirable aspects within encounters and relationships. For example,
Sarafino (1994) highlights five types of essential -social supporr: "emotional supporr (caring
and empathy); "esteem support" (positive regard by others, agreement and encouragement);
"instrumental supporr (practical assistance); "informational supporr (provision of information);
and "network supporr (company and membership of a group with common interests) (p.103).
There is also a vast literature on communications in health care settings, some of which
overlaps considerably with the above (for example Kirkham 1983, 1989, 1993, 1997a).
Effective communication may be seen simply as a means of conveying information but is more
recently being described in its fundamental links with relationships in health care settings
(Morse et al1997, Kirkham 2000a,b, Edwards 2001). However, an encounter may arguably still
be considered caring even if a relationship has not been established. Finally, there is a growing
literature on the influence of the culture/environment upon health care worker's abilities to
support clients (Kirkham 1999, Woodward 2000, Kirkham and Stapleton 2oo1b, Ball et al2oo2,
Hughes et al 2002, Hunter 2002, Deery 2003). This array of perspectives and definitions
creates an extremely complex 'picture' which makes utilising specific conceptual frameworb for
understanding data quite challenging.
As I have reflected on this literature in relation to the data, I have come to realise the possibfe
contradidions inherent in some of these classifications when applied to women starting out as
new mothers and embarking upon the experience of breastfeeding. The methodology I used
enabled me to elicit from mothers and to a lesser extent from midwives how they felt about the
nature of their encounters with each other. However, I was also able to observe the encounters
resulting in a synthesis of perspectives, the mother's, the midwives and my own. I move
beyond describing what is said to include what is done. M an observer, I watched encounters
in which the information given regarding breastfeeding was misleading and counterproductive to
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the effective establishment and maintenance of breastfeeding. However, these encounters, if
conducted in a pleasant and encouraging way, might be perceived as supportive by women. In
contrast, midwives might provide information that was useful for the establishment of
breastfeeding, but because it was delivered in a disconnected, routine and unfriendly manner
was discouraging for women. Thus encounters could be encouraging but not enabling to
effective breastfeeding or potentially helpful in relation to breastfeeding but generally
discouraging.

The 'brldae' and the 'wall'
Acknowledging the vastness of the literature in this area I now highlight research which has
particularly assisted me in understanding the data discussed in this chapter. The theory on
caring developed by Halldorsdottir through her phenomenological research on the nature of
encounters within two health care contexts, oncology nursing and care in labourlbirth in
maternity care settings has informed my data analysiS (Halldorsdottir 1991, Halldorsdottir and
Karlsdottir 1996a, b, Halldorsdottir 1996). Central to this theory on caring are the metaphors,
Nthe bridge" and Nthe wall", which describe the health professional at two ends of a caring
continuum, with the former leading to Nempowermenr and the latter to "discouragemenr
(Halldorsdottir 1996, pp. 5,30). She refers to empowerment as an "increased sense of
wellbeing and health. A subjective sense of being strengthened, for example by gaining or
regaining a sense of contror (p.32).
The "bridge" symbolises a trusting, connected, caring relationship based on respect and open
forms of communication and seeing the person being cared for in herlhis own inner and outer
contexts, resulting in the client feeling empowered. Halldorsdottir (1996) refers to three key
specific aspects of this positive encounter: "competence"; "caring"; and "connection" (p.30).
She refers to competence in empowering patients, in building relationships, in educating
patients in a facilitative way, in making clinical judgements and in undertaking tasks and taking
action on behalf of people when necessary. The expressed desire of clients to be attended by
competent health professionals in combination with feeling that they care was strongly
reiterated by Green et al (1998).
Halldorsdottir (1996) describes caring as "being open to and perceptive to others; being
genuinely concerned for and interested" in the person, "being morally responsible; being truly
presenr and "dedicated" (p.30). The notion of 'presence' is crucial here and features within
other accounts of 'being with' women (Berg et aI1996, Fleming 1998b, Lock 1999, Varcoe et al
2003). Being "truly presenr is defined by Halldorsdottir (1996) as "attentiveness to the present
moment-present in dialogue, in listening and responding - present in a situation, physically and
emotionally" (p.34).
Connection involves "reaching out and responding" by the nurse or midwife and client and
"mutual acknowledgement of personhood" through "reciprocal self disclosure" that may be
limited, but is "sufficient to remove the masks of anonymity" (Halldorsdottir 1996, p.34). It
involves having a sensitive balance between intimacy and a comfortable distance that maintains
respect for the person being cared for. Care is negotiated taking full account of the woman's
perspective. Thus the health carer WOIks "with" the woman as "an equal toward a common
goal" (p.34). This notion of partnership or professional friendship is described in the midwifery
context by Painnan (2000). The health carer is also seen as having competence combined with
genuine concern (Halldorsdottir 1996). Once the bridge is established the person feels free to
ask for help when needed.
In contrast, the -walr represents poor communication, incompetence, -det'achmenf and -lack of
a caring connection (Halldorsdottir 1996, p.5). More specifically the nurse or midwife appears to
be "disinterested", "insensitive", ·coldlbusiness-like" and at its most extreme shows "inhumanity"
(p.36). A sense of mutual avoidance develops with the Nnurse being perceived as unwilling or
unable to connect with the patienr (p. 32). This form of encounter creates a lack of trust and
the client experiences discouragement, a sense of aloneness, insecurity and anxiety, lowering
of confidence, deere.ad sense of being in control and sometimes a sense of failure.

'Fac'IftatIyt' and 'nhlblUy.' numlna action
A limitation of Halldorsdottir's theory, as Paley (2001) argues in relation to generation of
knowledge on 'caring', Is that it is based on what Is said but not on what is seen by the
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researchers. Fenwick et ai's (1999, 2000, 2001) research in an Australian neonatal unit setting
moves closer to addressing the latter in that they tape recorded interactions between nurses
and parents in addition to conducting interviews with both groups. They found that the verbal
exchanges between nurse and mother influenced a woman's confidence, sense of control and
her feelings of connection with her infant. They identified two types of nursing behaviour with
the first described as -facilitative nursing action" which women felt helped them to feel
connected with their babies (FenWick et al 2000, p.197). This involved the use of positive
language which expressed care, support and interest in parents with ·chatting" and using
personal experience in a sensitive way being used as a strategy through which positive
interactions were initiated, maintained and enhanced (Fenwick et al 2001, p.253). Mothers,
when interviewed, were more interested in how things were said than what was being said
(Fenwick et al 2001, p. 588). The other two key facilitative nursing actions involved nurses
-walking beside the mother", that is working with the mother, encouraging her and sharing
information with her and -respecting the woman's status as a mother", that is listening,
negotiating, sharing decisions and giving the mother space (Fenwick et al2oo0, p.199).
The second type of behaviour described as -inhibitive nursing action" reflected a more
authoritarian style of approach (Fenwick et al2oo0, p.197). It included nurses maintaining their
position as expert, maintaining control, directing care, supervising and directing the mother,
dismissing women's skills, showing preoccupation with protecting the infant and guarding
safety. The approach was autocratiC, didactic, clinical, robotic, cold and unfriendly and the
language was medical and technical (Fenwick et al 2000). Meticulous rituals were performed
and there was a felt power differential with women feeling chastised, naughty and child-like.
Women described how this nursing behaviour made them feel defensive and helpless,
heightened their sense of isolation and separation from their infant and constrained them in their
mothering role and relationship with the baby (Fenwick et al 2000, 2001).
The grounded theory on facilitative and inhibitive nursing care developed by Fenwick et al
(2000) is highly resonant with the phenomenologically generated theory of Halldorsdottir
(1996).107 Both of these contributions to caring theory recognise that the development of a
trusting relationship is highly desirable but also illustrate that a single encounter in itself can be
positive or highly negative to the way a woman feels. This provides an important perspective
because in reality in many clinical situations encounters are short-lived and not based on an
intimate, therapeutic or intense relationship that has developed over a considerable period time.

'Good enough' care
The fertility clinic ethnography described by Allan (2001) further illuminates issues in relation to
the short term clinical encounter. She argues that caring in this context is not based on an
intense relationship but on practical, sknled support accompanied by -emotional awareness"
(p.51). The women wanted nurses to know what they were going through and to be there when
they were needed. In contrast, women described -emotional distance" as the nurse acting
practically for the patients but not responding at times when they expressed emotional distress.
These nurses were seen to be -caring for the clinic" rather than the patients (p.54). Allan (2001)
argues that good enough nursing allows nurses enough distance to be able to cope with the
emotional difficulties inherent in their work and that. provided that they are able to respond to
emotional needs when expressed, that patients accept this care as -good enough" (p.57). This
perspective has enabled me to avoid placing my own ideals upon the data in terms of relational
aspects of encounters and rather to accept that by the time women have come through the
fragmented care systems of the current NHS maternity services that they are unlikely to voice
any sense of loss at not having a deep relationship with midwives. They may be satisfied with
'good enough' care during this final phase in their journey through the maternity service. This
does not justify the way things are but it assists me in reviewing data based on the brief
encounters I saw. Nevertheless, many of the experiences of the women in my study illustrated
that the care they received was not 'good enough' for them and it is upon this that I firstly focus.
Allan's (2001) research moves some way to supporting understanding of the nature of
institutional 'caring', but like Halldorsdottir (1996) and Fenwick et al (2000, 2001) she adopts a
fairly apolitical stance having little to say about the context of care and its impact upon midwives
ways of working. However, the culture through which women learn to breastfeed and midwives
107 Fenwick was unaware of Halldonldotllr's .....rd'I (personal communication with Jennn!fer Fenwk:k-2000). There
was no cross referencing by either to the other.

166

work is considered to be crucial in this thesis. It plays a key role in how women cope with their
emotions, change of role and learning to breastfeed and how midwives cope with their emotions
and role. The importance of a political and cultural awareness of the context within which
midwives work is highlighted by Davis-Floyd (1992), Davis-Floyd and St. John (1998) in the
USA and Kirkham (1999), Kirkham and Stapleton (2001b) and Ball et al (2002) in the UK. As
stated in chapter 2, these authors powerfully illustrate aspects of the maternity hospital setting
with its techno-medical culture and hierarchical, separatist, gendered and indeed oppressive
systems.
Coping with caring in an Institution
There is also a growing literature on nurses and midwives coping behaviours within institutions
and their negative effects on service users and indeed themselves. The study by Menzies
(1960, 1970) appears to be the first to relate to the ways in which nursing organisation and
practice influences the development of behaviours. Her study within the UK hospital nursing
system reflects the anxieties and tensions inherent in hospital based work. Drawing on
psychoanalytical theory, she refers to the development of nursing -social defence- techniques
(p.11). These include task-orientation thus limiting relationship building with 'patients' and
indeed colleagues, depersonalisation of the individual patient, detachment and denial of the
nurse's feelings and avoidance of change. She argues that these defences limit the capacity to
engage in creative, symbolic and abstract thought and conceptualisation and sense of one's
own potential. Thus the institution of the hospital and its activities creates a way of being and
working for health staff that exacerbates the negative effects upon them and in tum the serviceusers.
The widely quoted work of Hochschild (1979) on emotional labour and emotion management
extends that of Menzies in that she refers to the ways in which social ordering and expectations
actually affect what people allow themselves to feel, __ling rules- (p551), and how social
factors affect what people actually think and do about what they feel. The latter results in
"emotion managemenr (p.551). While she refers to this management of feelings in relation to
air hostesses, they are highly applicable to midwives. This connection with midwives is made
by Hunter (2001, 200~ who extensively explored how midwives experience and manage
Hunter (2002) was able to study midwives' -emotion work_108 in the
emotion in their work.1
hospital setting and compare this with those emotions generated and managed within the
community setting. The opportunity to achieve this was presented through a recent integration
of the maternity service, with midwives now entering both settings but remembering their
Original place of work. A similar opportunity to compare both settings was described by Lock
(1999) in her phenomenological study with Australian women taking early postnatal discharge.
While her focus was primarily upon the experience of women, she too was able to fortuitously
focus upon the difference between midwifery practice at home and in hospital by the same
midwives. While neither author refers to each other, some of their conclusions are striking in
their similarity, as I will go on to highlight.
Hunter (2002) argues that there are several contributory factors to the emotion work of hospital
midwives. The most profound source stems from a lack of congruence between beliefs and
ideals and the reality of practice within a discipline that has many contradictory values. This
was particularty the case for students and recently qualified midwives. This creates cognitive
dissonance. 11o Hunter (2002) argues that an increase in dissonance relates in part to the widely
acclaimed 'new midwifery' philosophy (Page 2000) with its 'ideal' low-tech women-centred, oneto-one focus. This contrasts with the 'reality' of a highly medicalised, fragmented and frequently
interrupted form of institutional midwifery still evident in many UK maternity units. The hospital
midwife is also bound by the implicit and explicit rules of the organisation and her occupational
autonomy is thereby seriously limited. This results in the midwife being clearly "with institutionrather than -With woman" (Hunter 2002, p.357), as also noted by others (Lock 1999, Allan 2001,
108 Hunter (2002) does not refer to Foucaul, but she perhaps could have done In that the self dlldpllnlng and regulation
of bodieS seems to Unk closely with the concept of.-notlon work, IS referred to by Frank (1990), "panoptlcllm .... on
a new inten8Ity In emotional labour" (p.158).
108 'Emotion work', is a term Hunter (2002) uses to exIend HochIc:hiId'. spec:ific focus upon InteractionI between
workers and clients in acknowledgement that there are other aspec:ta of work that contribute to emotion wort<. Hunter
(2002) defines "emotion wort<" IS "the work involved In managing feelings In both self and others" (p.62). It II beyond
the scope of this thesis to delve In-depth into emoIIon work, however the insighIa brought through Hunler'. study, which
became available during Writing-up, support understanding the data.
110 A concept I discutsed in chapter 6 in relation to women'. expedationa and realItieS related to brealtfeedlng.
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Kirkham and Stapleton 2001b, Shallow 2001a,b,c,d, Ball et al2002, Deery 2003, Lock and Gibb
2003)
Hunter (2002) highlights the ways in which hospital midwives engage in emotion work. One of
the strategies involves task orientation and routinisation in an attempt to impose control and
keep workloads manageable. The midwife becomes emotionally gratified by getting through the
work, completing tasks and handing over to the next shift, thus providing her with a sense that
the story has ended. In contrast, community work is more emotionally gratifying through
relationships and the story continues rather than ending. To cope with the emotion work,
midwives engage in "impression managemenr, involving controlling and hiding of emotions
(p.323). They develop "self-protective barriers- and boundaries in which they are able to enter a
disengaged state of withdrawal and distancing when overwhelmed emotionally.
This
contributes to midwives becoming "affectively neutral- rather than "affectively aware- (p.319),
with the former leading to negative forms of caring referred to by, for example, Halldorsdottir
(1996). Hospital midwives seek 'time ouf to engage in transient relationship building with
colleagues. This involves chatter and humour in an attempt to conserve energy for potentially
unpredictable situations. However, these relationships often increase rather than decrease
emotion work due to horizontal violence, as also described by Kirkham (1999) and Ball et al
(2002). Hunter (2002) takes care to point out that not all midwives are able to manage their
emotions in order to achieve some form of balance. These more wlnerable midwives, likely to
be those with high ideals, may lack the emotional "armour- to cope and and are likely to engage
in destructive forms of self-criticism (p.349).
While Hunter (2002) is careful to avoid blurring emotion work with caring, the effects of emotion
work upon encounters between midwives and mothers become apparent. Both Lock (1999)
and Hunter (2002) highlight fundamental differences between the hospital and home encounter.
In the home there was an opportunity for relationality and the midwife had more occupational
autonomy (Lock 1999, Hunter 2002). Talk at home was more likely to be woman initiated, as
this was her territory, not the midwife's (Lock 1999). The encounters at home took on a more
informal, social and reciprocal nature with more chatter and use of self by midwives (Lock 1999,
Hunter 2002). Lock (1999) stated that there was little presencing by midwives in hospital in
contrast to the home, where this was evident. Hunter (2002) notes that community midwives
often commented on what they "got back" from this relationShip, so that while the work was still
emotionally demanding it was also fulfilling (p.193). In contrast, hospital talk was midwife
initiated, directed and constituted a more formal one way type of encounter (Lock 1999, Hunter
2002). Hunter (2002) notes that the midwife becomes more focused upon surveillance than
support, although this is not expanded upon or discussed theoretically. Lock and Gibb (2003)
importantly refer to the midwife having temporal autonomy in the home, with the mothers being
highly aware that they had the midwife one-to-one for a period of uninterrupted time. Thus time
at home was prescribed by the needs of the woman, not the institution. It becomes clear then,
that while institutions and their rules do encroach upon community midwifery, particularly in
integrated services (Edwards 2001, Hunter 2002), the "power of place- (Lock and Gibb 2003)
upon midwives' emotion work and resulting approach to women is tangible and significant
(p.132).
In making sense of her data, Hunter (2002) draws heavily upon Lipsky's (1980) work111 • Lipsky
(1980) explored the work practices of public service workers within "street level bureaucraciesw,
i.e. schools, police, welfare departments and other agenCies that provide a dispensatory service
to the public (p.xi). The staff within these organisations are placed in a situation whereby the
requirements of their jobs make it impossible for them to achieve their ideal conceptions of the
job. Due to the volume of work, restricted resources and unpredictability, they develop "modes
of mass production- that enable them to process clients through the system most effectively
(xii). This inevitably involves the development of strategies to ration and routinise work, alter
their expectations of the job and in some cases stereotype and/or select some clients for which
they provide the ideal service, thus providing themselves with a limited form of job satisfaction.
Kaplan et al (1996) illustrated the effects upon encounters with clients, in health care situations
where health professionals are coping with high volumes of work. They established a clear link
between volume of work, levels of occupational autonomy and in tum participatory styles in
medical doctors. They concluded:
My own reading of Lipsky's (1980) account of life for public service workers mwards compIeIion of this tt.iS,
illuminated issues raised in the data in a powerful way for me and served n a source of validation for what I had
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observed.
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If a sense of personal autonomy is related to a more participatory style, then those
physicians who view themselves as more able to control their practice environment may
show a more flexible style with their patients (p.503).
Low levels of occupational autonomy are strongly related to occupational stress with inevitable
consequences for service users. Indeed occupational stress is maximised in situations where
high pressure is combined with low levels of control/autonomy over working conditions (Brunner
1996, Syme 1996 Tar10v 1996). The relationship between low occupational autonomy and high
levels of stress and bumout has been identified in midwifery contexts (Sandall 1997, Mackin
and Sinclair 1999, Shallow 2001c, Ball et a12002), as has the relationship between inability to
experience relationality with women and stress and bumout (Sandall 1997, Shallow 2001b, Ball
et al 2002). In contrast, high levels of occupational autonomy and opportunity for relationality
with women increase satisfaction and morale in midwifery work (Sandall 1997, Hunter 1999,
2002, Stevens and McCourt 2oo2b).
Tyranny of time
The complex and detrimental combination of low occupational autonomy, ideological
dissonance and absence of relationality in midwifery work cannot be separated from the power
of linear time upon midwives, as I illustrate with the data I present. The critical ethnography of
nursing by Street (1992) is particularly useful in relation to my growing awareness of the tyranny
of linear time upon midwives. She refers to the work of Foucault (1977) in stating that
"timetables, whether rigidly imposed or tacitly agreed upon, penetrate the rhythms of the body,
disciplining and controlling them- (p.109). She refers to the ways in which times, rhythms and
manoeuvres tum hospital nurses' bodies into efficient machines. She describes the discipline
and subjugation of nurses' bodies through a multiplicity of processes within hospitals. These
range from unsociable shifts, rigid timetables, requirement to eat and drink at specific times in
specific places and wearing of restrictive uniforms. She describes the regulated and disciplined
way in which they are trained to conduct tasks such as making beds with required efficiency,
economy and synchronisation of movement. Under these circumstances activities centre
around saving time and using time efficiently. In addition Street (1992) refers to the stress
placed on nurses when trying to make clinical judgements under the pressure of constantly
changing and unpredictable scenarios.
The collective nursing ethnographies of Varcoe et al (2003) also illustrate the continuing nature
of the culture of "efficient processing- (p.962) with nurses maintaining a culture in which
colleagues are valued for their emotional strength and efficiency. Nurses passively accept and
embrace an "ideology of scarcity" (p.964) related to inadequacies of time, money and staffing.
The notion of efficient use of time is also highlighted in midwifery contexts (Kirkham and
Stapleton 2oo1a, Ball et al2oo2, Stapleton et aI2002b).
By critically observing the nature of midwife.mother encounters on postnatal wards, I am able to
further elaborate upon the above theoretical understandings with particular reference to
midwife-mother encounters and women's experience of breastfeeding on postnatal wards. I
firstly discuss aspects of encounters that represented a lack of 'taking time-touching base' with
women.
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SECTION SA
FAILING TO TAKE TIME - TOUCH BASE
Introduction
In this section, I describe negative aspects of the midwife-mother interactions. Women
commonly started their short postnatal journey following a medicalised birth. They were then
subjected to a range of rituals and procedures, mechanistic language and a reductionist
approach to breastfeeding support. Reference to breastfeeding was often disconnected from
the woman's birth experience, previous experience, life in general, her agenda and
metaphorically from her body. Women tended to describe their encounters with midwives as
representing a "failure to touch base-.
This was compounded by lack of information,
misinformation, conflicting advice and unhelpful use of personal experience. The encounters
generally failed to meet women's needs for confidence building, encouragement, emotional,
practical and informational support
In chapter 5, I described the settings in which midwives were working and mothers
breastfeeding. On both sites the ways of working resembled production line conditions and like
factory staff their work was spatially restricted, segmented, repetitive and constrained by clock
time (Menzies 1960, Forman 1989, Street 1992). On site 1, there were particularly powerful
constraints of linear time upon midwives' bodies as they were tied into a system in which their
daily work centred upon urgency and meeting unrealistic deadlines. Almost every midwife I
spoke to on this site referred to the constant pressure of racing against time.
On site 2, the midwives were sometimes very busy and at other times they were much less
pressured for time. However, on both sites midwives faced constant unpredictability in that at
any moment either they or a colleague could be called to cover delivery suite. This would
require rapid reorientation of the 'senf individual and reorganisation by remaining staff who
would suddenly be left one or two members of staff short Emergencies could arise at any time
particularly with the antenatal women, creating more unpredictability. This unpredictability
meant that whether busy or not there was pressure to get through the work in case
circumstances changed. This contributed to a rushed and fragmented approach to care as
referred to by others (Ball 1994, Kirkham 1999, Kirkham and Stapleton 2000, Ball et al 2002).
As stated, on site 1, midwives came under surveillance related to 'doing the correct thing ... the
right way'. This surveillance related in particular to the breastfeeding policy based on the 'Ten
Steps'. Midwives appeared to be fairly knowledgeable about breastfeeding. This probably
related to the large emphasis upon post-regi8tration education in infant feeding. There
appeared to be more staff confidence in relation to women's ability to breastfeed their babies
than on site 2, but also more of an authoritative and managerial approach. On site 2, as stated,
I was unable to directly observe many interactions between mothers and midwives. However,
from the interviews with women and the observations I undertook I was able to build a picture of
aspects of care for women related to breastfeeding. There was less surveillance than on site 1
but greater mistrust of women's ability to breastfeed. I suggest that the greater mistrust
stemmed in part from the midwives' lack of knowledge, but secondly from the predominance of
the bottle feeding culture in this particular geographical area. Midwives tended to give
information based on their own experiences that were often negative and, as Battersby (1999,
2002) asserts, midwives' personal, experiential and embodied knowledge constitutes an
important influence upon their interactions with mothers. In this case the combination of a
predominantly bottle feeding culture and midwives lack of knowledge and confidence in
supporting women with breastfeeding, led to them readily offering bottles of formula in
problematic situations.
The mode of communication I most commonly observed with regard to breastfeeding
particularly was one of issuing advice in a monologic manner according to a pre-set agenda.
There appeared to be little attempt to listen to the mother, to come to know her expectations, to
ascertain what she already knew or to leam about how breastfeeding fitted in with her life and
recent birthing. This conforms with other critiques of postnatal care (Ball 1994, Lomax and
Robinson 1996, Audit commission 1997, Bondas-Salonen 1998, Garcia et al 1998, Lavender et
al 2000, Singh and Newbum 2000a,b). Midwives commonly approached women with an
authoritative air and a knowledge that seemed to be owned by them. They thus displayed the
characteristic mode of communication within the techno-medical model which the professional
is assumed to have the expert and authoritative knowledge and the mother to be a passive
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recipient or receptacle of the wisdom instilled (Jordan 1997, Edwards 2000). This relates to
Freire's (1972) notion of depositing knowledge while the recipient is simply a depository. This
way of communicating left women in a state of tension between dependence on health
professionals for information and advice and their need to be in touch with signals both from
their bodies and babies. This inevitably undermined their confidence. The inequality in power
created by the midwives approaches rendered effective dialogue, a two-way process between
equals, almost impossible to fulfil, as also reported by Kirkham (1993) and Stapleton et al
(2002b).

As I have studied the data on encounters between mothers and midwives I have become
increasingly aware of the parallels. In chapter 7, I highlighted ways in which women
experienced a lack of confidence and control with regard to breastfeeding that related in part to
current and projected concems about their productivity and the unpredictability and time
consuming nature of breastfeeding. They sought to regain control over the erosion of their
temporal and spatial boundaries in a range of ways. Like the women, midwives work centred
upon productivity and output. They utilised physical and emotional strategies to get through the
work in ways which enabled them to partially control for the general unpredictability and
temporal pressures. To illustrate the nature of encounters within this setting, I discuss the
organising themes of 'communicating pressure', 'rituals, routines and procedures',
'disconnected encounters', 'managing breastfeeding ... women' and 'rationing information' (see
figure 9.1).
Communicating

pressure

Midwives ways of working and communicating reflected the ongoing pressures created by linear
time constraints and unpredictability. I discussed this from the perspective of midwives in
chapter 5. However, women powerfully illustrated the same points as highlighted in the two
baSic themes, 'communicating temporal pressure' and 'reflecting unpredictability'.
Communicating temporal pressure
Midwives communicated a powerful sense of urgency that led to rushed and disconnected
communications. The theme of temporal pressure came through most strongly when I
interviewed women on site 1: -They seem to be pressured, panicking and anxious· (Bryony,
P7); -The midwives seem to be, you know.. um.. spread vety thinly and they don't have much
time" (Alison, P38). Women disliked receiving inadequate staff time and availability and feeling
rushed, as referred to in related studies (Tarkka and Paunenen 1996, Bondas-Salonen 1998,
Bowes and Domokos 1998, Svedulf 1998, Tarkka et aI1998, Vogel and Mitchell 1998, Whelan
and Lupton 1998, Lock 1999, Hoddinott and Pill 2000, Hauck 2002, Hong at aI2oo3). Women
felt that their needs were only petty and insignificant in the grand scheme of things and that to
call a busy midwife for breastfeeding was to -drag her away- from an important or urgent task:

I mean, you don't like bothering people (Grimaces). Cos I know that they are SO SO
busy. You know, they keep saying buzz us to lift him out of the crib for )IOU, because
he's so heavy as well. But I mean ... you know .... um ....its dragging them away from
somebody who has just given birth, or. .. whatever. I just M)I1't... 1 mean something like
lifting him out of the crib seems so...petty real/y, to be aSking them that... (Sue, P29 first day post Caesarean Section).
Women recognised that there was understaffing:

They do seem to be so busy and understaffed. You have to catch people when )IOU
can, but its not always the right timing, but when they have come they've been vety
helpful. I'd like to have someone checking to see that I'm doing all right..... The staff are
rushing around. They are really helpful, but it can take a long time to get a little job
done ..... There's emelf1encies going on, and you don't feel that your request is important
enough to bother them with (Helen, P35 - on a very busy night).
As a result of this awareness of the midwives' pressure and busyness, women tended to
struggle on quietly recognising that asking for support or infonnation was to request midwifery
time. Under these busy conditions, mothers were reluctant to ask for help, findings that
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resonate with those of Kirkham and Stapleton (2001b). and Bowes and Domokos (1998). Only
some women were able to secure midwives time leaving women who were less confident and
assertive particularly silent The more silent women tended to be those from lower income
groups and therefore I saw the inverse care law (Lipsky 1980. Townsend and Davidson 1992) in
operation. This has also been highlighted within maternity care settings by Kirkham et al
(2002b).
On both sites midwives commonly told women that they would come back later but I rarely saw
this happen:
Francesca (MW28): How's the breastfeeding going?
Annie (P42): Me nipples are sore.
Francesca: Can I have a look? Annie showed her nipples. Right, well you may feel
some tenderness, but we don't want them to get cracked and bleeding. When you next
feed can you give us a shout and 171 check the position for you.
Annie: Yeah. OK.
Women made excuses for the midwives and generally recognised the constraints upon them.
as illustrated by Louise (P14). Although Louise was highly dissatisfied with the nature of her
encounters with midwives. she did not blame them as individuals. rather she highlighted
problems with the system and It's effect upon midwives making them busy. pressured and
stressed:
I mean it's not their fault, the midwives, they want to give but they just. can't. It's not
their fault-it's the pressure here-with the best. win In the world they can't do It (Louise.
P14).
This sympathy expressed by several of the women towards midwives was also reported by
Halldorsdottir (1996) and Kirkham and Stapleton (2001 b). Indeed Kirkham and Stapleton
(2001b) state: -A number of service users recognised midwives as an oppressed group·
(p.147).
In order to test to see whether midwives approaches changed when the wards were quiet I
followed the same midwives through during busy and quiet periods. I became aware that while
a few midwives adjusted their pace depending on the busyness, most adopted the busy mode
whatever the ward state. This maintenance of 'busy mode' in hoSpital regardless of number of
women to care for resonates with the findings of Lock and Gibb (2003). The lack of slowing of
pace in quieter periods probably relates in part to the sense that at any moment a member of
staff could be moved, immediately changing the distribution of work load. Secondly, once
midwives have developed a particular way of engaging with women, it becomes a patterned
form of behaviour that is difficult to change. Jenny corroborated this view:
I notice some midwives get vet)' frusttated when It's quiet, bored as they call it. Maybe
they are happier in a busy mode, running around telling people what to do and advising
people much more (Jenny MW14).

Reflecting unpredictability
I referred to the unpredictable working conditions for the midwives from their perspective in
chapter 5. but this was also reported by the women:
They're a/l so busy. TIHHe don't seem to be a lot of staff, they're rushed off thtIir feet
they really are. There was one day this week when it wasn't so busy... um... a few had
been discharged and they had more time to spend with you, but like the other night,
there were that many people coming In and out, people delivering, they don't have time
to do anything. It seems like a few staff are trying to see to a lot of people. I suppose
they never know how busy they',. going to be. I mean, on a wan1 where they have
booked opeT&tlons it's different but here you don't know whose going to have a baby
(VICky, P30).
Here Vicky alluded to the notion of mass processing of women described by Lipsky (1980) In
relation to public sector workers. The erratic and serendipitous nature of care on both sites led
to some women being completely overlooked, for example Annette (P58) was being loOked
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after by one midwife who was later sent elsewhere so no one saw her for most of the first day.
She appeared to have a low sense of confidence in breastfeeding. By day 2 she had decided to
bottle feed and refused to be interviewed. I discussed this with Anthea (M\N25):

F: Do you know why Annette stopped breastieeding?
Anthea (MW25): No, we just came on in the morning and she'd changed to bottle
feeding. She got a bit missed yesterday, because Sandy (MW30) had to go to theatr8
and no one really got to see the ladies in her bay until after hancJover, so her baby
hadn't really fed properly since 10pm the night before. Anyway, we took her
temperature and she was a bit cold and we did a BM which was 2.5, which wasn't bad,
so we warmed her up and then she fed better, when she was warmer. But in the night
she gave up breastfeedlng.
Clearly, the combination of temporal pressure and unpredictability set the scene for a series of
encounters with women that were largely Inadequate in meeting their needs. The most striking
manifestation of emotion management occurred through the use of rituals, routines and
procedures.

BJtuaIt. Routt!!!! and ProcecIY'"
A substantial part of activity conducted on the postnatal ward centred around ritualistic
performance of procedures. There is lack of consensus as to what a ritual actually involves

(Philpin 2002), but for the purposes of this thesis I adopt an anthropological definition.
Anthropologist Da\fis.Floyd (1992) defines a ritual as a -patterned, repetitive, and symbolic
enactment of a cultural belief or value- (p.8):

In all cultures. people use repetitive rituals to provide themselves with a sense of order.
stability, and control. In professions like medicine, where chaos and uncertainty
pervade daily practice, cleaving to ritualistic routines in which they can demonstrate
clear competence can hold fear at bay and give practitioners a much-valued sense of
confidence and control over what are often very uncertain outcomes (Davi&-Floyd and
St. John 1998. p.32).
Menzies (1960) refers to ritual task-perfonnance as a mechanism for reducing the anxiety
created by the emotive and unpredictable nature of hospital nursing. although she notes that
these defence mechanisms often increase rather than reduce anxiety in the long term. Health
worker's adherence to ritual activity was illustrated by Davies and Atkinson (1991) in an
ethnographic study of a cohort of nurses during early clinical placements on their midwifery
course. The authors described -doing the cbs- as a coping strategy for dealing with feelings of
strangeness. inadequacy and low seIf.-teem. this ritual, they argue, has become the
exclusive responsibility of the nurse. Both Menzies (1960) and Davies and Atkinson (1991)
note that this routinised behaviour forms a very early part of the socialisation of student nurses
within the hospital environment
Fox (1989) likewise refers to the turning of obstetrics Into a mechanical act and a time bound
process that assists the -caregiver' to cope with herlhis inner turmoil with time being reduced
from a -subjective experience to a rational, intelligible, measurable means of orientation(p.126). She argues that obstetric -caregivers- protect themselves by introducing an orderliness
to the process invoking feelings of being in control over the painful issues of life and death and
their own heIp\e8sness:
This painful state is literally covered over by the ceaseless demands and absorbing
routines of medical practice. There is not time to linger over what's past onward to new
problems, new patients, new treatments. The present is thus materialized, fuelled with
concrete evidence of one's productivity (p.126).
This emphasis upon the place of routInised and ritual behaviour in coping with anxiety and
giving people a feeling of being in control, especially in the face of ambiguity, unpnJdictabiUty
and avetSive situations. is being Increasingly recognised in public servtce (Lipsky 1980) and
health settings (Kirkham 1989, Davies and Atkinson 1991, 88111994. Hunt and Symonds 1S~ge,
Begley 2001, Hunter 2002. Philpin 2002. Waterworth 2003). In terms of the etracta on
recipients of care, as Hunt and Symonds (1995) state, "women's wants, needs and even rights
are swallowed up In procedures and routines- (p.129). The passivity created by the system Is
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highlighted by Kirkham (1989) who describes the "medicalized nature of the setting- in which
"patients- are "processed-, with rules and routines emphasising their role as "passive work
objects- (p.131).
The women I interviewed and observed had had many aspects of their pregnant and labouring
bodies subjected to measurement such as weighing the mother, ultrasound measurement of the
fetus, counting fetal movements. This measurement then reached a climax in the labouring
mother, when eyery aspect of her progress was charted meticulously on a partogram and
judged against linear time, for example the dilatation of her cervix In centimetres, the frequency
and length of her contractions. Finally women arrived on to the postnatal ward, only to be
introduced to a new set of routines, with the potential to perpetuate their perception of
themselves as passive recipients of 'care' and prone to deficiencies, as expressed in their
beliefs about their milk. To illustrate the organising theme of rituals, routines and procedures I
refer to four underpinning basic themes: the 'postnatal check'; 'ritual removal of medical
attachments', 'lights on nights'; 'ticking tasks off'.
The postnatal check
The postnatal examination or check constituted the dominant procedure on the wards. It is not
the purpose of this thesis to suggest the appropriateness or otherwise of this procedure or to
analyse In-depth the content of the postnatal examinations. Howeyer, as the 'check' often set
the 'scene' for subsequent communications it requires a mention. The postnatal check was
usually conducted in an asymmetrical manner, also referred to by Lomax and Robinson (1996),
with the midwife very much controlling the agenda. In most cases there was a brief discussion
commenced by an open question, such as "what kind of night did you have?- Conversation
which preceded the postnatal check was closed down with an indication that the 'business' was
about to commence, with comments such as -right 171 just check you over now": or -111 just wash
my hands then ,." sort you our, a finding also reported by Lomax and Robinson (1996). In
some cases, when the ward was busy, the midwife launched straight into the check:
Tina (MW1): ,." just check your temperature and pulse (proceeded to do so). Breasts
nice and soft?
Bey (P2): Yes fine
Tina: Not SOI9 anywhere?

Bev: No
Tina: Getting him on properly?
Bey: Yes
Tina: Legs all right?
Bey: Fine
Tina: Can I just feel your tummy
Mother wriggled down the bed and lifted her nighty up
Tina: OK, that's nice and finn. HaWs your loss?
Bev: It's like a period.. um...sort of ffJd.
Tina: Have you passed any clots?
Bey: No
Tina: Appetite OK?
Bey: Yes
Tina: Bowels and waletworlcs?
Bey: All right
Tina: Sleeping OK?
Bey: Yes, I slept well/sst night
Tma: Anything you want to ask?
Bey: When WIlli be able to go home?
Tina: Probably tomonow if all's well
This encounter was conducted in a highly directive, monoIogic, midwife-led way, full of closed
and leading questions with little scope for discussion. This type of communiCation which clearty
centred upon a predetermined agenda resonates With the findings of others (Bondas-SaIonen
1998, Kirkham and StapletOn 2001a,d, Stapleton 2002d). The postnatal checks were often
concluded by the midwife taking up a standing position behind the mother's table and carefully
concentrating on the records. This giving of a clear message, "I'm concenbatlng, dO not
disturb-, was referred to in Kirkham's (1993) labour ward study (p.1) and subsequent research
(Kirkham and Stapleton 2oo1a, Stapleton et aI2002b).

175

The predominance of the postnatal check on both sites emphasised what appeared to be the
central role of the midwife in monitoring and checking the woman and baby for problems which
should then be corrected, as highlighted in related studies (8all 1994, Edwards 2000, Kirkham
and Stapleton 2001 a). Indeed, Stapleton et al (2002d), refer to the midwife as seeing the
woman as a "body to be thoroughly and appropriately checked- (p.395). Most women appeared
to be resigned to the checking role of the midwife and therefore I saw little questioning or
resistance. This emphasis upon checking has come to be seen as a central role of midwives by
women in their care as highlighted by others (Fleming 1998a, Leach et al 1998).
Ritual removal of medjcal attachments
At a time when women were undergoing a major life transition to that of mother of a first or new
baby, women who had had a Caesarean Section were subjected to a ritual removal of the
various tubes inserted during the caesarean section:
There is almost a ceremonial removal of catheters, drains, IVs, analgesia. It is like a
rite of passage. This is followed by low levels of support due to the urgency created by
the next "case-. The removal of the tubes which symbolically connect the women to the
medical system appear to give the midwives a sense of achievement and progress, a
sense of a job well done. The women on the other hand appear to be confused in the
face of such a dramatiC transition from dependency to relative independence (Field
notes).
Interactions around breastfeeding were often interspersed with post-operative routines:
Oi (MW18): arrived and looked at the baby in the cot Has he gone back to sleep?
Veronica (P27): Yes
Oi: Right my love, we?1 give you a suppository, for the pain, then we'll get you in the
bath, then we'll put him on the breast - how does that sound?
Veronica: Um ... fine, thanks
Oi: Right my love. How are you feeling?
Veronica: Um, my nipples are sore
Oi: Oh,
need to check he's on properly when he goes on, OK?
Veronica: Yes, thanks
Oi: Right, can you just tum onto your lett side and I'll give you this suppository.
Mother turned onto her side.
Oi: That's it, all right you'll just feel me inserting it now. Proceeded to give her a
suppository. All right?
Veronica: Yes
Oi: Went to wash her hands and returned: We?1 take the drip down, take your catheter
out, sit you up and you'll feel a new woman (laughs).
Veronica: Laughed. The baby cried.
Oi: We're coming. Lets look at your nipples. Mother opened her nighty. Mmm, they
don't look sore. OK, OK, come on (to the baby). Lifted the baby to the mother who is
on her side. Holding the baby and the mother's breast she ·connected- the two saying,
right, so point the nipple to nose, then you71 see more of af80/a above than below, the
top lip is curled back see and the bottom lip tumed down. Look you can see his lips?
Veronica: It doesn't feel sore now he's on, it's when he goes on.
Oi: OK, um, I'll pop bacJc in a minute

we"

A few minutes later:
Midwife, Oi, returned a few minutes later. -How's he doing? I'll give you a pack of
leaflets-we'll go through those when we dischatge yoU- Mother put the leaflets away
and midwife went again. No further reference was made to the leaflets.
A few minutes later.
Di returned: How does it feel now? Any soreness? (Referring to the breastfeeding).
Veronica: Oh it's all ttght now. It's just when he goes on. He's just sucking and
sucking.
Oi: See how he's slipped off a little - he's just sucking on the end of your nipple, thafs
when you'" get a bit sore.
Baby came off and cried
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Veronica: I'll just take a sample from the catheter and then take it out. Proceeded to
take her catheter out and went off with it.
A few minutes later:
Di, returned. Right, I think we'll try the other side. You are a hungry boy - you are a
hungry lad aren't you. Right, point your nipple upwards. She helped the baby onto the
other side and sat with the mother for a few minutes and then the baby came off.
Di: Well, we can't say he hasn't had a good feed. Right, if you could just tum onto your
back a bit, I'll take your drip down and your dressing off.
Then with accompanying explanation, she removed the intravenous infusion and then
the dressing, etc. and asked the care assistant to take her for a shower. When you
come back from the shower, we'll pop him next to you again.
A few minutes later:
Care assistant (CA) came to take her for a shower. Mother was holding her baby.
CA: Still feeding?
Veronica: Well, he's just lying next to me
CA: I'll take you for a shower now if you like? He'll be all right in the cot.
Veronica: Thanks. Could you put him in for me
CA: Certainly love. Come on young man. Put him in the cot. Helped mother collect
together her wash things and escorted her to the shower.
Again, once routine procedures had been completed the midwives would stand by the bed and
complete their forms, tick boxes etc. This sense that completing records was more important
than the care which they were writing about is referred to again later.
Lights on nights
I observed specific 'night time' routines that were almost uniformly practised by staff. These are
referred to by Davis-Floyd and St. John (1998):
The most basic kind of medical hierarchy is the subordination of the individual to the
institution - many hospital fl)utines, for example, operate in ways convenient for the
medical staff but not for the patient. Middle-of-the-night ministrations - weighing
patients, taking blood pressure, drawing blood - may be an efficient use of staff time
when not much else is likely to be going on, but seem like harassment from the point of
view of patients whose sleep cycles are constantly disrupted (p28).
One example of a routine which paid little regard to the needs of women was the turning on and
off of lights at night, as described in extracts from my field notes:
00.05: There are 3 sets of lights, strip lights in the corridor running past the bays, three
central lights in each bay and then women's own bedside lights. Ifs 00.05 and the
midwife is -dOing the drugs·. She enters the -corridor- and turns all of the lights in the
corridor and bay on. I feel really angry at her disregard for women's autonomy and
need for sleep. (The lights had been turned off by one of the mothers half an hour
eartier). The midwife chats to mothers as she goes round, as if irs the middle of the
day. She asks each mother if they want anything for pain or to help them sleepl (Field

notes).
07.30: The lights were turned on full at 6.30 on one -corridor" and at 07-15 the other
side. One midwife goes round -doing the drugs- and another -doing the cbs- on postsection women. From 7-15 to 7-45 nothing happens (the day staff are receMng the
report). At 07-45 the drinks trolley comes round and the care assistant offers women
drinks (Field notes).
Women objected to this disturbance of sleep, as Sue (P29) dUring an Interview at 10.30 pm,
commented:
Sue (P29): At this time I'd Uke the lights to be off reaHy..... 1t can be midnight, really. Last
night, it was brilliant, cos these lights went off (points to circular lights in the bay) and
the majority of the corridor lights went off but the staff offen don't put them off until
they've done drugs, and that can be near midnight.
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F: Oh, so what time do they put them on in the morning?
Sue: Um... That's varies as well. They can go on at ha" past 6.. um... like the moming
they gave the bottle it was about ha" past 6 and we just got him settled and I was about
to go back to sleep and then they promptly switched all the lights on (laughs).
Midwives appeared to be encultured into the linear/productive time that as Kahn (1989) states
erases the differences between day and night Val who was dOing a night as a ·one off" stated:
I don't usually do nights, here, I'm just helping a friend out and I'm glad I don't. It's
ridiculous, especially on a night like this. There's a lot I don't agree with, like doing a
medicine round at nearly midnight, with the lights still on. That's just not on. Then it's
the same in the morning (Val, MW22).
A permanent member of the night staff, Eunice,

stated:

I would like to see continental breakfasts on the ward. I think it's terrible that we wake a
woman up whose been up most of the night feeding her baby and then we wake her at
quarter to 7 to give her a jug and then we disturb her again to give her her breakfast
and all the lights go on. We should have buffet styfe meals (Eunice, MW19).

Despite their comments, both Val and Eunice carried out the practices rather than resisting or
changing them. This reflects the strength of implicit institutional rules and their power to create
conformity in workers (Lipsky 1980, Lock 1999, Hunter 2002).
Ticking tasks off
Midwives throughout their work illustrated their central and instrumental preoccupation with
getting tasks completed and ticking boxes. This related to the pressures upon their time and to
the unpredictability. It was also a powerful manifestation of task related behaviour. This was
also referred to by women, as was vividly illustrated in my interview with Louise:
They were very busy yesterday. I'd sort of approached her (the midwife) with a sample
and then all of a sudden ooh I'll do all your notes while you're here sort of thing
(laughs). She was taking her opportunity. I mean nobody spoke to me then aI/
afternoon, which was fine I didn't need anything and I would have called if I had needed
anything. I think It was the pressure that had contributed, that she thought 111 get all this
done, you know I don't know if there was a box that she had to tick, to say that she had
covered everything. To me she seemed to be only interested in checking my pulse,
filling a/l her fonns out and ticking the boxes. I mean I think that whoever is looking
after you should come at least twice a day and say 'how are you doing' and 'how are
you getting on', you know just checIc that everything is going all right. I got the
impression that It was ITIOf8 '00 171 get this done'. 1 mean they should at /e8st touch
base with you once or twice a day. The night staff didn't speak to me, they were so busy
and now 2 days have gone by (Louise, P14).

Louise clearly emphasised the Importance of midwives "touching base- with women. While I
was interviewing her a midwife, Shannon, arrived and with complete disregard for us stated:
I'm going to take this down for you (Patient controlled analgesi.PCA) and I'm going to
give you a suppository if you don't mind - that's good pain relief for ,YOU, all right?
Shannon (MVV6).

During the two days I observed Louise she highlighted the issues for me in a profound way, not
simply with language but with eye contact and body language. She was showing me as well as
telling me. I wrote in my field notes:
I feel a strange sense of connection with Louise. She's watching me as I watch her.
We're both aware of the same things. We're watching together as people come and go,
rarely touching base, rarely listening, working their way through the tasks and ticking
things off. We make frequent eye contact as each person approaches her one-by-one
with clip board, notebook or case notes in hand - dedicated to task. There's a sense
that we understand each other's situation. She's silently highHghting the issueS for me
as they occur and then as we meet and talk she's summarising for me, constructing the
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story for me. I feel that closeness to her that I know the midwives here can't have. I
want to reach out to her and meet her needs, but I know she'll be all right I know she
has an inner knowing and strength through deep reflection on her first birth, mothering
and feeding experience. I know she empathises with me too. I know she wants me to
see what it is like for women here and to lay bare the deficiencies in the system. That is
our partnership. I know she trusts me to do that - we've both somehow shared
something intimate (Field notes).
I was acutely aware that I had more opportunity for having a connected encounter with Louise
than the midwives did whilst being a so called non-participant in her care. This was a profound
period for me in which I realised in a deep sense, that as Leap (2000) states: "The less we do,
the more we give" (p.1). It also resonated with the phenomenological work of Bondas-Salonen
(1998) who referred to women wanting midwives to be there and be mindful of the mother and
the sense of isolation that an absence of this created.
As Louise (above) illustrated not only were women subjected to routines and procedures but
also an associated and profound sense of disconnection from midwives. In the rituals I
observed and have described women were constrained by time: lack of time; fixing of time both
day and night; timing of bodily ministrations; and overriding of personal and bodily times with a
rigid form of public time. In this way women's bodies were disciplined as are those of prisoners
or factory workers (Foucault 1977). As Frankenburg (1992) states: -The rigid time structures of
the hospital emphasise the anti-temporality of the experience in relation to 'nonnal' worldly time(p.23). This anti-temporality was reinforced by a series of disconnected encounters that I now
go on to discuss.

Disconnected encounters
As already illustrated, communications on both sites appeared to be largely confined to what
needed to be done. They were strikingly fragmented and disconnected from the woman's
context with little emphasis upon individual needs or concerns. This related in part to the
impersonal nature of care with midwives and women usually being complete strangers. To
illustrate the organising theme of 'disconnected encounters' I now describe four underpinning
basic themes: 'absence of a midwife-mother relationship'; 'disconnected from birth';
'disconnected from life'; 'disconnected from social relationships'.

Absence of a midwife-motber relationship
The fragmented ways of working on both sites, combined with a rapid tum over of women,
created very little continuity of carer and the midwives frequently commenced a 'shift' being
faced with having to relate to completely different women to those they related to on the
previous shift The same applied to the women the midwives were attending to. The notion of
developing any fonn of refationship with women was eerily absent Under these circumstances,
midwives were constrained from developing what Varcoe et al (2003) refer to as an -authentic
presence- (p.966) resulting in the making of rapid judgements about women that were not
based on a trusting relationship. This inevitably led to labelling and stereotyping of women for
the purposes of rapid action. This absence of reIatIonality, lack of presencing and stereotyping
which I observed was strikingly resonant with that described by Kirtmam and her colleagues
(Kirkham 1999, Kirkham and Stapleton 2001b, Ball et al2002, Kirkham at aI2002c).
Annie appeared to have more of a relationship with the physiotherapist than the midwife:
, went to relaxation classes with the physic) (named her). She's been glNt, she's seen
me on here ewl}' dayan' .. 8r.. given me ways to relax, like when I'm in pain and that.
(Annie, P42).
The absence of a relationship with the midwife atfectad all subsequent communications in that

they reflected the lack of -caring connection- and consequential failure to engage with women's
-inner contexr, referred to by Halldorsdottir (1996).

Disconnected from birth
A key way in which women's inner context was ignored centred upon the lack of reference to
women's birth experiences. There was little attempt to contextualise feeding with the earlier
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birth experience and in the time I was observing I only saw a few instances of midwives
facilitating the mother in discussing her birth. Even when women appeared to be desperate for
some discussion around the birth this need was not normally mel Their ability to express
themselves appeared to be blocked, for example Grace (P28) had had a previous Caesarean
section and had chosen to have an elective Caesarean under spinal anaesthetic this time.
However, she had a failed spinal and a postpartum haemorrhage leaving her with a very low
haemoglobin level and clearly disappointed. The only person to discuss it was the anaesthetist
who came and explained that spinals are sometimes ineffective, but this was brief and a one
way dialogue. The following series of interactions illustrates the lack of sensitivity or reaction to
the mother's cues. Oi (MW18) approached Grace and conducted a brief postnatal check and
then assisted her with breastfeeding whilst on her side. She explained the principles of effective
feeding quite clearly, but then Grace, who appeared to be completely detached from any
feeding issue, began crying.

0835 (approx): Oi (MW18): AI8 you a/l right?
Grace (P28): Just upset by the birth
Oi: I know, I know. Put her arm on her shoulder. It71 be all right. You71 feel better in a
while. Focuses on the baby - just leave her there for a little while and 171 pop back. The
midwife left. The mother wanted to discuss the birth, but cue clearly missed/avoided.
09-20: Grace: Called the midwife as she went past. Can you pull my curtains around
please?
Oi: Yes-glanced at the baby and drew the curtains half way.
09-25: Oi returned. I'm just going to empty the catheter. Looked at the baby - stili
suckling. Removed the catheter. OK that's sorted.
09..tO: Care assistant came - l8ady for a shower? oh I can see YOU'I8 not.
10.00: Oi: feeling a bit better now? yeah?
Grace: Yes.
Oi: Got it out of your system?
Grace: Yeah, what do I need for the shower? Discussion around shower etc.
Oi: Well. YOU'18 both doing fabulously with your feeding
(Making eye-contact with two mothers, Veronica (P27) and Grace (P28).
10-25: Oi: All right? ,.11 get back to you soon.
A few minutes later: A different midwife, Joy (MW4) bussled in. Your iron levels al8
very low. You need blood.
Grace: What is the level?
Joy: You've got a haemoglobin of ~9.
Doctor arrived and explained the need for blood very briefly and then left hurriedly.
Grace became tearful.
Joy: Oh, what's up (put her arm around her briefly). You don't have to have blood you
know. It just brings the levels up much better.
Grace stopped crying
Joy: Oh you're all right now. I thought you were going to burst into floods of tears. AI8
you all right now?
Grace: Yes
Joy: All right - Then she left. The mother started crying. She went and wheeled the
phone over and spoke to her partner asking him not to bring the other child in. Her
baby cried and she picked him up. When she had finished on the phone she turned to
Veronica (P27) who was eating her lUnch.
Grace: AI8 you allowed to eat when you'l8 having blood?
Veronica (P27): Yes, I think so. Yes, I could eat when I had blood with my last baby.
She started eating her lunch, obviously still shaken.
As may be seen in a short space of time this mother was seen by the anaesthetist, just before
the above encounter, two midwives, a junior doctor and a care assistant None of these staff
met the woman's needs by responding to her distreSs in a constructive, sensitive or helpful way.
I was unable to get back to Grace that day due to her wanting time alone with her visitors
following which I was engaged in another situation. However, I felt alarmed by this situation:

I have just witnessed a profound lack of sensitivity to the woman's sense of being, her
anxieties and concerns, her needs and expectations. In a short space of time I have
seen the downward spiral of discouragement (Field notes).
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Disconnected from life
Breastfeeding was commonly not connected with women's birthing, as I have just illustrated, but
neither was it connected with women's previous feeding experiences, with other aspects of
parenting, with women's lives or with their existing and personal knowledge. This can only be
illustrated by an absence, rather than presence, of quotes in which this connection took place.
However, Barbara (P37) did go some way to highlight the disconnnectedness of encounters:
I genetal/y need I1JOI8 advice, but not necessarily breastfeeding, you know knowing
whether you've covered all the reasons why they get wingey, that sort of thing (Barbara,
P37).

Stapleton et al (2002c) also refer to the way in which midwives rarely explore women's existing
personal knowledge and yet this is identified by women as important both in general
(Halldorsdottir 1996) and in relation to breastfeeding (Bowes and Oomokos 1998, Whelan and
Lupton 1998, Hoddinott and Pill 2000, DH 2003).
Disconnected from social networks
Being connected to networks of significant others has been shown to be important to new
mothers (Bondas~lonen 1998, Tarkka et al 1998). However, the women I observed and
interviewed not only experienced disconnected encounters with midwives but were commonly
cut off from their social networks, particularly on site 1. Some participants clearly wanted to rely
on their community networks rather than the medical system as their source of information.
However, in site 1 this was quite difficult as visiting times were restricted and mothers had little
autonomy over who visited them and when:
Barbara (P37): Um, without sounding really horrible, I just didn't see the point in going
to classes and mixing with those people. Obviously you've got a child in common,
but. ..you know, I have a very strong circle of people. So I don't reaUy feel the need to
go elsewhere and mix with others and all of the rest of it ...
F: No, what about the sort of skills for parenting side of the classes?
Barbara: Um, I know a lot of parents (laughs)
F: Well, that's a good way to /earn abOut it all.
Barbara: Exactly, so e".. I'd never say that I know what I've got ahead of me at all ...but
I know I've got good... shall we say back up team.. .I've got good support.
F: Relatives?
Barbara: Yeah, they are people who have ...there71 be someone with whatever
experience 1'1/ experience SOft of thing.
F: Mmm, so you'd rather draw from your community network?
Barbara: Definitely, yes, definitely.
The need for women to draw upon othet8 for information was rarely facilitated with placing in
bays designated for postnatal women on both sites being largely serendipitous. When I asked
midwives about this I got a common reply on both sites, for example:
F: Do you have any particular way that you &elect where women will go in the bays?
Anthea (MW25): Well, bay 1 is for antenatals, bay 2 we put any sections or high risk
women in there and bay 3 and if other postnata/s. Side rooms are for woman with
problems, or if they need the quiet. If we have I1lOl8 antenstals then they just go in the
bays with the postnata/s, so sometimes there's a mixture.
F: Does feeding method influence wheI8 they go?
Anthea: No, but I suppose it should. I mean sometimes you get one btNstfeeder in
with a/l bottle fHders.
(Site 2)

Barbara (P37). referred to above, was placed in a four bedded bay with an antenatal woman
and a multiparous mother who had changed from bfeastfeeding to bottle feeding. The other
bed was empty for most of her stay. I observed her asking the multiparous mother various
questions, for example -He keeps putting his tongue up - I don't know what to do with you?- and
when her baby was crying. •Am I better just ignoring him?- However, she got little in the way of
an answer and as the other mother had stopped breaslfeeding abruptly, her replies tended to
be falrty negative. This absence of other mothers who were able to support a new
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breastfeeding mother made it difficult for the women to network and develop any sense of
relationship with those surrounding them. I did not see any attempts to place breastfeeding
mothers near to each other for support.
This lack of emphasis upon creating a sense of community within the ward was highlighted by
one of the midwives. Eunice:
We don't do a baby bath demonstration any more, but when we did there was a lot of
chit chat amongst the mothers and they used to ask a lot of questions. There isn't

anywhere where we bring the mothers together now.... The physio used to come and do
exercises on the ward post-delivery and everyone used to do them together, but we
don't bring anybody together at a/l now (Eunice MW19).
One might expect that the day rooms would be places where women talked and networked with
each other. However, as stated, on site 1 the day rooms were very uninviting and on site 2
there were several obstacles placed in the women's way as highlighted by Jacinta (MW38).

F: Do women use the day room at al/?
Jacinta (MW38): No, they don't. They go in

to get their meals or sometimes they send
their husbands in ...... They won't leave their babies.
F: can't they take their babies in with them?
Jacinta: Well, they're discouraged from carrying their babies about and if they wheel the
cot in there the security alarm goes off. Anyway there isn't room in there for cots.
F: Oh, well it's no wontJerthey won't go in then?
Jacinta: Yes, but their babies are safe. I don't know why they don't just leave them in
the bays.
F: Maybe they don't have confidence in the security system?
Jacinta: Well, they should have because they hear the alarms if a baby goes near the
door.
On site 2, network support was encouraged by an open visiting poficy for partners. This
appeared to be largely appreciated by women. Millie (P43) had her partner with her all of the
time:
Millie (P43): He's goona stay here during the day, aren't you, while I try an 'ave a sleep
and see if she settles and then he can just see to her unto she needs another feed,
until she won't settle anymore.
F: What do you think of the open visiting hours for paTtners?
Millie: I think it's definitely a good idea cos like, not so much today, but yesterday I was
really tired after the night before an' he come at 9 in the morning and he just took her off
me while I just got meseIf ready and 'ad ha" an hours sleep, you know when she didn't
need feeding, when she was just awake...... But ..... em ..... then when she was sleeping
I got some sleep and then every time she made a noise I knew he was there to like see
to her and chflClc if she needed feeding, so I could concentrate on getting a little bit of
sleep. So it's definitely a good idea, oiheTWise I'd be on me own all day (laughs).
F: What time does he stay until?
Millie: He stays until about ha" eight when the visitors go of an evening, then I settle her
down for the night and give her a bath.

However, some partners were not necessarily particularly helpful in relation to women
breastfeeding being more anxious than their partners, leading to lowering of confidence in
women. In some situations the partner appeared to dominate the woman rather than support
her:

Francesca (MM8): How are your breasts?
Partner: Big (laughs).

Annie (P42): They're all right, like the milk's coming in now and they're very full.
Francesca:Good. How's the feeding?
Annie: OK, fine.
Partner: He's sucking his fingers-c0tn8 on feed him.
Francesca: I just need to do a check first.
Following the postnatal check:
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Francesca: How are you feeling emotionally?
Annie: I had a bit of a cry last night.
Francesca: That's probably because you're between the 3rcJ and 4th day, with your milk
coming in and your hormones adjusting and everything. I've got a discharge pack here,
do you want to go through it now or a bit later?
Partner: Do it now?
Annie: I want to have me dinner first.
Francesca: Well, I'll bring you your meal and we can talk through this then while YOU'I8
having it, so you can get home.
Annie: OK, Thanks.
Here the midwife diplomatically reached a compromise by suggesting that Annie could have her
meal at the same time as she went through the discharge details.

Women tended to value advice from their mothers:
F: Has anyone talked with you about expression?
Harriet (P52): Not here, but my Mum went through quite a few things with me, so.
F: Oh, yes, you said she breastfed you.
However, on site 1 women's mothers were often there amidst several other visitors due to the
restricted visiting times. On site 2 the partners were often there making mother-to-daughter
encounters difficult
The organising theme of disconnected encounters resonates with Kirkham's (1989) reference to
"linguistic non-touch technique-, i.e. midwives not coming into -contact with the woman's worries
or concems"(p.125-126). More than a decade later, Kirkham and Stapleton (2oo1a) highlight
numerous further examples of this approach. The data I have presented relates closely to that
of Halldorsdottir (1996) who refers to care which lacks connection as a concept underpinning
the 'wall'. It also resonates with Fenwick et aI's (2000, 2001) inhibitive nursing actions.
Disconnected encounters were further exemplified and potentiated through the managerial
approaches I observed and now go on to describe.

'Man.'na' brealtfeedlna...women
In chapter 6, I referred to the ways in which women felt that they carne under surveillance in
relation to the 'correct' way to breastfeed, creating feelings of being productive yet subjected. In
this section I focus further upon the way in which encounters between midwives and mothers
and knowledges midwives draw upon, construct a situation in which women feel watched but
strangely invisible, managed but not supported, told but not guided. The instrumental,
managerial and authoritative approach adopted by midwives related to the requirements of the
organisation, breastfeeding 'rules' and in some cases their lack of confidence in the bodily
process of breastfeeding. As Shildrick (1997) states:
The objectifying gaze of the human sciences which fragments and divides the body
against itself has its counterpart in an insight which equally finds the body untrustworthy
and in need of governance. Moreover, each form of surveillance incites the other
(p.55).
The organising theme of 'managing br8a8tfeeding' iUustIates an approach that disregards the
woman and her personal agenda. The ritualistic management of 'breasts' and breastfeeding
that I observed appeared to result in disembodiment and fragmentation of women's bodies.
Shildrick (1997) refers to this destruction of the wholeness of -one's being-in-th&-wortd- 88
intrirfsically compromising of "feminine ontology". The reproductive organs are referred to as
discrete entities to be managed. "The woman 88 a person plays little 01' no part, but is obscured
as an intentional agent by the clinical concentration on a set of functional norms.· The woman's
body is seen as a -container" 01' -bounded space- within which specific processes occur (p.25).
The overriding of women's bodily boundaries that I repeatedly observed appeared to compound
the sense for women that they went disconnected from their bodies and breasts. I now
describe, in tum, key aspects relating to the basic themes underpinning the organising theme of
'managing breastfeeding': 'technical approaches'; pre-set agenda precluding listening; overridding the mother's agenda With unhelpful chatter'; 'breaching women's boundaries'.
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Techn~laDDn)BChes

In chapter 7, I presented examples of mechanistic dialogues centring upon production and
transfer of milk. In this section I refer to the way in which reductionist language was also used
in presenting breastfeeding as one component in a series of technical activities. The
instrumental and goaJ-orientated philosophy thus objectified the woman's breast and rendered
her as almost invisible. Many of the encounters between mothers and midwives related to
breastfeeding centred upon the best ways to ensure the effective transfer of milk from mother to
baby. On site 1, particular emphasis was placed on 'latching on,' more recently referred to as
'positioning and attaching'. This was also a major preoccupation for women as they
commenced breastfeeding.
The emphasis upon this aspect of breastfeeding 'management has grown considerably related
to research which Jinks effective attachment to the mother's breast with improved breastfeeding
outcomes, for example duration for which women breastfeed, reduction of sore nipples, and
growth of the baby (Woolridge 19868, b, Righard and Alade 1992, Woods 2000, Ingram et al
2002). While this knowledge has undoubtedly brought gains for women in establishing effective
breastfeeding, it has the potential to disrupt women's experiences when used in a monologic,
managerial way. The growing emphasis upon technique has become super-valued over other
ways of supporting women, leading to a technically prescriptive approach to care (Colson
1998a,b). While rituals centring on rigid timing of feeds are fading new rituals based on
technique and technical mastery and transfer of milk are appearing.
In my position as observer of practice during this study, I was very challenged by the emphasis
upon technique. I am aware that there are indeed fundamental principles related to ensuring
that breastfeeding is an effective process for the reasons stated above but I did not wish to
place myself in a position in which I was making positivistic and deterministic assumptions about
the correctness of 'technique'. However, being able to see what was actually happening has
added a perspective to this research which as stated in Chapter 8 is absent from much of the
sociologically focused literature on breastfeeding (Bottorff 1990, Schmeid and Barclay 1999,
Pain et aI2001).
In spite of the emphasis upon the 'correct' attachment of the baby to her/his mother's breast this
'technique' was not always facilitated effectively, particularly on site 2, as discussed in chapter
8. For example, a midwife would miss out key points, like making sure the baby's mouth was
wide open and bringing the baby's chin into the mother's breast, while focusing on less
important points. This meant that a technical approach to women was prevalent in relation to
their breastfeeding and yet they were not always facilitated in achieving the 'technique'I
Secondly, the teaching of specific techniques in reductionist ways and the issuing of p~fined
packages of information by-passed other needs which women had. The shortage of time
potentiated this imbalance. This emphasis upon technical correctness may be seen in the
following encounters:
Shannon (MW6) returns 10 minutes following physically attaching the baby for Jackie
(P33): Has he come off?
Jackie: I don't think he needs feeding lit the moment.
Shannon: When you're feeding you need to sit up straight, otherwise you'll get II
backache. I like the unclerann hold, its men comfottable for me and quite good for
latching on. Anyway, 111 come back later and help you breastfeecl.
Shannon gave prescriptive advice, apparently according to her own preferences, without any
accompanying support or guidance. In the next scenario, Oi likewise issued prescriptive advice
but also assisted with feeding. However, she selected a time to assist that did not fit with the
baby's desire to feed. This was another aspect of managing feeding which was dictated the
needs of the organisation rather than mother or baby's needs:

Oi (MW18) was passing. Mother was sitting in the chair after her shower a1d ht baby
had just started crying in the cot ShaH we have a go at feeding him?
Veronica (P27): Yes, aN right
Di: How do you want to feed him? Sat up?
Veronica: Yes, I think so...
Oi: He's a big baby. Now then, when you're sitting you can try him across you lap or
under your arm. Let's try this underarm position. OK, guide him with your hand. She
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guided the mother's hands. Oh he's too angry to go on really. Let's try and wrap him
up. Wrapped him up and tried again in underarm hold saying: Nipple upward towards
the roof of his mouth.
The baby latched on. The midwife sat with the mother. The baby had a few suckles
and then came off.
Veronica: He's not really bothered now is he?
Oi: He's probably just wanting to be next to you. Shall we take him for his bath then?
Veronica: Yes, I'll come too
Oi: You want to come do you? .. OK.
Midwife and mother went to give the baby a bath.
'Correct' or 'incorrect' technique was implied in one of the practices that I saw repeatedly. This
involved the midwife approaching the woman, peering at the baby whilst feeding, making a
cursory comment that the baby was on well and then leaving.
Corinne (P41): He's feeding all the time
Francesca (MW 28): Frequent feeding is normal in the early days. Looked over at the
baby feeding: He's on properly.
The lack of clarification as to what 'being on properly' meant was highlighted by Barbara (P37):
"They've checked that he's on right, but I haven't really had a conversation about it".
Midwives rarely sat with a woman while she fed to observe part or all of a breastfeed.
Therefore, they would only get a snap shot and gained little sense of the dynamics of the feed
and yet they made statements about the 'correctness' of the attachment with considerable
authority. As I was in a position to observe breastfeeding for longer, I felt that the assessments
of midwives were sometimes inadequate and women were not always feeding their babies in
effective ways that would minimise nipple soreness. I discussed the link between attachment to
the woman's breast and nipple soreness in more depth in chapter 8, as this constituted a
significant and negative aspect of women's experience.
Pre-set agenda precluding listening
Midwives often appeared to control interactions in accordance with their own pre-set agenda,
provided information and assistance that they considered to be important and appropriate for
women to receive. They largely appeared to ignore the woman's expressions of need for
informatiOn in other areas, findings resonant with Kirkham et al (2oo2a) and Stapleton et al
(2002b,c, d). An example of an encounter In which the midwife clearly had a pre-set agenda
that differed to that of the woman illustrates this:

Alex (MW9): Would you like me to show you how to hand express?
Louise (P14): No thanks, I don't really want to.
Alex: wen it would reassure you that you have mOk
Louise: Oh I can see that when she feeds.
Alex: It's a technique we like to teach ladies. 171 just show you.
She demonstrated on herself while Louise graciously listened, in spite of saying she
was not interested. Done and ticked off!
Louise discussed her feelings related to this afterwards:

I wasn't ready for her telling me how to express. I wasn't at the stage where I wanted to
know about that. I felt that things were going well and she was latching on really well
and I didn't see the need for expressing and I thought well she was determined to tell
me. She was trying to be helpful, but I was saying no its all right I'm OK I knew that
everything was all right because mOk came out when she came off. .. .1 just think she
wasn't listening to what I had to say. I think she thought she was doing me a favour, but
I didn't want to know. I thought, well, if I need to know I'll ask you then... .! think they feel
they have got to tell you certain things (Louise P14).
Other participants echoed the sense that the midwife wasn't listening to their concerns, for
example:

185

It would be nice if somebody could just come and spend ten minutes with you to ta/le
about breastfeeding. " they did that they could learn about your concerns and anything
you feel you need help with? I mean I'm not very confident at all (laughs) (Helen P35).
In some cases midwives overrode women's concerns with unhelpful chatter:
Joy (MW4) passed the bed.
Grace (P28): He seems to go blue when he feeds.
Joy: Put him over your shoulder then. Took the baby from the mother and sat and
winded him. Breastfed babies don't get much wind. Loole at your lovely flowers.
Beautiful aren't they. Is your other chOd a boy or a girl?
Grace: A boy
Joy: Oh they're very different aren't they? No matter what people say, they are
different. Men, I don't Icnow why we bother with them (laughs).
The midwife here completely led the agenda while the mother had no say in the course of the
conversation. This is an example of the blocking of conversations described by Kirkham (1989)
in which questions weren't answered property and the conversation was diverted fJNI8y from the
subject about which women sought information. Fenwick et al (2001) refer to the controlling
nature of this form of -dismissive chatter" which prevents or limits disclosure or depth of
conversation (p.591).
The ways in which midwives conformed to an agenda that was not necessarily aligned to the
women's resonates with the findings of others (Bondas-Salonen 1998, Levy 1999a,b,d, Lock
1999, Edwards 2000, Hoddinott and Pill 2000, Kirkham and Stapleton 2001 a, Stapleton and
Thomas 2001, Hunter 2002, Stapleton et al 2002b). The reluctance I observed in women to
interrupt the ftow of the midwife's conversation was also reported by Stapleton et al (2002c).
The resulting conversational dominance and asymmetrical style of interactions, with midwives
taking control of the start of, the course of and completion of interactions has also been
highlighted (Lomax and Robinson 1996, Lomax and Casey 1998, Stapleton et aI2002b).
The absence of listening to women was particularly evident during my observations and this is a
key feature of the asymmetrical form of communication I describe. Frank (2003) refers to this
form of communication as monologic:
The monoIogic voice speaks truth ~ a world of which this voice claims privileged
knowfedge. Monologues tell others what the speaker already knows and the listener
must listen. The speaker is at one end of the pipeline, the listener at the other, and
information - knowledge and truth - flows one way (p.5)
Unhelpful use of self
Unhelpful reference to personal experiences formed another way in which women's agendas
were over-ridden, for example in the following encounter Holly (MWT) approached Barbara
(P37) who was struggling to settle her baby in the cot She picked up the baby, without seeking
permission and then stated:
When I had my first baby I was ready for giving up - I said -I'm til'8d and me boobs are
hUtting-, but once I got home she was fine (MW7).
Stella had been exposed to a midwife's problems and this led to her using nipple shields.
Stella (P46): I've got these nipple shields.
F: Did you bring them in with you?
Stella: No I didn't, me husband went and got them for me. When I was having Katie I
was fallclng to one of the midwives and she'd had the same problem with her two
children. She said with the last one even though they wel'8lJ't minlcle cuteS, they
helped her carry on for a little bit longer, you know than she did with the first one. So
(husband's narne) went and got me some.
F: So when have you used the nipple shields?
Stella: I've used those this morning and yesterday. The lady came and showed me how
to put them on....... She suckles tine on them, but I just don't thlnle she gets the same
amount out as she would normally.
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There were only a few examples of use of self, as midwives tended to adopt a formal approach
to women. However, when midwives did use personal, experiential and embodied knowledge, it
tended to be inappropriate. Exceptions are referred to in section 9B. The inappropriate use of
self is referred to by Battersby (2002), in a study centring upon midwives attitudes to
breastfeeding. This she argues relates to the need for midwives to experience some form of
debriefing of personal experience during their undergraduate training. The notion of debriefing
is central within the voluntary breastfeeding organisations and this reduces emotional residues
stemming from unresolved breastfeeding issues. This makes way for congruence and
appropriate use of self when considered to be helpful to a particular woman's situation
(Personal communication, Sachs 2003 (BfN] and Smale 2003 (NCT]).
Breaching women's boundaries
In chapter 7(B), I referred to the ways in which women's spatial boundaries were altered by their
baby and in particular by breastfeeding. In this section I illustrate another way in which
women's boundaries were eroded through being handled by midwives. In section 7A, I referred
to the influence of dualistic and separatist ideologies upon representations of women's
reproductive activities. I extended Martin's (1987) notion of the woman as separated and
alienated from her birth, to woman as separated from breastfeeding. This was reinforced for me
as I watched women's breastfeeding being managed and controlled with midwives handling
women's breast in order to 'latch the baby on', often without seeking permission. This occurred
on both sites. This was the case with Denise (P4) who had very large breasts and was
struggling to attach her baby. Tamara (MW2) arrived and having suggested she try the other
side, she grasped the woman's breast in one hand and the baby in the other and united the two
in silence. I was stunned at the insensitivity of this encounter. This was an example of an
approach that seemed to show a profound lack of respect for the person and her bodily
boundaries. This management and objectification of women's bodies undermined women's
sense of confidence (self-efficacy), in that they were unable to repeat the actions themselves
requiring them to request help on several occasions during the course of a feed. This meant
that their sense of dependency and inadequacy was reinforced and that they were susceptible
to the combination of feelings of being almost separate from their bodies and breasts and yet
enormously accountable for producing milk in appropriate amounts.
I was surprised that midwives appeared to be unaware that this 'hands on approach' might be
unacceptable to women. There is a growing literature now, based on women's negative
comments, about their breasts being handled, the baby being 'rammed' on to their breast and
their desire to be taught breastfeeding skills verbally (Whelan and Lupton 1998, Vogel and
Mitchell 1998, Mozingo et al 2000, Hoddinott and Pill 2000, Ingram et al 2002). However, to
achieve this, midwives must be able to verbally articulate the skills required (Cox and Tumbull
1998, Vogel and Mitchell 1998, Whelan and Lupton 1998, Fletcher and Harris 2000, UNICEF
2001 a, Ingram at al 2002). By sensitively articulating, rather than 'doing for' women, midwives
may provide care which ·counteracts- rather than ·re-enacts- earlier violations of women's
bodies (Kitzinger 1992, p.221).
Women who were post caesarean were particularly wlnerable to handHng, for example Virginia
(MW20) with Sue (P29) following her Caesarean section:
Virginia (MW20): Is your baby wanting a feed?
Sue (P29): Yes, but / can't feed like this, / think / need to sit up
Virginia: 11/ just call another midwife. The other midwife arrived and they sat her up in a
semi-recumbent position which was not a helpful position for attaching the baby. Now
then - The midwife, Virginia, took hold of the mother's breast and the baby and then
whilst trying to 'connect' the two said, do you mind If / help?
SUe: No (drowsy and drifting in and out of sleep).
Virginia: He gets on but then he Iceeps slipping off. She turned to the student midwife:
He needs to be close to mum, facing her and at the right height - thef8 he's sucking
nicely. The bottom lip should be fumed down and the brown af80la goes in and out If
he's sucldlng well. They don't breastfNd all the time, they stop and stan - thafs
nonnal.
She then tumed to Sue and said: All right 171 /eave you for 8 little while. Then to the
student, would you sit with her for a little while?
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Women seemed to see the handling of their breasts following a Caesarean section as Inevitable
during the ear1y stages. However, they expected this to be short lived, for example:
Sandra (P34): Yesterday afternoon, the lady that was on, she did a lot of helping, trying
to latch him on. They've all helped today. I wouldn't say advice, they've just helped
trying to get him on, then they disappear off and he comes off again (laughs). It's a lot
easier when you've got two hands, to put your nipple into his mouth, but when you've
got one hand and you're flying to do it yourself (laughs).
F: So how do you feel about that type of assistance?
Sandra: All right, I like them to help me, I mean at first, then once he gets used to
latching on it should gradually get easier for me.
This seen need for midwives to "do for them- is referred to by Fleming (1998b) as
"supplementing- (p.141). In some cases a midwife would attach a baby for a mother and this
would be accompanied by the sort of banter reminiscent of exhor1ations to the woman to push
during labour, for example:
Virginia (MW20): ~at have you got at home?
Sue (P29): 2 boys
Virginia (MW20): Ooh 3 boys (laughs). Well, what do you think. We'd better put him
back on the breast, what do you think? Hungry Horace. We're going to have to put him
back on, let's try the other side.
Sue: All right
Midwife assisted her by holding the baby and mother's breast Eh come on - continued
trying. 171 just get you a pillow to bring him up a bit.
Sue: I'd rather sit up a bit.
Virginia: All right. She helped her to sit up. She tried again ... shhh, Mum's not very
mobile at the moment is she (laughs). She continued trying. You're not taking a big
mouthful at the moment are you.... oh come on. She said to Sue: There's plenty there,
you've got plenty of colostrum.
Sue: 'e seems to give it a good suck and then pulls 'is head away.
Virginia: We're trying to do it for you aren't we (Apologetically). Right go on, keep
going....... Every which way but .... You're being silly, come on you're messing...... come
on you're being silly....... Oh he's grabbed it there -the baby latched on ....... ooh you're
nicer than David Beckham, nicer than David Beckham aren't you...... come on -the baby
continues to suckle.......Do you want me to leave the cuttains around or not?
Sue: No, I'm quite warm.
Virginia: It is warm isn't it. She turned to me: We're back on the breast again, it's going
to be full time I think. She turned to the mother: Still once things kick in and your
lactation is going you'll be away won't you. -She drew the curtain around.
Sue said to me, after she'd left the mother: I think this one's going to need a lot of
feedingl
Some women actually used words such as ·being handled- and even ·mauled af: ·They
manually help you. (Joy, P4); ., tried expt8ssing, the midwives tried, they mauled at them, but
nothing came.. ./'ve had midwives sqUfl8zing me nips and nothing coming our(Tina, P1).
Sophie's 'hands on' experience was accompanied by advice on being more forceful!
Sophie (P61): He wasn't latching on properIy... so one of the midwives come and
said.... be a bit ITIOI8 fotceful...just so they latch on a bit harder.... she did it herselfjust to
show me and then I did it after. .. so ... yeah.....but I don't know... to me he's not over keen
on it.... but 111 keep trying it and see how it goes....
F: Mmm, so what have you leamt about 'atchlng on then?
Sophie: Just be a bit more forceful than I was belng.... .1 thought he was latched on
when he wasn't..... you can tell.... iIs a lot stmnger... (laughs)......you can tell.
F: I see...SO what do you mean by being a bit more forceful?
Sophie: Just when they open the... mouth... to push it In....just try it and push it in a little
bit so that they do latch on (mines an open mouth moving forward) .. instead of just
latching on to the end and I could tell the difference when she showed tne...SO he did
better at half past sIx... so we7/ see on the next one (laughs).

Women's breasts were sometimes squeezed to 'reassure' women that they had enough milk:
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I've just said to the midwife I don't think I've got any milk and she said that I had and
squeezed my nipple - and saki look th6r8's milk there (Sam, P19).

Sam appeared to find the midwives interventions helpful although it didn't seem to be assist with
confidence building:
The midwives are very helpful, doing it for me, cos I'm not convinced I'm doing it right
meself, so that I know I'm doing it right, they'll check it for me (Sam, P19).

Some midwives assisted the women to hand express in order to give the milk by a cup to a
baby having feeding problems. Again, the midwife sometimes carried this out with little in the
way of explanation. Bryony (P7) was approached by the midwife who expressed her breast
milk into a cup, without requesting permiSSion, and without explanation. She commented, "they
tell you to express but they don't actually show you how to do it" (Bryony, P7).
Jenny (MW14) was one of the few midwives who avoided a hands-on approach:
Some of the midwives will just go about showing the mothets how to hand express and you
hear the mothers making WI)' jokes to one another about being manhandled and mucked
about and things. I don't think we should touch women's bf888t. I mime it and tell them what
to do and get the mother to exp18S8 herself, and it may be a bit more cumbersome, she
probably feels her way through to it and I feel that's a much more sensitive and kinder way of
doing it. Lots of people think that because they are the same sex as the mothers, it's a/l right
to peep, to intrude, to touch, wherever, you know, in intimate areas. I think that assumption
is just taken for granted, and from what women say and I hear, you know when you hear
these snippets of conversation between them, they describe it as intrusive and distressing,
especially if its done rudely and uncarlngly and insensitively (Jenny, MW14).

Smale (2000) highlights this need for awareness in health professionals that breasts are
attached to real people recognising the tensions inherent in relation to their advice, cultural
norms and women's body image. otherwise, she asserts, they may come to be seen as the
"nipple police" (p.2).
Midwives not only unnecessarily breached women's bodily boundaries but also invaded
women's wider spatial boundaries:
Shannon (MW6): Right are you ready for feeding love. The baby was crying and
mother was preparing to feed, sitting in the chair.
Jackie (P33): Yes
Shannon: Right, I need you to get some of these teddies and things taken home cos we
need some space, all right love -Established territory.
Jackie: Yes, a/l right, 111 tell my husband this aftemoon
Shannon: Let's get baby feeding under your ann. (This midwife's prefentnce from other
observations). She moved foIward and grasped the woman's breast and baby and put
them together. All right, love we7/leave you to it.
Baby came off in a couple of minutes. Mother looked tearful and carried on trying.
This midwife firstly asserted her power in terms of what was 'allowed' in the space and then
invaded the rnother's bodily boundaries in her handling of her breast. without pennission or
discussion. I saw other examples of invasion of boundaries when midwives simply picked up
babies without permission or discussion, for example Joy with Grace's baby - discussed above.
I now go on to discuss the ways in which midwives rationed information.

RItIonlna Informttlon
Provision of information is of little use unless it is enabling or educationally useful.
Nevertheless, when provided appropriately it may constitute an aspect of caring (Halldorsdottir
1996) and empowerment (Freire 1972). Women In this study generally felt that they needed
information from midwives. However, this was often delivered rapidly and with little reference to
prior knowledge and understanding. The amount of Information was commonly Insutnclent, In
some cases it conflicted with other sources and in other sitUations it constituted misinformation.
In some situations, the infonnation being given was potentially detrimental to the establishment
of an etfactive breastfeeding experience although the women were often unaware of this. The
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organising theme of 'rationing information' is underpinned by the basic themes of: 'restricting
verbal information'; 'insufficient written information'; 'absence of eliciting understanding';
'conflicting information'; 'misinformation'.
Restricting verbal information
The sense of temporal pressure upon midwives impacted on the ways in which they 'delivered'
information, with speed being the essence as referred to by Jane (P12): -The nurses are very
good. They tell you everything very quickly, so sometimes it's like you've got to pick up
everything very quickJy, they're very quick.... but thorough". As in Kirkham's (1989) labour ward
study, the pressure on midwives time led to -information being compressed into dense routine
packages" (p.127). This meant that women often felt that they had insufficient information to
enable them to breastfeed effectively and with confidence. Veronica (P27) had stopped
breastfeeding very early last time due to a feeling that she had insufficient milk and ·couldn't do
it". She felt that she needed more help this time:
Veronica (P27): I'm not too confident at the minute. I need more help with what to do,
what positions to have him in, comfortable positions.
F: Have you read about some of that or had some information about it?
Veronica: I've read about it in a leaflet somewhere -looks around at the locker, but
nobody actually went through it with me this time. I think they thought well, you've had
a baby before, they assume you know, you've been through it before.
F: Would you have liked somebody to have gone through it with you?
Veronica: Yeah, or asked me how I wanted to feed the baby. They didn't this time.
In some cases the lack of information related to midwives not knowing enough about the
subject, for example Jane sought information on expressing following her postnatal check:
Jane (P12): "you express milk how long can you stote it for?
June (MW5): I'm not sure-looks at me for some help.
F: I noticed it's in the leaflet on expression.
June: Oh have you had your leaflets?
Jane: No I don't think so...
June went and collected a leaflet on expression - looked through it very briefly with
Jane. Oh yes, here, in a fridge for 24 hours in a freezer for 48 hours. Needs to be in a
sterile container.
Jane: Is Milton all right?
June: Fine
Jane: Would you show me how to hand express my milk?
June: Looks very unsure... Um yes, I'll show you later, Finishes off observations and
charts information. Right I'll pop back later (Which she didn't - until I intervened):
This was one of the few cases in which I did intervene. It appeared to me that the midwife was
not confident to teach this skill. I asked the midwife, June, if it might be an idea for the infant
feeding specialist to show the mother and that June could go along as a refresher. This
occurred later, so that the mother was equipped with the information she had requested and the
midwife was able to participate.
Women generally felt that they needed a more skills-based approach to teaching, for example:
Helen (P35): I'd like to be given help with the practical skills. You can read as much as
you like but it needs to be more skill based...... There seems to be a lack of information

about breastfeeding.

This desire for more infonnation related to practical skills required resonates with other studies,
for example Britton (1998, 2000) and Hoddinott and Pill (1999a,b).
On site 2, midwives appeared to give very little information to women about aspects of feeding,
as illustrated in my interview with Tracy:
Tracy (P44): I fed her just before I came on here (postnatal ward). She was mooching
round again (turned her head to mimic rooting), so I fed her, not very much cos we had
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to come back up. Then she fed agein this moming. I did it meself, but the nurse just
come in and I asked her to check.
F: Did you buzz her?
Tracy: No she was around. She just popped her head in and said 'are you OK?', .and I
just asked her to check and she just said she's your baby, feed her when you want to
feed her and she said you ask us if you're not sure about anything, ask us, but if you
want to feed her whenever you like that's fine, and if you want any help just ask us...... .1
mean I feel awkward about holding her, never mind breastfeeding her, but em.... 1
suppose that will come with time.
F: Have you had any leaflets?
Tracy: No .... I haven't.

From Tracy's account the encounters seem to have been dismissive and definitely did not meet
her need for information. A further example of insufficient information provision is seen in the
encounter between Sandy (MW30) and Selina (P48). Sandy spent time with Selina providing
information. However, it was still insufficient. She used a -hands on- approach attaching the
baby for Selina several times leaving her without the feeling that she could do it for herself.
The key principles of effective positioning and attachment were not adequately addressed, for
example the importance of the baby having her mouth open, so the baby repeatedly slid on with
her mouth only half open. The cradle hold suggested was awkward for the mother and the baby
was cuned up making access to the breast difficult.
Sandy (MW30): Lets get you comfy in the chair.
Selina (P48): I fed lying down before.
Sandy: Well, shall we tty sitting up this time for a change?
Selina: OK
Sandy passed her a semi-circular breastfeeding cushion
Selina: 171 have to get one of these at home (laughs)
Sandy kneels down in front of the mother, holding the baby.
Sandy: Well, you don't really need one of these, an OIdinaty one will do. Now just let
yourself relax, let your shoulders relax, that's it, now what I'll do is 1'1/ hold him and you
can support him behind, OK?
Selina: Yeah
Sandy: All right
Selina: Right,
Sandy: Again, like yesterday point your nipple up to the roof of her mouth. See she's
quite close to you. Sandy attached the baby for the mother-baby's head supported in
one hand, mother's breast in the other. Mother supporting the baby using the cradle
hold).
Selina: Don't I wait for her mouth to open wide?
Sandy: That's all right, she'll open it you know (the baby did not have a wide enough
gape).
Selina: Ooh, it's a bit tender. (GrimaceS).
Sandy: It will be tender at first but it11 ease off in a minute. Doh $he's stopped for a
breather, let's see if she carries on or comes off. Oh yes she's catrying on, she's leamt
too, from yesterday.
Selina: Yeah (laughs)
Sandy: Now you're on tippy toes there (probably due to the nipple pain). You need to
bring your feet up a bit, we'R raise them on this (Pulled the bed table across, and Selina
lifted her feet onto it). When you're at home depending on the chair, you might need to
lift your feet up on a few books or something. The other thing is, you know, when you're
feeding your mouth may feel vel)' dty, so have a drink handy, OK?
The midwife actually sat with Selina for some time. However, in terms of assessing the feed,
her lack of knowtedge Hmited the benefits of being with her dunng a feed. She placed emphasis
upon relativefy trivial issues like raising her feet while ignoring the need for the baby to have a
wide gape as she went onto her mother's breast I got the impression that Selina was better
informed about attaching the baby than the midwife. This was an example In which the midwife
had time to give information but had insufticient knowledge herself for the encounter to be
particular1y useful.
As referred to above, the information women gained tended to relate to how articulate women
were in expressing their needs in this area and to how assertiVe they were In gaining a
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midwife's time. This inevitably disadvantaged less educated women from socially excluded
groups as highlighted by others (Bowes and Domokos 1998, Kirkham et al2oo0, Kirkham and
Stapleton 2001 b, Kirkham et al 2002b).
Insufficient written information
On site 1, the women were issued with a pack of approximately fifteen leaflets upon discharge,
with those who were breastfeeding receiving some specific information on breastfeeding and
those bottle feeding specific information on making up bottle feeds. These leaflets were
supposed to be issued earlier as a part of the infonnation giving while women were on the ward,
but I only saw this happen on a few occasions. I only saw one example of leaflets being
referred to during a discussion of breastfeeding or being used to reinforce information given.
Thus women were telling me they wanted more information but were usually unaware that these
leaflets were available to them.
On site 2, leaflets were rarely used effectively. There was a UNICEF leaflet in the Baby
Welcome pack, but this was not pointed out and most midwives did not appear to even know of
its existence.

F: Do they receive a breastfeeding leaflet?
Sandy (MW30): Yes, they're in the packs at the end the bed, with the contact numbers
and everything. Have you seen this? (Shows me the pack at the end of the bed).
F: Oh, yes, I have. Do they get one in the Welcome pack?
Sandy: Um, I'm not sure
It was therefore unsurprising that mothers did not know about them either:

F: Have you actually had any leaflets on breastfeeding?
Chloe (P50): Um, I'm not sure I don't think so.
F: Have you got the Baby Welcome pack, there's one in there
Chloe: Oh, Er..... I think it's in there (points to the cot).
The same UNICEF leaflet was then issued at discharge as part of an information pack. This
was often clipped to the end of the bed, but was rarely pointed out to women. Every mother on
discharge was issued with a leaflet on how to make up bottles (not produced by a formula
company) entitled "Preparing a bottle feed using baby milk powder". On the reverse was
information entitled ·Sterilising baby feeding equipmenf.
In some cases the leaflets were offered instead of giving information, for example:
Selina (P48): Do you think I need to draw this nipple out with a niplette?
Felix (MW29): Um, have you got the bleastfeeding leaflet ?
Selina: Yes,
Felix: Well, it tells you about hand expression on there. You could do that to draw your
nipple out.
The only time the midwives appeared to make reference to the leaflet was as part of a very
standard and monoIogic discharge -patter", for example Anthea (MW25) discussed; the
mother's haemoglobin level, her medication, 6 week postnatal Check, registration of the baby's
birth, the leaflet about reducing the risk of cot death, contraceptionlfamily planning clinics and
the midwife's visit the next day. She then referred to the UNICEF breastfeeding leaflet
Anthea (MW25): Here's your breastfeeding leaflet -Breastfeeding Your Baby-.
Annie (P42): Yeah, thanks.
Anthea: It shows you al/ the diffel'8lJt ways of holding your baby and putting the baby
on. Then there's some tips for bl9astfeeding. You might notice at about 2-3 weeks a
slight milk reduction. It usually happens when you start to do a bit more. I'm
mentioning it so that you won't I1efKJ to wony if it happens. It may last for about 24
hours. It also tells you about expressing your mOk and how to encourage your milk flow
by gently kneading your breast, to get your milk flowing. It also mentions bfeast pumps
in here. Then there are these breastfeeding contact numbers here, so if you want any
extra support you can ring one of these or you can ring your midwife and have a chat
with her.
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Anthea: Yeah, OK
Annie Goes through the postnatal discharge recon:Js. These are your exercises, and
this is a leaflet about sterilisation and making up bottles which I'm sure you won't need
to but just in case. There's a breastfeeding survey, so the Midwife will tick off how you
are feeding at 10 days.
Anthea: OK
The midwife then moved on to infonn Annie about a blood test on the baby (PKU) on day 6,
taking off of the baby's security tag before discharge and taking the mother down to the car. I
heard this monologue several times and was amazed at its conformity within and across
midwives. The telephone numbers of follow up breastfeeding supporters were supplied with the
discharge pack but were rarely emphasised to women.
This data on leaflet use conforms to the findings of Kirkham and colleagues (Kirkham and
Stapleton 2001a,b, Stapleton et al 2002) in the NHS commissioned multi-centre study. The
multi-methods study incorporated an ethnographic component involving observation and
interviews to examine the use of evidence-based leaflets on informed choice in maternity
services. They conduded that while health professionals were positive about the leaflets as a
means to facilitate informed choices, competing demands within the clinical environment to
include time pressures hindered and undermined their effective use. Midwives rarely held open
discussions on the content of the leaflets. The leaflets themselves were rendered largely
invisible as they were commonly inserted with other leaflets, information or hand held notes.
Absence of eliciting understanding
The monologic nature of information giving and absence of listening to women meant that there
was little attempt to elicit understanding, for example:
Kerry (MW11): Now breastfeed/ng...... has he had a feed?
Laura (P16): Yes, he fed once
Kerry: Did he get on properly?
Laura: I think so
Kerry : Right.
Women were commonly left in a rather confused state of mind regarding what constituted
effective feeding. I asked some of the women who had been given some guidance about
breastfeeding about the key principles associated with effective breastfeeding. Frequently, the
answers suggested that they had little understanding related to effective breastfeeding or the
principles underpinning it:
Mandy (P25): The first night the midwives pointed out the principles.
F: Could you tell me what they 8181
Mandy: Well, you guide the nipple around until he takes it, then you feel a harder
sensation. They told me about the ear movements.
F: Did they say anything about wheI& to point your nipple?
Mandy: Urn, no not really
F: How have you po8itioll8d yourself and him?
Mandy: Oh its trial and error f88IIy, I've fed on my side mostly (The baby was feeding on
the side-not in a position which would facilitate effective suckling.).

on proper, so hopefully, it should go
rlghtsoon.
F: So what do you mean by latching on properly?
Chris: Urn, tryfng to get aN the nipple into her mouth so that she's /Ike sucking most d It
in her mouth, so she's not chewing on the end of the nipple ...thfln she don't get fed
properly.
Chris (P32): She's on proper now, she's latched

Confticting in1onnation
Conflicting infonnation and/or advice is repeatedly referred to in relation to hospital practices
and, as Krogstad et al (2002) reflect, it often relates to a lack of a common approach, c0ordination and co-operation among health professionals. Confticting informatiOn appears to be
a continuing problem that undermines women's confidence In relation to breastfeedlng, (Rajan
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1993, Ball 1994, Garcia et al 1998, Tarkka et al 1998, Vogel and Mitchell 1998, Dykes and
Williams 1999, Lavender et al 2000, Simmons 2002a, b). In this study, I saw a number of
examples of conflicting informatiOn related to breastfeeding that stemmed in part from the
attitude individual midwives adopted. The problem of conflicting information and advice was
then compounded by the lack of continuity of carer: ·Uke I've seen different people this
morning and they've all had a different approach" (Kate P39). Barbara (P37) expressed her
distress:
All he wants to do is just be on the breast Irs a bit tiring to be honest. I don't want that,
but I must admit, I've had one nurse who said its OK and one who said not to
encourage it, so I am a bit.... do I or don't I.... sort of thing ....Because I don't particularly
want to get into it, but I've been told its OK, until your milk comes through ... (Barbara
P37).
Bryony (P7) appeared to passively accept a range of confusing and conflicting advice.
However, when I asked her how she felt about her support she expressed deep dissatisfaction:
I'm glad you are asking me about this because ...... um.. .1 was going to write to someone
about it. There are just so many people.. um.. there isn't a consistent game plan... I find
it all so confusing. They tell you to, um..... express but they don't actually show you
how to do it. The infant feeding advisor came yestenJay, but she didn't have time to
show me, she was in a rush. Anyway, you don't get the follow through. She's not here
round the clock. They are all helping but in different ways. The team here are not
supportive of the infant feeding specialist at all. They are not supportive of the expert
approach (Grimaces). l+hat should be happening is that the infant feeding specialist
should meet with the team, there should be some sort of a meeting. The team should
be following the experts advice and if that is not suppotted then something needs to be
done about it. They should implement that plan. It leaves me feeling guilty at not
following advice... um.. a team front Is needed. They should be presenting one
approach. There should be a leaflet on the problems too... that would be useful (Bryony
P7).
She saw the conflict as a form of politics. -There's a lot of politics here between staff and I'm
caught up in it. I shouldn't have to be In the middle of this." She eloquently highlighted two
philosophies of care, the time-driven mechanistic approach and a more sensitive closeness
approach:
There seem to be two schools of thought. The pumping and nipple shield and the hand
expression and cup feed. The pumping ones seem to stress time shortage (Bryony
P7).
While observing this mother I became acutely aware of her desire to avoid tensions in the
relationships upon which she was dependent and her uncertainty 88 to how to socially negotiate
encounters with midwives. These findings are supported by Hunt and Symonds (1995), Smale
(1996), Bowes and Domok08 (1998), Edwards (2000) and Curtis et al (2001). The infant
feeding adviser was seen by Bryony and other women as more expert than the midwives and
this contributed to a lack of confidence in the midwives. This raftects the development of
hierarchies of knowIedges (Jordan 1997) and its potentially undermining oonsequences.
Misinformation
In some situations the advice given simply constituted misinfonnation, i.e. infonnation which
would be counterproductive to effective feeding, for example Carol (P31) was told that she had
sore nipples because she was "freckly". Amine (P23) expressed concem about her milk, to
which the midwife both blocked her concern and gave some misleading advice.
Amine (P23): I don't know if there's any mille?
Charis (MW16): Just feed one side this time and one next time (subject changed).

Some women had adopted practices based on what appeared to be information that was
confusing and therefore constituted misinformation. Millie was feeding from one side only, 10
that she was not stimulating her other breast at all:
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Millie (P43): She said try her out on different breasts if she wouldn't you know take from
one, so I've only fed with one, I've fed her a couple of times, last night and she seems
content with one.
F: Did the midwives suggest you feed with one breast?
Millie: Well, they actually told me that if she seemed content with the one just stick with
the one for now and em, but if she's not taking to it I can change her over and see if
there's any more milk in the other one, but up to now I've had enough in ...
As discussed earlier, midwives on site 2 tended to readily advocate giving of formula. Another
example of this was referred to by Millie (P43):

I'm enjoying it though. It's definitely hard worl<, but em definitely worth it..... J think I
should be able to manage it. I was speaking to the midwife and she was saying about
like..... get some formula mDk in just in case, should you ever run down and she's not
feeding and you know your milk's not strong enough or whatever. ...... She said I'm not
really supposed to say this but for your sake just get some in handy otherwise you're
gonna be too tired, but she said just persevere for as long as you can but for your sake
just have some in handy and you don't 'ave to use it if you don't want to.... (Millie, P43).

Summary
I have highlighted key elements of encounters that constituted a 'failure to touch base' with
women as they sought to grow in confidence with breastfeeding during the first days following
the birth. These findings resonate strongly with the encounters for which Hal/dorsdottir's (1996)
uses the metaphor of the "walr. They also link with Fenwick's (2000, 2001) inhibitive nursing
actions. The midwives like the women were 'productive' yet 'subjected'. They were heavily
constrained by linear time, in that their work was unpredictable and rushed, coping with women
who were usually complete or almost complete strangers. Their work was time pressured,
routine, disconnected, fragmented and unsatisfying. In this context they saw themselves as
'supplying' a service under extremely 'demanding' conditions. By highlighting these constraints
upon midwives within a medicatised, institutionalised culture, the postnatal ward, I add to the
critical theory generated by Kirkham and colleagues (Kirkham 1999, Kirkham and Stapleton
2001 b, Ball et aI2002).
To support understanding of the ways in which midwives cope with these demands I draw upon
the concept of emotion work (Hunter 2002). like the mothers, midwives' work was conducted
out of relationship or relational context and this meant that their actions were seen as 'one-way'
and therefore emotionally draining. Midwives engaged in ways of coping (emotionally
managing) with the pressure and chaos. This included adopting rituals and routines and
approaching women in disconnected, monoIogic, directive and managerial ways. The focus
appeared to be upon the needs of the institution first, mothers and babies second, as desaibed
by others (Lock 1999, Hunter 2002, Deery 2003). Satisfaction was gained by completing tasks,
ticking them off and writing up the paper work.
On site 1, midwives drew upon a mixture of authoritative knowtedge, based upon the 'Ten
Steps' embedded in their unit policy. On site 2, midwives utilised a combination of this 'new
breastfeeding knowtedge' as outlined in the 'Ten Steps' and a 'custom and practice' based
knowtedge that reflected the local culbJral norms. The use of their own experience tended to
reflect personal and negative experiences in ways that were unhelpful to women. On both sites
there was a striking absence of reference to the womans' personal embodied knowledge and
experiences. The encounters were largely characterised by monologue and consequently
overrode women's agendas and silenced them.

The women were therefore subjected to an experience of breastfeeding a new baby in a public
place, surrounded by strangers who adopted a largely instrumental and managerial approach.
They had to constantly compete for a midwife's time and attention. This culture left women
feeling physically 'managed' but emotionally vulnerable. It was counter-productive to the
building of women's confidence and emotional recuperation. The atmosphere and encounters
reinforced women's sense of alienation and separation from their body and appeared to Inhibit
development of relationallty with their babies, as referred to by others (Halldorsdottir 1996, Lock
1999, Fenwick et al2ooo, 2001). However, there were some exceptions to the above in which
midwives created situations for women to feel emotionally safe and to grow in confidence. I
now tum to these in section 98.

195

SECDQN,a
TAKING TIME - TOUCHING BASE:

DISCREPANT SCENARIOS
Introduction
In this section I focus upon encounters that aSSisted women in coping with uncertainty,
sensitively encouraged them to persevere, built their confidence (self-efficacy), and supported
them in developing the Pl8CtiCaI skills to carry out breastfeeding effectively. As stated, in a
culture like the UK where the bottle of formula milk dominates, women have often had little in
the way of previous positive personal experiences of successful breastfeeding and minimal
exposure to positive role models who breastfeed, particulariy in socially deprived communities.
This means that verbal persuasion (encouragement) becomes partiCularly important (Bandura
1995), along with personal interpretations of bodily states which I discussed in chapter 8.
Professional encouragement and confidence building appear repeatedly in the literature as
important to breastfeeding women (Ball 1994, Schy et al 1996, Humenick et al 1998, Svedulf
1998, Hoddinott and Pill 2000, Gill 2001, McCreath et al 2001, Hauck et al 2002, Ingram et al
2002). Thus, encounters with what Bandura (1995) describes as self-efficacy (self-confidence)
builders would seem to be crucial for women, especially during the first most wlnerable days.
Bandura (1995) highlights some of the characteristics of seIf-efficacy builders, for example
"raising peoples beliefs in their capabilities", structuring situations for them "in ways that bring
success and avoid placing people in situations prematurely where they are likely to fail often".
"They encourage individuals to measure their success in terms of self-improvement rather than
by triumph over others· (p.4). Thus they convey validation and positive appraisals, creating
situatiOns in which people can achieve success, ·modelling for others how to manage difficult
situations·, ·demonstrating the value of perseverance" and ·providing positive incentives and
resources for efficacious coping" (p.10). These characteristics of the efficacy-builder are
aligned to the care described by Halldorsdottir (1996), as representing a "bridge" (p.530).
Davis-Floyd and Sl John (1998) employ the metaphor of the .bridge" as a symbol representing
physicians who had undergone a transformative journey from techno-medicine to holistic
healing in their attempts to mediate between the paradigms (p.231). In a sense this was what I
saw when I observed certain midwives attempting to provide a bridge between a clinical
institution with its time driven production line ethos and the personal needs of indMdual women.
In the case of the breastfeeding mother there was also a need to facilitate the women in feeling
connected and in relationship with her baby, as emphasised by Fenwick et at (2000, 2001).
There is a dearth of literature relating to the efficacy building role of the midwife in relation to
breastfeeding women in hospital. As stated, research on professional assistance for
breastfeeding women normally relates to c:omponents and timing of a 'package' of Infonnation,
for example Righard and Alade (1992) Schy et at (1996) carson (2001), Woods et al (2002). It
has placed less emphasis on the types of encounter with midwives that women find enhance or
undermine their confidence and contribute to whether they feel enabled or not to persevere with
breastfeedlng whilst in hospital.
Given the clinical culture in which the midwives were working, I became inbigued as to why
some individuals were different in their approach. It became evident to me that these midwives
had a profound belief in the value of supporting breastfeedlng women. This in some cases was
combined with fewer external timelunpredlctabllity constraints upon them and thelefore a
greater sense of temporal autonomy, even if transient. However, I am unable to record some
the comments made about the personal cost to them of 'swimming against the tide' as they
wished this to remain 'off the record'.
As stated in chapter 4, I utilised both categorical and non-categorlcal ways of analysing the
data. The latter approach allowed a more holistic I9IIding of the texts that contrasted with the
more segmenting approach of the categorical technique. I found that for the data on 'taking

time - touching base' encounters, the non-categorical approach yielded a more useful way of
analysing the data for several reasons. The data was limited as I saw only few examples of this
form of encounter and therefore the examples I saw and heard about constituted discrepant
cases. Indeed, as stated, I had to actively search out midwives who worKed differently. The
data on site 2 to support this section was even more limited as I saw few interactiOns. I also
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found that it was quite difficult to break down the data on supportive encounters in that by its
very nature such an interaction was helpful through its muJtifaceted and synergistic nature.
Therefore, I present this data by referring to specific midwives and the ways in which their
encounters were supportive to breastfeeding women.

Taam.n: Connectlna
Tasmin was a mature midwife with a degree in Midwifery. The day I saw her at her most
enabling was when she had come to the ward from clinic because it wasn't busy. She was
therefore just helping out with no sense of having to account for her 'outpuf. She appeared to
listen and learn from the mother and respond to her cues, for example during a postnatal
examination:
Tasmin (MW3): How was your delivery?
Mother talked for a few minutes about her birth. Tasmin actively listened to her story.
Tasmin: So have you any stitches?
Julie (P9): No
Tasmin: That's good
Julie: But I've passed a clot
Tasmin and Julie discussed the size of the clot and Tasmin suggested that Julie
showed a midwife next time, if possib1e.
Temperature (under arm) and blood pressure taken. A discussion took place about the
birth while waiting for the thermometer. The mother was reassured that the readings
are fine.
Tasmin: How did you sleep? Short discussion took place about sleep, related to the
birth again. The midwife asked her about her other children.
Tasmin: 1'1/ just feel your tummy-your uterus is lovely and finn-would you like to feel it

yourself?
Julie: Oh yes-The midwife guided her hand.
Tasmin: How are your legs-Short discussion followed re: cramp.
Tasmin: Did you breastf8ed your other children?
Julie: No, this is the first time.
Tasmin: How do your breasts feel?
Julie: My nipples are a bit SOt8. He wants to have something in his mouth an the time.
Tasmin: He needs to suclc/e as much as possible because that helps with your milk
supply. At first it is colostrum which is WHY thick and WHY nutritious. Then your breasts
will start to feel full in a day or two and the mHk will change, then your breasts will
become more comfy again. The mHk at the start of the fried is called first mHk and then
it becomes richer so you need to leave him on for some time. I f8member when I fed
mine she seemed to like one side better than the other, but I thought It would have been
the other side.
Julie: Yes, I like my lett bf8Bst best, but he seems to like my right. The mother became
more animated by sharing of information. What can I put on my nipples to stop them
cracking and that?
Tasmin: Well, they may be uncomfortable the first couple of days, but if you get
someone to check how he's on your breast then they should feel better. You can
express a bit of mHk and let air get to your breasts. Next time he wakes up we71 have a
look.
Julie: Will he need water?
Tasmin: No, he doesn't need extra water. Remember as well that each baby is different
and otten they want to fried WHY frequently at first, but later they feed less frequently.
Julie: How long did you feed yours?
Tasmin: Oh until 9 months.
Julie: wrrat about her teeth?
Tasmin: Well somehow they don't seem to bite you when they have got teeth.
Julie: Oh, because I was WOtTied about that.
Tasmin: And Its good to keep feeding, as It's so full of goodness and protein.
Julie: I've beanl it reduces eczema?
Tasmin: Yes, that's right, It's a good idea. Well he looks great, when he wakes up
either I or the other midwife will checIc him as well. 111 just go and get your postnattII
exercise leaflets.
She came back and discussed postnatal exerciSes.
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This was an encounter in which the midwife and mother did not know each other and yet a
rapport was built up quickly whereby the mother was able to explore a range of issues that were
of concern to her. Tasmin contextualised breastfeeding with Julie's birth asking her about her
birth experience to which she actively listened. She then contextualised it with Julie's life by
enquiring about her other children. The encounter illustrates information giving in response to
the mother's cues, i.e. -He wants to have something in his mouth all the time-, The infonnation
was then given in a way to enhance the mother's understanding of the principles underpinning
baby-led feeding. Tasmin also sensitively shared personal experiences. I rarely saw this use of
self, probably due to the culture within which midwiveS were working in making them unable or
unwilling to draw on and use their own experientialleaming as mothers (Kirkham 1989).
The personal revelation offered by Tasmin i.e, -/ remember when I fed mine she seemed to like
one side better than the other, but I thought it would have been the other side- assisted the
mother in relating to her and created an opening for her to ask questions: ·Yes, I like my left
breast best, but he seems to like my right. What can I put on my nipples to stop them cracking
and tharr A discussion followed about prevention of sore nipples. This use of personal
experience in a sensitive way relates to that described by Fenwick et al (2000, 2001). Likewise,
Halldorsdottir (1996) refers to thiS as an aspect of connection, i.e. -mutual acknowledgement of
personhood- through ·some reciprocal self disclosure, limited, but sufficient to remove the
masks of anonymity" (p.34). Tasmin, also emphasised the individuality and uncertainty of
feeding: -Remember as well that each baby is different and often they want to feed wry
frequently at first, but later they feed less frequently.· I interviewed Julie (pg) following this
encounter:

F: Could I just ask you how you

feel after

the discussion you have just had with the

Midwife?

Julie: Well it has stopped me panicking that he isn't getting enough cos he is really.
F: Yes. what has reassul'8d you on that?
Julie: Cos the midwife breast fed herself. her own babies-she's not just saying it cos
she's read it, she's saying it cos she knows.
F: How does that reassure you?
Julie: You know, she's not just got it out of a book and she's sayin' it. She obviously
knows herself cos she's done it 3 times- yeah... Evetybody has been so negative, but
it's not the case all the time.
F: What else did you leam from the discussion?
Julie: Well I don't need to give extra drinks, he doesn't need extra and she said I didn't
need a dummy, it's just the baby building the supply up. I thought he was just stuck on
it cos he wanted a bit of comfort, see , didn't know that. 'would have just stuck a
dummy in his mouth. So now I'll pet'SeV8f8-1'1I tTy not to give it. I know I'm not gonna be
pain free, I'm not naive I know thetB71 be some discomlolt I don't feel disheattened
now. I did, cos of the thought of feeding on my own eV8ty hour. I know now it's goona
get harder, but it w,71 be better in the end.
I had only a brief chance to ask Tasrnln about the interaction because she had to -dash baCk- to
clinic:

F: I notice you sham with women some of your own experiences B8 a mother?
Tasrnin: Oh, well, I share my experiences in IWpOIJae to intuitive cues. I'm \I8Iy careful
about how I do it. I wouldn't always do it, but I do it with sensitivity when I need to.
F: How do you feel that helps?
Tasmin: I'm not sure really, it's just something I do fairly spontaneously when I think It's
relevant.
This was the only one of two references to midwives using intuitive cues made during the study
which points to the general lack of acknowledgement of Its relevance or even existence.
Tasmin also demonstrated active listening, a key aspect of caring (Kirkham 1993, Hal1dor&dottir
1996, BoncJas-SaIonen 1998, Davis-Floyd and St John 1998, Fenwick et 811999,2000,2001,
Palrman 2000). Davis-Floyd and st. John (1998) emphasise the importance of listening and
sharing in recreating a place for the -human values of partnership, relationship, compassion,
and caring- (pi 07). Kirtdlam (1993) states, "we need to let women speak in order to know their
concerns and to improve our ability to listen to women's words and cues- (p.9).
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I actively sought to observe Tasmin on a very busy day when she was rushing from one bed to
another in order to see how this may have changed her approach. She was asked by Kate
(P39) to corne and check her breastfeeding. She said to me. -If you're observing this
interaction, it's going to be VERY quick. I've got an antenatal woman with problems over the
other side, so I've only got 2 minutes". The encounter was therefore quite directive but she did
get across some key points within a very short space of time:
Tasmin: Now lets see what I can do? At8 you comfy? Lets take away these extra
blankets... that's better, now, aim to put her chest next to yours. Une her up nicely and
point her nose to about level with your nipple. Then make sure her mouth is really wide
open, yes........ tease her lips with your nipple, that's it, yes, good now bring her on
quick/yo Mother does this as Tasmin watches for a minute, then she apologises and
goes. The baby attaches well and suckles for a while.
I then asked Kate:

F: How do you feel after that time with the midwife?
Kate (P39): Well that's the first time I've been shown what to do. Now I understand
what to do. I wish they'd told me that, you know, earlier and I wouldn't haw needed to
keep buzzing them.
This very brief encounter was -good enough- (Alan 2000) under the circumstances and the
mother was pleased to have been shown, albeit rapidly, how to attach her baby effectively. The
encounter illustrates the way in which this midwife changed her approach given the constraints,
but did what she felt was most effective. I would have liked to have observed her assisting a
woman with attachment when there was more time, but did not get the opportunity as Tasmin
was rarely on this ward as she tended to be one of the midwives who was frequently asked to
go to delivery suite, clinic or theabel

Leann,; Touching bait
The contextualisation with the woman's birth and life and response to women's concerns was
also evident in a dialogue between Leanne (MW17) and Sue (P29). Leanne also supported the
mother sensitively through the process of breastfeeding and made time to stay with her for a
while.
Leanne (MW17): Introduced herself. Baby crying. How are you?
Sue (P29): Oh, aI/ right, but I can't move m&-S8If much.
Leanne: How was your birlh?
SUe: Well, I ended up with a caesarean cos the con1 came down
Leanne: Oh, did you have a general anaesthetic?
Sue: Yeah, so I'm half asleep now and I can't move around much.
Leanne: Mmm, you71 feel a lot better when you are mote mobHe. Let's see " we can
help you? She stood by and encouraged the mother to support him. Can you support
him yourself with your ann?
Sue: Yeah
Leanne: Good, now aim your breast up to the rod of his mouth - that's it, 171 just watch.
Baby attached and suckling. Have ~ got other children?
Sue: Yeah I've got 2 boys at home.
Leanne: How did you feed them?
Sue: I fed the first one for 2 weeks then I got mastitis and ended up giving up. Then the
same thing happened again with my second one, but me community midwfffl was fNIIy
helpful so I fed him for 6 months. That was 3)'88fS ago.
Leanne: That's good, you did well.... silence while she observed the feed. They 8Iop
and start, so don't wony. Sometimes when you have a CB88SfNn 86CfJon If takes a
little longer for them to get going. You may find feeding on your sJde helpful and
sometimes skin contact can be utlBful just to calm him. How does that feel?
Sue: OK, but the after pains ate awful.
Leanne: Yes, they1l be stronger when you feed him at your bteast, because It's helping
your uterus to contract down........ You can see he's starting to take lovely deep sucks.
So have your other childten been in to see him?
Sue: No they'll be in today
Leanne: Have you got a name for him?
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Sue: Yes (name)
Leanne: Do you feel you have enough know/edge about mastitis?
Sue: Urn, why do women get it?
Leanne: It can be for various reasons, it could be poor drainage if the baby isn't well
attached or isn't finishing the bmast feed, or a tight fitting bra. The thing to do is to wait
until the baby comes off your bmast, try not to take him off before he's mady. I've got a
very good leaflet on mastitis, I'll bring you a copy when I come back a little later. (She
did this later and talked her through it)
Sue: Thanks.
Leanne 'touched base' with Sue by asking about her birth, her other children and her current
concerns. This enabled her to then provided useful informatiOn that focused upon individual
needs and concerns, for example with regards to mastitis. This contrasted with the standard
patter seen in many encounters. leanne also used positive language to emphasise progress,
• You can S96 he's starting to take lovely deep sucks."
Jenny: Taklna time. 8Stabllshlna tnIIt and bulldlna contId!nce
I shadowed Jenny over a period of 3 days as she supported Jocelyn (P18) through her 5 day
postnatal stay. Jocelyn came from an area with high levels of social deprivation. She had two
older children at home. Her current baby was born at 36+ weeks gestation and was also small
for gestational age. Jenny was able to follow her through for the duration of her stay carrying
out a range of confidence (self-eflicacy) building practices.
Jocelyn (P18): My plac8nta weren't feeding him proper. I hope he's all right?
Jenny (MW14): What do your instincts tall you?
Jocelyn: I think he's al/ right.
Jenny: Yes, he's doing vel)' wel/.
Jocelyn: He looks a bit yellow.
Jenny: Just slightly, thars common, but the best thing for that is to k86P feeding him.
We?1 put him by the sun after this and let the sun get on his face.
A little later:
Jocelyn: Is he feeding all right?
Jenny: Your body feelings am the best guide - what do you think?
Jocelyn: I can hear him sucking
Jenny: Yes and I can hear him swaHowing. We can see milk and we know from his wet
and dirty nappies. What colour Is his pooh now?
Jocelyn: Oh it's changed now, It's not black any mot'8.
Jenny: Good, that's another good sign. Oh look you can see milk dribbling out onto his
chin, that's good.

Here Jenny assisted Jocelyn in connecting with her body signals and confirmed these by way of
reassuring her about the adequacy of her milk. This -process of inspiring confidence in women
by our confidence in their abilmes- Is referred to by leap (2000, p7). Cronk (2000) believes that
this enhancing approach will have further wider ramifications. ·Our input in tenns of nurturing,
enhancing and respecting the development of feelings of parental raponsibility will, r believe,
benefit society" (p23).
Later Jocelyn suggested giVing a bottle rather than cup or syringe feeds to her baby:
Jocelyn: I just wondered if she would have leas wind with a boUle?
Jenny: No I don't think so and you would be risIcing the whole breastfeeding by bottle
feeding. You'l8 milk Is so wonderful for him, there's just no comparison and especially
for a smaller baby it's even tnOI8 impottant to bleastfeed.

The value of breastfeeding was referred to in order to encourage Jocelyn to perstMtre. This
was done in a positive way unlike some of the negative encounters in which the health benefits
of breastfeeding were referred to in what seemed to be a coercive way, as discusaed in chapter
6. Following the interactions Jocelyn commented to me:
I couldn't have done it without the staff here. I mean Jenny has been fantastic. She
has been with me 8vety day and has really helped me. They build your confidence by
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praise and saying you're doing fine. They're there for ya whenever you need em
(Jocelyn, P18).

Jenny came over at the end of an interview I was conducting:
Jocelyn (P18): We was just praising 18 (laughs) Is yer 'ead getting bigger (laughs).
Jenny (MW14): Well, remember you are the one who has stuck at it. It has been vety
hard and you've stuck at it, so it's you who you should be pleased with. Weil done.
Thus the midwife gave the praise back to the mother reinforcing her role and underplaying her
own. Jenny particular1y praised Jocelyn for persevering. Foftowing comments from Jocelyn that
Jenny had built up her confidence, I asked Jenny how she had attempted to build her
confidence:
Well I kept hammering away that it would get better, it would get easier and that baby
was doing vety weN with that weight and with those problems. I got the feeling that
eventually that was filtering through to her, but initially it was just running off her, you
know she was just unsettled, insecure, wasn f even certain that she wanted to go on
feeding ....And that was my conscious tactic anyway, you know, to keep bashing away
and that it will be OK and that she was doing Yety well. It seemed to work. WIth all
that's going on she's got a very poor attention span and there~ a SOft of low grade
chaos surrounding the whole thing. She was often... She would start a conversation and
then I noticed she veered off into the distance half way through. She seemed to find it
quite taxing to get involved in a SOft of planning discussion as to what to do with the
next feed. Literally, I would see her just staring out of the window, just cutting off. Um,
once I realised that, I tailOf9d my approach towards her, to give less information and to
keep the horizons down to the next hour or 2 rather than the long term (Jenny, MW14).
Here Jenny emphasises her growing understanding of Jocelyn's needs and her tailoring of
information to meet her individual needs. She recognised that Jocelyn felt uncertain and unsure
of herself and needed to be supported by discussion of short rather than long terms issues at
this stage. This understanding and tailoring of support could only occur in a situation in which
the midwife and mother had time together to get to know each other. The way in which Jenny
helped Jocelyn to cope in this context is summed up well by Leap (2000). She uses the
metaphor of the journey, in which the terrain is rocky, as she emphasises the value of the
midwife and mother -embracing uncertainty together" (p.4):
The midwife provides a map for the woman if she needs one, warning her at the same
time that the journey includes uncharted landscapes for which there can be no planning.
She points out the sign posts for various alternative routes and warns of hazards to
avoid or obstacles that can be circumvented or surmounted (p.15).

One of the key ways I saw Jenny building confidence in Jocelyn centred on emphasising a
sense of progress and achievement as seen in the two following extracts.
Jocelyn's baby, who was small for gestational age had required fonnula by cup during
the first 2 days following the birth due to unstable blood glucose levels.
Jenny (MW14) (Following a breastfeed): I think W8 need to give a little Aptamll this time,
but soon he won't need that.
Jocefyn (P18): YBBh, I don't like that stull anyway.
Jenny: It's only vety shott term because he is preterm. He's lJ86ding I8ss and less.
Jenny turned to me: It's an intuitive process juggUng bt8ast with EBM and Aptamil, but
the main priority is keeping him down here and not having him go to NlCU. That's been
a major achieVfNTlt!lnt. Turned to mother: I mean he's had no drips, no tubes, no
antibiotics. We really are winning.

A little later:

Wen.

Jenny: Oh that's f1I88t, he's I'8IJIIy suckling keenly ttHn.
definitely winning.
This is great; he's really progressing. I can see the daylight between the tnJes. He's
coping beautifully. That's 8pl9ndid, perlect. I think aB being well he may be totally
breastfeeding from you in the next day or two. Look he's rapidly becoming a nonnal
baby now, he's maturing. He knows what to do.
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like Tasmin. Jenny referred to midwives using intuitive knowledge. As stated. this was very
unusual and as it occurred in two positive encounters suggests to me that the midwives
engaging in supportive encounters valued different knowledges. for example intuitive
knowledge.
Jocelyn appeared to see the midwife as the participants in Fleming's (1998b) study did as
"being for" her or "attending- (p140):

Oh all that time with J8flny, she were there regular like, you know same midwife doing
the cup feeds an that. I mean when he kept having the injection like in his foot (heel
prick) I were all for going over to that Aptamil cos it would stop him needing it like. But
Jenny kept saying come on, keep going it's best for the baby and I'm glad she did like.
She knew exactly what was going on (Jocelyn. Pi8).
One of the most striking observations I made when observing Jocelyn and Jenny was the way
in which Jenny was there for Jocelyn forming a refationship with her. This retationship was
assisted by there being continuity of carer, but it was more than that. It was a relationship of
trust. As stated, this ability to form a trusting relationship is now emerging in the literature as
enormously beneficial to women and the quality of their maternity care experience
(Halldorsdottir and Karfsdottir i996a,b, Halldorsdottir 1996, Edwards 2000, 2001, Fenwick et al
2000, 2001, Pairman 2000, Curtis et at 2001). Jocelyn's trust in Jenny appeared to be
fundamental to the incremental conficIence building that took place. As Edwards (2000)
research showed: "Where trust was the foundation of the reJationship between the woman and
her midwife, the woman interpreted her experience in terms of growth and change- (p.77).
Jocelyn also emphasised that Jenny had time for her: -She seems to have more time than the
others, they're all rushing around - you know they seem to be vety busy but Jenny, she spends
time with you.. This resonates with the findings of Curtis et al (2001) who reported that
maternity care clients described staff who -made time for them- as giving -good care- (p.128).
Hoddinott and Pill (2000) likewise emphasised the way in which women valued midwives
spending time with them. However, Jenny pointed out that the opportunity to follow a mother
through and develop a relationship was quite unique:

I've been involVed with Jocelyn from transfer to this walTJ. It's one of those lovely
situations whale she's had the same person most of the time and the same advice. I
mean so often you see someone one day, you set things in motion and the next day
someone else has scupperacJ it and the petSOI1 is bottle feeding. In this case the night
staff have carried on as I have and so she's had no oonfIlcting advice. The thing is this
is the exception. We've been quiet OWN" the weekend. I've spent hours with her.
NormaUy though she just wouldn't have got anything like this attention and she would
have ended up most probably with the baby in NlCU. She's got a \I8Iy poor ability to
retain information and she just could not have coped with minimal attention. Then
because of lack of staff she would have ended up separated from the baby, and an that
extra time and expense would be involved with a baby on neonatal unit That is what
happens when there af9lJ't the staff. It's just been lovely to be able to support someone
through this process like this (Jenny MW14).
This relates to Fleming's (1998b) concept of the midwife identifying herself as -being with- the
woman or "presenCing- (p.i40). However, Jenny did recognise that things could have been
different

Things could have been WHY different if the wanJ was vety busy and I wasn't able to
communicate the support she was needing to others. I mean what so often happens Is that
the midwife just pops her head round the cutfaln and says where have you got to, what is
she doing or whatever - right 111 be back in quattar of an hour, half an hour. That might have
done for some people, but I don't think it would have done for Jocelyn. She'd have said hold
on, what do you mean, what did you say and wanting it f8P88ted' I think it would have been
f88l1y really difficult with her. Thank goodness it wasn'r. I don't know but that would be my
guess as to what would have happened (Jenny, MW14).

When 1asked Jenny how her care might have changed in a busier situation she stated:
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Well, I think there's more pressure when you're busy, not to discuss things and just to
tell a mother what to do, and because most mothers, particularly in a stressed situation
like that will just do what you tell them... and Its ~I)' sasy to fall into a situation where
you almost exploit that. I mean g~n the cUTTent staffing situation you cannot give
woman centred - care. I mean I would hope I still discuss things with women and try to
discuss things with them. But it's incredibly difficult with someone who's a bit slow, who
needs time, time to burst into tears and then settle down afterwards, without saying
anything.

Jenny remarked regarding Jocelyn's perseverance and gave her the credit
I just feel that that was a wonderful case. It just illustrated all the problems, with some
of her problems as a mother thrown in regardless of the baby. She found it difficult to
take in information.... I take my hat off to her for her perseverance, g~n how upset
and tearful and wobbly she felt at the beginning, she stuck at it vel)' well.

Jenny had worked hard to create the relatiOnship she knew would support, encourage and build
Jocelyn's confidence and help her cope with her emotions. However, it was clear to me that
providing this type of care left Jenny marginalised and isolated among the majority of the staff.
She was working against the prevailing culture on the postnatal wards to form meaningful
relationships based on trust and to provide a high level of support. The challenges of achieving
this within divisive and hierarchical settings in which this form of care is not the norm Is
dramatically highlighted by a series of works by Kirkham and colleagues (Kirkham 1999,2000,
Edwards 2000, Kirkham and Stapleton 2000, Kirkham and Stapleton 2001a, Ball et al 2002,
Stapleton et al 2002, Stapleton et al 2002d,e). As Fleming (1998a) states In relation to
midwives who take the lead from how the woman feels:
Midwives, in attempting to practice within a framework which is different from that of the
dominant medical model of birth, and which is accepting of the women as a partner in
her own experience, are.... basing their clinical judgement on knowledge which does not
corne from traditional Western epistemologies (p11).
In contrast. as Wikins (2000) asserts, the western -professional outlook" of midwifery has made
it -conceptually blind- to the processes that make a relationship -special for mothers- (p.29).
To summarise, Jenny touched base with Jocelyn in several ways. She followed her through her
hospital stay until discharge and she made considerable time for her. She built up a
relationship of trust with Jocelyn and used an approach that was based upon understanding her
as an individual. She made clear plans of support that were carefully communicated to the
staff who came on at the next -shift". She praised Jocelyn, she built her confidence and she
encouraged her to persevere, by providing small short team goals. She helped her to cope with
the uncertainty and emphasised progress being made. She encouraged Jocelyn to listen to
intuitive cues thus helping her to feel competent at making judgements herseff.

Kim; Building network!
Kim was pregnant and worked part-time. She was 'not allowed' to be called to delivery suite
due to being pregnant, therefore when she carne onto the ward she felt more secure. She
appeared to connect with the women because she was pregnant She shared of herself and
women saw her pregnancy as an opening point for conversation. The encounters were n0ndirective and woman-centred. In the following extract from my field notes I Illustrate how she
created an atmosphere which assisted women in developing a network of support from other
mothers:
I observed Kim (MW15) during a morning. She was based in one bay where she
largely stayed, focusing particufarty on a woman who had just returned from having a
Caesarean Section under GA and who needed a tot of assistance with brealtreeding.
The woman spoke little English, 80 I didn't approach her. Kim was sensitNely assisting
the mother with breastfeeding, quietty observing the feed and also making heraeIf
available to the other women. The other three women were also breastfeeding. The
three other women asked her questions about her forthcoming baby and her existing
family, which she answered as a mother to mother. They also asked her many
questions of concem to them that she answered in a very non-dil'8Ctive and non-
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authoritative way drawing on her combined experience of being a mother and a
midwife. She had a very facilitative style, drawing the mothers into the conversation.
The women started to chat among themselves with increasing freedom and confidence
both when she was there and when she wasn't. I observed a huge amount of exchange
of useful discussion and suggestions related to breastfeeding and parenting in general,
which was clearly the women's main concem at this point (Field notes).
This facilitation of what Leap (2000) describes as the fourth ·e· - "Community" (p.8), involving
encouraging the development of supportive relationships and enabling women to learn from
each other is commonly overlooked in hospital. The limited visiting hours often make it difficult
for women to communicate effectively with their community network of social support. The
system by which the woman could only phone out using a portable phone that was often much
in demand or out of order creates a further barrier to communication with the outside wor1d.
The importance of psychosocial factors such as sensitive social support, particularly network
support and social cohesion upon health and well being is being increasingly recognised
(Sarafino 1994, Wilkinson 1996). Wilkinson (1996) referring to anthropological evidence argues
that collectivism, sharing and reciprocity were cultural norms, globally, for most of human
existence until the outset of capitalism and consumerism, bringing with them a philosophy of
individualism.
The 'chatting' between Kim and the women in the bay was akin to that described by Fenwick et
al (2001). They describe this sharing generated by ·chatting"- i.e. relating, exchanging and
sharing lifestyles. They refer to talking changing the atmosphere. Yet in their study only 12 %
of communications at the bedside contained examples of chatting. The facilitative Interaction
was described as:
No one person appeared to be guiding the tum taking or setting the agenda. Women
were 'noted' to be engaged in the conversation, asking questions of the nurse and
leading the discussion. The nurse appeared comfortable in the exchange. Both
participants shared equally and the interactions were characterised by a sense of
equality (p.588).
They noted that self-discJosure by the nurses, through Informal chatter encouraged similar
disclosure by the woman, enabling nurses to access the woman's world. They were sharing
rather than telling. They noted that elements found in "char to include, "asserting similarity",
"displaying empathy", "calming reciprocity" and using ·conversation politeness gestures·, all
enhanced the other's sense of self (p590).
Tuming to site 2, as stated, there was less opportunity to observe interactions. There were
some differences between site 1 and 2. Firstly, because women were behind curtains on site 2,
they tended to call the midwife when they wanted her. The midwife would answer the buzzer
and attend to the woman's conoem. This meant that the ensuing agenda was less midwife
dominated than on site 1 with the postnatal check often being conducted at the same time as a
call. The midwives appeared to be socially and culturally more Similar to the women than on
site 1 which may have contributed to there being slightly less of a professional barrier between
the midwives and the mothers than was evident on site 1. The time spent with women varied,
depending on midwives anticipation of staff being needed elsewhere at short notice.
The approach whereby midwives provided information when a mother buzzed was perceived as
acceptable to women, as illustrated by Millie:
Millie (P43): Uke they have been helpful, like whatever I've asked I'88Ry...... but they
don't intetfere too much either cos.... J was saying they just leave ~ alone, but I've
I'88/ised what they're actuaRy doing is coming when you nfHKI them, when you ask for
them and they tell you then what you need to know...... They're not giving it you aN at
once, saying you should do this and you should do that, you know, tTying to tell you cos
I'd just forget it aI/anyway (laughs)....... Yeah, cos the #frst night I didn't have a clue like,
luckily she just latched on and she took to it so, I spa. if I'd been having fII()I8
difficultiN they might have been there more but...
Partner: They don't come with a big list like and say this is what you've gotta do.
Millie: I know that's what I'm saying, like I'd fotget, I'd be panicking, thinking they told
me to do this and they told me to do that....
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I followed this teenage mother, Millie, through for three days during which her partner was with
her most of the time and there was very little input at all from the midwives related to
breastfeeding. However, the mother appeared to be feeding her baby very effectively, so it was
felt that she didn't need any additional information. While this lack of Uinterference- was clearly
appreciated by Millie, others developed sore nipples and one stopped breastfeeding probably
due to insufficient attention as discussed in earlier sections. Again an individualised approach
is the only way that support needs of a given person can be provided effectively but without
continuity of carer this is difficult. There were situations on site 2 in which the midwife already
knew a mother from delivery suite. This appeared to make a difference to communications, as
may be seen in the following interaction.
Sandy: Building a relationship

Sandy was the midwife who supported Selina during her labour and birth, so the dialogue
showed a clear link up with earlier discussions. It was contextualised with the birth. The
midwife had also got to know the partner. She remembered aspects of the mother's physical as
well as emotional well being.
Sandy (MW30): How af8 things?
Selina (P48): Oh, well, I was up all night feeling vety excited.
Sandy: Yes, it's all so diffe18nt isn't it. Has your husband been in?
Selina: He's coming in later, with his paf8nts from London
Sandy: Will you have some time on your own with him?
Selina: Yes, after they've gone.
Sandy: That's good, cos like we wef8 saying yestenJay, YOU18 a thf86S01n6 now and
your f8lationship changes, but you need to have some time together.
Selina: Yeah, he had some time on hef8 last night, but he was tired too.
Sandy: Oh, he looked tired. OK, I'll go through your check, check your tummy and
everything, check your stitches and then we'll look at her and bath her and get her
feeding, all right?
Selina: Yeah
Sandy: How af8 you feeling ?
Selina: Just exhausted, totally exhausted.
Sandy: You need to catch up on your sleep. When she's sleeping, you sleep and at
home the same. Forget all the bits of jobs you can see around you, they can wait, but
when you can catch up on your sleep. Jean (the physio) will be popping in to see you
later. She'll help you through the exercise programme.
Selina: Thafs good
Sandy: Do you feel as though you a18 hungty today?
Selina: Yes
Sandy: Oh good. You don't feel as though you've got a temperatu18?
Selina: No
Sandy Took her pulse. How's the feeding been? Did you use the niplette?
Selina: Well, I didn't need to because ...... .in the labour ward they showed me how to
feed on my side, which worked f8811y well.
Sandy: She did f8ally well on the labour ward as well, didn't she, she f8811y got on your
poorer side if anything, she did f8811y well!
Selina: It's just.... you know..... comforling to know when I go home if I need it just in
case.
Sandy: Well, if you feel the need, it's thef8 isn't it, but you know, stay in until you'f8
ready to go home. Don't feel you've got to rush out tomonow or anything..... Now your
breasts a18 going to be soft, for about thf86 days, then you1l feel them start to get fuller.
You might get some pain when you feed as it helps your uterus to go down.
Baby starts crying, mother turns to her.
Sandy: You'll find you have one ear open all the time for the baby.
Sandy completed the postnatal check and then demonstrated a baby bath. The encounter was
two-way, with the mother asking questions intennittently, for example:

-Can you use baby wipes on the face?-How do you know what temperature to haw the water?-'s that a good baby bath solution to use?When should I bath her?-
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"Should I put scratch mittens on her?"

It was clear that because Selina had already got to know the midwife that she felt quite
comfortable asking questions. This was one of the very few examples that illustrated a change
in the nature of the encounter related to the midwife and mother not being strangers.
Summary

In this section I have highlighted some of the ways in which midwives 'took time' and 'touched
base', that is touched the personal experience of women and supported them in relation to
breast feeding their babies. The strategies utilised included contextual ising breastfeeding with
the woman's birth and personal experiences in general. There were examples of actiVe
listening, sensitive use of self and an individualised approach to care. Ways of building selfefficacy included assisting women to connect with their own bodies and baby's signals,
validating the mothers experiences, encouraging and praising her and emphasising progress
and achievement. Women were supported with understanding the principles of effective
feeding as appropriate to their situation. Midwives found ways of making enough time to meet
the needs of the women. Opportunities to create networks with other women were created.
Sadly, these examples were very few as relationships between mothers and midwives were
almost impossible to establish and few of the midwives appeared to truly seek ways of working
in connection with women or indeed even appeared to have the desire or ability to do this.
The question that arises from the data in chapter 9, is how can we reconstruct a culture in which
the concepts of embodiment, relational skill and caringlnurturance are celebrated and made
possible in postnatal midwifery practice? How may the midwife-mother relationship be one
which values connected encounters in which midwives touch base with women meeting their
individual needs in the context of their lives? How may we ensure a dramatic move away from
an instrumental, technical and authoritative approach to breastfeeding women which causes
them to feel that they are reduced to being productive yet subjected? To what extent can real
change be achieved within an NHS maternity unit given the origins, nature and culture of
hospital institutions? I now address these issues in chapter 10.
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CHAPTER 10
·PRODUCTIVE YET SUBJECTED':
DISCUSSiON AND CONCLUSIONS
People want everything in black and white..... but being a new mother and breastfeeding
are not like that at all. Breastfeeding is like midwifery, you have to wait and see what
happens, you don't know what is going to happen next. You have to go with the
flow....... There's no answer to breastfeeding - it's complicated, people have different
lives, different circumstances, different pressures from outside. I know that from my
own experience of breastfeeding. Then midwives bring their own attitudes, you know.
Irs very complicated (Virginia, MW20).

Introduction
In this critical ethnographic study I have explored the postnatal ward experiences of sixty-one
women who commenced breastfeeding. Through observations and related interviews with
mothers and midwives, the postnatal ward cultural milieu within which women breastfeed their
babies and midwives work is highlighted. In this chapter I discuss some boundariesllimitations
of the study and the ways in which I have extended knowledge. I draw together the thematic
networks to synthesise parts into a whole and make recommendations for transformative
change and further research.

New territory
This study extends existing knowledge in a number of ways. It is the first critical ethnographic
study that focuses specifically and exclusively on the range of influences upon women's
experiences of breastfeeding in UK postnatal wards. Women's experiences are inevitably
impacted upon by a combination of wider socio-cultural influences in addition to the specific
events taking place within the postnatal ward. I illuminate this blend of influences through
analysis and presentation of the data. In this way I unite a macro-political economy of health
perspective with a micro focus upon the postnatal ward culture and the personal experiences of
women as they engage in the embodied experience of breastfeeding in a specific cultural
setting. This blend of micro and macro is crucial to a critical medical anthropological
perspective (Frankenberg 1980, Csordas 1988, 1994a,b, Singer 1990, Lyon and Barbalet
1994). In this way, I provide a new area of exploration to critical medical anthropology and add
to midwifery knowledge.
I utilise a range of concepts: 'production'; 'linear time';
'separation/space'; 'authoritative knowledge'; 'surveillance' and 'control' to illuminate the issues
raised within the data.
One of my key foci is upon the interactions between midwives and postnatal women, as this
constitutes a major part of women's experiences while in hospital. While focusing upon the
nature of health professiona~ient encounters to inform my analysis, I also critically examine
the nature of the culture within which these interactions take place and the ways in which this
cultural milieu influences midwives in their approaches. Therefore, I emphasise the interaction
between structural constraints and agency on the part of both mothers and midwives. In this
way, as led by the data, I draw parallels between midwives and mothers within the postnatal
ward culture in illustrating that they are both 'productive' yet 'subjected' (Foucault 1977, p.26).
In theorising about this data and considering the implications, like others, I have to accept that
development of any form of breastfeeding meta-narrative as empowering for women is
inappropriate (carter 1995, Schmied 1998, Blum 1999). However, I believe that transforrnative
action is possible through awareness raising of the social, political and economic 'limit
situations' and a consequent confrontation with 'limit acts' (Peters and Lankshear 1994). In this
way, the macro-rnicro connections, so fundamental to critical medical anthropology are
maintained. To confront limit acts requires collective action and this in tum requires coIJective
conscientization (Freire 1972). In order to theorise about these limit situations or constraints
upon women and their breastfeeding projects, whilst connecting theory with praxis, I tum to five
key areas that emerge for transformative action. I argue for: a reconsideration of the way In
which women's bodies are portrayed; a re-conceptualisation of women's time; reconflguration of
knowledge about breastfeeding; re-visioning of the mother-baby and midwife-mother
relationships; and relocation of the place and space in which mothers commence breastfeeding.
I explore the implications of my findings for women and also for professional practice within
these five areas and I subsequently make recommendations for further research.
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BoundarinILlmltation.
This study involved two maternity services and a total of three postnatal wards. It therefore
cannot be said to represent the postnatal ward experiences of women across the UK. As is
acknowledged within anthropology, cultures may vary considerably from place to place.
Nevertheless, the findings I report regarding the constraints upon midwives and the experiences
of women have many resonances with other ethnographic accounts within UK maternity
services (Kirkham 1999, Woodward 2000, Kirkham and Stapleton 2001b). The study was not
set up as a comparative ethnography of two units, rather I selected a second site to add depth.
There were nevertheless some differences between units that I have highlighted in support of
my analysis, although there were substantially more similarities.
I had intended to collect data in the same wayan both sites, however, as discussed in chapter
4, it was difficult to observe interactions on site 2. Nevertheless, I was able to conduct in-depth
interviews with women and their accounts provided considerable insight into the interactions
that had taken place. The contrast between the sites in terms of the (in)visibiJity of women was
indeed useful in understanding the nature of the private-public overlaps and the ways in which
surveillance was operationalised and resisted. I was not able to conduct as many interviews
with midwives as I would have liked as they were too busy on site 1 and largely inaccessible on
site 2. As stated, when I did speak with midwives, they pointedly steered the agenda away from
interactions with women and towards the ways in which the hospital culture constrained them. I
had not expected this barrage of negativity, but looking back I should have donel This
fortuitously strengthened my analysis rather than weakening it.

This was not a study of the Baby Friendly Initiative (BFI) per 88. Neither unit could be described
as a 'Baby Friendly Hospital' and therefore I cannot make statements about the nature of a fully
accredited unit However, the BFI and 'Ten Steps', featured in several ways in issues raised
through the data. I therefore examine these issues in relation to the unit's partial engagement
with aspects of the 'Ten Steps' and the BFl.112
The study findings may have been different for an integrated midwifery service. 113 This was not
the case in either matemity unit, with site 1 having a separate community and hospital midwifery
service. On site 2, the midwives self-se\ected to work predominantly within the hospital or
community. I had not anticipated this manipulation of the 'system' on site 2 and had therefore
believed initially that I would be observing within an integrated system. Nevertheless, other
research in areas where midwives do cross the community-hospital interface illustrates some
striking differences in the ways of working of the same midwives when in hospital versus the
community (lock 1999, Hunter 2002, Lock and Glbb 2003). In this way, the -power of placew
(Lock and Gibb 2003, p.132) is highlighted, with midwives being more institutionally-orientated
while in hospital and more woman-centred while in the community (Lock 1999, Hunter 2002,
lock and Gibb 2003). This institutional orientation was very striking in my data.
Connecting tht network!
The experience for the women in this study may best be mustrated by the metaphor of the
production line and Its accompanying notions of etftcient production and supply, against linear
time, with all of the associated demands upon thole engaged in the production process. The
postnatal ward was the final hospital stop of a medlcalised journey in which women's bodies
were subjected to multiple measures and timings of the quality and pace of their productivity.
On the postnatal ward they entered a place in which they were engaged In a new form d
productivity involving the making and delivering of their breast milk to their young baby. This
was a part of the project of motherhood to produce a new citizen who could meet the needs of
society.
Women conceptualised their bodies as vessels that wera apart from them and functioning (or
not) despite them. There was a sense of alienation and separation from the product, breast
milk. These dualistic understandings of their bodies went reinforced within the hospital setting
through the mechanistic monologues of midwives. Women's productive projecta were largely
It woutd have been InIereIting to conduct thIIlludy In • fuMy accntdIted 'Baby Friendly' hoIpbI but thII
In chaplw 4.
13 An Integrated midwifery ..rvIce InvoIveI the midwives ragularty CfOIIIng the convnunly-holpbllnterface.
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~. dilculeed

was not
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viewed by the women themselves as transient and temporary as they planned, even at this
early stage, for their return to their 'nonnal' productive lives with return to paid employment
being a central consideration.
There were three dimensions to women's productive projects; supplying, demanding and
contrOlling. They saw themselves as producing and supplying milk. However, almost without
exception, women expressed doubts about their 'bodies' ability to do this. The exceptions were
among those who had previously breastfed and for whom the experience had been a positive
one. Women reflected their deep mistrust in the efficacy of their bodies and a profound lack of
personal confidence in breastfeeding. When conceptualising their bodies in this way, as
machines, the task was inevitably seen as demanding. The demanding nature of breastfeeding
also related to the unpredictable way in which women's babies 'demanded' breast milk and
thereby breached their once ordered temporal boundaries. In addition, the baby made
indentations into their spatial and bodily boundaries. Women often felt wary of their baby
'depending' upon them in this way.
It was particularly striking that women spoke repeatedly about breastfeeding as if it were simply
breast milk feeding. There was rarely a notion of reIationality with the baby. It seems then
unsurprising that the task was seen as demanding as the act of breastfeeding was understood
as a one--way transfer of nutrition. Without the two-way reciprocity of a relationship, the act of
providing for another is experienced as depleting. While the hospital culture in itself could not
account for women's perceptions of their bodies and bodily functions, it played a reinforcing
role. The combination of lack of confidence, fear of chaos, unpredictability and sense of
planning for the future, led to women trying to maintain their boundaries and control
breastfeeding through making plans to incorporate 'bottles'. This was commonly seen as a
necessary and desirable progression towards independence for mother and child and return to
normality. Technical aids were seen by some women as assisting them to cope.
Women were not only 'productive' but they were also 'subjected' (Foucault 1977, p.26) to
ideologically pelVSSive and authoritative notions that 'breast is besr and 'correct ways to
breastfeed', both of which created pressures upon them. Women's felt pressures to perform
and provide were compounded by feelings of discord related to a 'natural' process often being
experienced as complicated and challenging. Nipple soreness and fatigue constituted two
particularly strong challenges for women. In combination, these led to women seriously
reconsidering their desire to persevere with breastfeeding. While these pressures are not
unique to the hospital experience they were strongly reinforced by the atmosphere of
surveillance.
Surveillance was experienced in relation to authoritative versions of 'correct breastfeeding', with
exclusive breastfeeding being the most predominant On site 1, the structure of the wards
resembled the 'Panopticon' (Foucault 1977), an architecture that allows midwives to see all.
The midwives were themselves under surveHIance as they too were required to 'do the correct
thing ... in the right way' in line with a policy that enshrined the 'Ten Steps'. The Foucauldian
(1977) reference to the 'subjected' body Is not utilised het'e as referring to complete lnacription
and subjection. Both midwives and mothers exercised a degree of agency, with a range of
accommodations and resistances being manifested.
Surveillance did not simply stem from institutional regulation of breastfeeding and the power of
authoritative knowledge. Women were also ever conscious that they were carrying out an
intensely personal and culturally private activity In a highly public place, in which they went
surrounded by strangers. The hospital setting therefore magnified one of the major dilemmas
for mothers in breastfeeding, the tnaching of public - private boundaries. Women were very
aware of their breastfeeding act as transgressing cultural norms that breasts were primarily
sexual items. ConsequenUy, women adopted a range of techniques for creating a private place
in a public domain. The use of curtains on site 2 was a particularly powerful illustration of
women's ways of negotiating the sexual versus maternal body contradictions.
In the hospital setting, women were largely separated from fa'nily, friends and community
networks at a time during which they were recovering from pregnancy and birth and coping with
the newness of mothering a baby. They had to rapidly adapt to another place, the postnatal
ward. Given this set of challenges they sought emotional support, encouragement and
confidence building. The encounters with midwives, in most cases, did very little to meet theee
needs and indeed were often counterproductive.
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The midwives themselves were 'productive' yet 'subjected'. They were heavily constrained by
linear time, in that their work was unpredictable and rushed, coping with women who were
usually complete or almost complete strangers. Their work was like that of production line
workers; time pressured, routine, disconnected, fragmented and unsatisfying. In this context
they saw themselves as 'supplying' a service under extremely 'demanding' conditions. They
were required to do the correct thing as required by the institution, under surveillance. Despite
the pressures, pain and fatigue they persevered, day after day.... Like the mothers their work
was conducted 'out of relationship' or relational context and this meant that their actions were
seen as 'one-way' and therefore draining. Midwives engaged in ways of coping with the
pressure and chaos. This included adopting rituals and routines and approaching women in
disconnected, monologic, directive and managerial ways. The focus appeared to be upon the
needs of the institution first, mothers and babies second.
The parallels between mothers 'supplying' breast milk and midwives 'supplying' a service are
immediately both striking and alarming. The inevitable consequences for the postnatal women
were that their needs for support were largely unmet and the encounters they experienced
increased their emotional vulnerability and their alienation from their bodies and babies.
Equally, midwives' needs were neither met through the organisations nor through their
relationships (or lack of them). They too were emotionally vulnerable and alienated.
Rethinking breastfeedlng bod...
8reastfeeding is undoubtedly an embodied experience and in discussing women's bodies I am
ever mindful of the well rehearsed but little resolved dualistic feminist debates related to
sameness or difference. These debates focus upon women's dilemmas as to whether they
would prefer to strive to be recognised and respected for their differences or sameness in
relation to men (Humm 1992, Van Esterik 1994, Shildrick 1997). As Shildrick (1997) argues,
whichever of the positions are held, women will be blamed for their inadequacies as individuals
and seen as inferior to men and the -male prototype- (p.31):
Whatever forms the dominant representation has taken, the bodies of women, whether
all too present or disconcertingly absent have served to ground the devaluation of
women by men (p.14).
Shildrick (1997) proposes that it is the -body itself in whatever physical form it is experienced,
which positions women as both morally deficient and existentially disabled- (p.14).
As I discussed in chapter 3, breastfeeding creates particular dilemmas for feminists with regards
to the sameness or difference debate (Van Esterik 1994, Carter 1995, Galtry 1997a,b,c, 2000).
Breastfeeding is a cultUrally mediated bicrpsychosocial activity and, as such, there is an
interaction between the physical body and social wortd. The data generated through this thesis
highlights ways in which women's bodily experiences appear to be heavily influenced by the
concept of public place production, both conceptually and in the sense that the imperative to
'work' at least partially influenced their plans during the first days of breast feeding. Women
often saw their bodies as being a means of production and yet they seemed to be strangefy
alienated from the product, describing to me a striking lack of trust or confidence in their body's
ability to 'produce' milk. The demandingness of breastfeeding and the imperative to plan for the
future contributed to this distancing.
I therefore contend, in this thesis that my data represents an extension of Martin's (1987)
industrial model applied to labouring women. Like the labouring woman, the br&astfeeding
mothers expressed alienation and separation from the production process, br&astfeeding, and
from the product of their labour, breast milk. While the breasts replace the uterus as the
operational machines, women profoundly doubted their ability to produce and deliver the
product effectively, efficiently, on time and in the right measures. Given the limitations of
women's 'machinery', management and control was required and this was conducted by the
hospital midwives, referred to by Kirkham (1989) in her labour ward study as -shop floor
workers- (p.132). The baby, conceptualised as the consumer, was also seen as separate and
indeed independent The alienation and separation from both women's bodies and babies was
reinforced by being in a highly public, unfamiliar place, surrounded by unknown people in a
setting in which breastfeeding was institutionally regulated and managed. The alienation was
compounded by profound experiences of fatigue and for some of the women, nipple pain.
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Women are clearly engaged in a 'productive' project and I suggest that part of this involves
creating a dependent consumer paradoxically capable of earty independence from her/his
mother. Bottle feeding with formula milk marks progress in this direction. In this way women
engage in the construction of citizens that will be relatively comfortable with the corporate
control over food production, supply, purchasing and consumption, in line with capitalist
ideology.
Having extended Martin's (1987) model from a labour to breastfeeding situation, I further
elaborate upon the model in several ways. While Martin (1987) referred to women's bodies
being monitored by machinery, she did not extend this through to a Foucauldian perspective of
surveillance. 114 I have therefore added complexity to the notion of productive bodies by
introducing the concomitant concept of the 'subjected' body (Foucault 1997). Secondly, I focus
in parallel on the productive experiences of the 'shop-floor workers' and highlight the ways in
which the culture within which midwives work contributes to both their own and the women's
disconnected and alienating experiences. Thirdly, I highlight some of the further paradoxes
related to women and 'thei( (re)productive machinery, as I now discuss.
The embodied experience of 'exclusive' breastfeeding may be used to Illustrate some of the
paradoxes, contradictions and dilemmas created through the data with regard to women's
experiences of their bodies. Given the hegemonic inftuences of a patriarchal and technocratic
society's values upon women's attitudes and beliefs about themselves and their bodies is it
appropriate to argue that most women could reach a position of total trust in exclusive
breastfeeding? Even if they did totally trust their bodies they might well not want to engage in
this form of feeding. With this dilemma in mind and the strength of women's reliance on
supplements to breastfeeding I partially embrace Haraway's (1991) post-modem
conceptualisation related to women and machines. Through reading Haraway (1991) I became
strangely aware of what she describes as the growing 'leaky distinction' between people and
machines (p.152). She argues that we are all to some extent leading cyborgified lives,
describing a cyborg as a "'eorized and fabricated hybrid of machine and organism- (p. 151).
Being a cyborg then, she states, is about
Transgressed boundaries, potent fusions, and dangerous possibilities which
progressive people might expIote as one part of much needed political work [....]. A
cyborg worid might be about lived social and bodily realities in which people are not
afraid of permanently partial identities and conbadlctory standpoints (p. 154).
Haraway (1991) suggests taking -pleasure- in the -confusion of boundaries- (p.150). She sums
up this position:
Cyborg imagery can suggest a way out of the maze of dualisms in which we have
explained our bodies and our tools to ourselves [.... ] it means both building and
destroying machines, identities, categories, retationships, space stories (p.181).
However, I remain unconvinced of Haraway's -pleasure- when she makes statements such as
-machines are olSturbingly lively and we ourselves frighteningly inerr (p.152). Nevertheless,
Haraway (1991) does provide a ·unitary paradigm- (Pujol 1999, p.106) that avoids clearly
dichotomising the 'natural' from the 'technologicar.
The key issue for me when considering the place of technology in women's embodied
breastfeeding experiences still relates to the crucial questions posed by Jordan in conversation
with Davis-Floyd (1998) that it is not whether technology is·good or ba~ but "who controls the
technology, who owns it, who can speak authoritatively about it, and for whose benefit is it
used7 (p.273). FIOOl a feminist. political economy of health perspective, I see the combination
of doubt and mistrust in women's bodies and the concomitant use of those same bodies, in the
public domain - fuelling the capitalist economy, often under exploitative conditions as intricately
connected with patriarchal dominance. I am passionate about seeing an Increase in trust In
women's bodies by women themselves and others in relation to breastfeeding. This could
empower some women to see the need for technical aids and supplements as unnecessary and

114 Martin (1987) does rdtrto Foucault's (1977) dilcu..1on ragardlng tlamembennentofthe body, and ......... that
It has not 118c:kened, but IinpIy "moved from the ... to 1Cience- (p.21).
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even undesirable. I also see dualistic and mechanistic notions of the body and breastfeeding as
limiting possibilities for women.
However, I no longer hold the rather dualistic notion that any form of supplementing or
attenuation of breastfeeding simply represents a negative pole in opposition to the 'natural
ideal'. This position would support the judgmental notion that breastfeeding in certain ways fall
short of 'doing the correct thing ... in the right way'. This position simply perpetuates the 'breast
or bottle' dualism with all its dangerous and binding possibilities and advocates what Van
Esterik (1994) describes as ·politically correct breastfeeding - the idea that there is only one
way to breastfeed- (p.73).
My position then requires me to acknowledge the range of detrimental influences upon women's
experiences of breastfeeding. I would extend Dumit and Davis-Floyd's (1998) point that 'our
culture has naturalised technobirth' to our culture has naturalised techno-breastfeeding. This
means that, for some women, a supplemented or attenuated form of breastfeeding may meet
their perceived needs for a time...at this time, in this culture. I therefore wish to argue for a
reversal of dualisms such as exclusive breastfeeding or bottle feeding as this can be highly
problematic for women given the current cultural constraints.
However, acknowledging difference and diversity in the way women breastfeed need not
necessitate disembodimenl I believe that women could corne to recognise and celebrate the
concepts of embodiment, relationality and caring/nurturance, whilst avoiding a return to
essentialism. Secondly, I believe that as part of a collective project we need to re-establish trust
in ourselves as women, our bodies and the art of breastfeeding but without returning to a form
of essentialism that simply binds women to reproduction. This requires a collective effort by
women to erode the dominant, male-orientated base metaphors applied to our bodies away
from those centring on efficient production aided by machines and devices. This requires
theorising new forms of female embodiment, as suggested by Shildrick (1997):
What a feminist project might aim to do is to uncover the mechanisms of construction,
flaunt the contradictions and transgressions which destabilise the binaries, and insist on
a diversity of provisional bodily identifications. The move towards embodied selves
need not entail a new form of essentialism nor a covert recuperation of biological
determinism. Rather it celebrates embodiment as process, and speaks both to the
refusal to split body and mind, and to the refusal to allow ourselves to be either
normalised or pathoIogised. At the same time to stress both particularity and
substantiality for the female body challenges the universallsed male standard and
opens up for us new possibilities of (well) being-in-the-wortd (p.61).
If women's bodies are insaibed, at least in part by powerful notions of efficient production and
linear time, as the data in this thesis supports, then a crucial aspect of rethinking 'breastfeeding
bodies' stems from a re-conceptuallsation of time, to which I now tum.

Re-conceptualltlna time
The data illustrated that women's experiences of breestfeeding were heavily influenced by
linear time and the associated pressures. Women were coping at the same time with the past,
present and future. They went coping with the past events of pregnancy, and previous
experiences of mothering in some cases, and their more immediate experience of labour and
birth. They were living in the present with all of the pressing matters of new motherhood and
breastfeeding. Most striking and unexpected was the way in which they expressed the linear
sense of time running on and out. Breastfeeding was then experienced 88 time consuming,
impeding, or potentially impeding more pressing calls upon 'NOmen'S time. The sense of
urgency in relatiOn to time was powerfully reinforced by the ways in which midwives
communicated their own time pressures to women. This required women to compete for time in
order to protect themselves from time 'going' elsewhere.
The conceptual lens through which I viewed this data stemmed from the contrasting notions of
cyclical and linear time (Cipolla 1967, Kahn 1989, Adam 1992, Bellaby 1992, Helman 1992,
Starkey 1992). As Kahn (1989) asserts, linear time is so deeply embedded within western
culture that any other notion of time is rarely considered. It is a time that is pitched relentlessly
towards the future and is centred upon the notion of efficient production. Cyclical time, Kahn
(1989) argues, is a bodily, rhythmic time that is a part of ones' ontology and not separate and
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'outside' like a linear time. Whist I agree with Kahn's differentiation between linear and cyclical
time, my data suggested that linear time had indeed become a powerful part of women's being
or ontology. This requires me to shift in the direction of Foucaulfs (19n) theorising on time, in
that he states Ktime penetrates the body and with it all the meticulous controls of power" (p.152).
However, unlike Foucault, I argue that we can reconceptualise time and in tum change our
ontology. After all if some of the limits or constraints upon women's time were lifted .... for a
time..... then their perceptions of their breastfeedlng bodies would, I believe also change.
Breastfeeding would not be seen as simply using time up and taking time from other activities.
Kahn's (1989) notion of maialogical time. I believe. has enormous possibilities for changing our
notions of time and restoring time for women to engage in breastfeeding their baby in a more
fulfilling way. However. as she again asserts. maialogical time may be seen as part of -birth
time" for women but it may not be helpful for them to feel that it must continue throughout
motherhood. This could recreate the tensions around essentialist notions of mothers being
confined to the childcare role, the so called "full time earth mother" (p.31). She argues that
Uncorseting our maternal bodies does not have to be incompatible with living in linear
time, providing that this time moves forward more slowly and with more digressions.
Thus there would be time out for children [.... ]. Perhaps the time will come when both
productive and reproductive labour will be honoured equally. Not the tokenism of
Mother's Day, but an appreciation expressed through the reorganisation of work
structures to accommodate the uncorseted maternal body (p.31).
Forman (1989) likewise argues that feminisation of women's time should -resist the definition of
woman as nature". It should not mean a return to a form of -lunar conscioUsness nor a
celebration of women's natural cycle" (p7,8). Simonds (2002) also argues for changing
conceptualisations of time as she warns us against the strictures Imposed by the medical
model's clock. She states:
Time is not only money, as the wel!-known aphorism claims. It is also power. If we take
the time to reconsider these models, perhaps with time, demystification may lead us
toward the reconceptualisation of procreative time and the enhancement of procreative
experiences (p.569).
Political activity is needed to restore the possibilities for women to take 'time-our for mothering
and breastfeeding, should they wish to do this. Seventy percent of women with babies currently
return to work within nine months of birthing. Therefore, combining paid employment, usually
away from the home, with child care is now a key issue for the majority of women (Maternity
Alliance 2003). It is also clear that returning to work constitutes a key reason for women
reducing or stopping breastfeeding (Sick et al 1998, Harnlyn et al 2002). The recent extensions
to UK maternity pay and leave in Une with EC guidelines is a positive move that reduces
penalties upon vulnerable /ow paid part-time wortcers, whose rights W8f'8 often very lirnlted. 115
Prior to these changes a third of women retumed to work before their 18 weeks of Statutory
Maternity leave end because they couldn't afford to stay off work (Maternity Alliance 2003).
Improving maternity rights, pay and work place flexibility through statutory processes has had a
marked impact upon the duration for which women breastfeed within Scandinavian countries
(Austveg and Sundby 1995, Gerrard 2001, GaItry 2003).111 Clear1y such statutory recognition
sends powerful messages related to valuing parenting.
However, providing women with 'more time' will not necessarily lead to an automatic
reconceptualisation of time. This would require, as Adam (1992) states, recognition oftl1e:
Difference and the continuity between the times of becoming and the time of created
invariability, the times of life and the times of death. We need to 11ft time from the level
of the taken-for-granted meaning to an understanding that knows the relation between
From AprIl 2003, the length of onfinary maIIImly leave ha been exIended from 18 WIIIka to 28 _ _ ......... of
how long women have worked for their employer. A further 28 weeks IMY be tIIken by thole women who have
completed 28 weeks' continuous service with their em~ by the 14th week befof8 the baby II due. Mltilmlly pay
has also been lncnIasecl (Depe(,n18lll of TnIde Ind Indultry 2003. 1._mIy AIIMc:e 2(03). The gcMn1rnII1t II aIIo
currently holding dllcuAlons on pentntaI rlghla for mont n.dbIIy In WOItdng "..,.,. to Include I reduction In haws I
115

~uirecl.

WhIle my Intereit In thll study II not direc:ted I.owaIds br8IItfeeding Inltilllion Ind dumlon ....... the longer cIurdon
Is lkely to be • marker for I mont poeitNe uperIence of br8IItfeeding. The Sclndlnaviln countrieI hive the higMIt
excIushle bleastleedlng rates in western IndustrIaIiled countries
111
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the finite resource, birth-death and being - becoming, between chronology, the seasons
and growth. We need to de-alienate time: reconnect clock time to its sources and
recognise its created machine character (p.163).
With this recognition, women, as Forman and Sowton (1989) argue, could be encouraged to
seek to subvert the power of time over their bodies by creating rhythms of their own. MerleauPonty (1962) likewise argues that time needs to be understood as a dimension of our being and
not as a transfer upon ourselves of a phenomenon that is external.
It would be tempting to suggest that midwives could assist women in reconceptualising time in
this way, so that there is an opening up of possibilities for women as they embark on
motherhood. However, midwives would need to reflect on the ways in which they were
controlled by time and indeed controlled time to even begin to engage with women on this
issue. Sadly, my data shows that, for midwives on a busy postnatal ward, there were powerful
constraints of linear time upon their own bodies as they worked in settings that resembled early
factories. Not only were they subjected to pressing linear time, but to an experience of
unpredictability, so that they never knew at any time how much or little time they might have to
complete their tasks. It needs to be remembered that as Lynch (2002) argues, -hospitals are
organised as corporate work ptaces overseen by managers whose job is to economise health
care and in the case of privatised health care, make a profir (p.180). Within this model, as
demand outstrips supply, like other public services, hospitals are always likely to be under
resourced and it is the personal aspect of the service that is usually sacrificed. As Lipsky
(1980) states:
There are several ways in which street level bureaucracies characteristically provide
fewer resources than necessary for workers to do their jobs adequately. The two most
important are the ratio of workers to clients or cases and time (p.29).
Unrelenting pressure upon midwives time is a key source of oppression. As Lynch (2002)
argues, we have lost our understanding of the -rhythm of work and rear, of -being- as well as
"doing-, of recognising the need for -spaces of contemplation, meditation and mediation(p.1B4). The political ramifications of the pressures upon midwives time are enormous and
pressing. The growing literature that relates to the misery experienced by many midwives
working within UK NHS hospitals illustrates this only too vividly (Kirkham 1999, Woodward
2000, Kirkham and Stapleton 2001b, Ball et al 2002, Hughes at al 2002, Deery 2003).
Midwives are currently the main group of health workers and supporters of women during the
postnatal period. Therefore, urgent political action is required to radically restructure the current
maternity 'system' in the UK to address the now clear understanding that midwives as an
oppressed and disempowered group are in tum disempowering women.

A reconceptualisation of women's time, both midwives and mothers, would be an essential part
of any transformative action. There would need to be recognition that women need time in
order to give time to others. This in tum requires recognition that caring time is cyclical and
rhythmical allowing for relationality, sociability, mutuality and reciprocity. A crucial aspect of
reorganising the matemity system would necessarily require a re-visioning of midwife-mother
relationships and I believe that in tum this would support a re-visioning of early mother-baby
relationships, issues I now tum to.

RHlIIonlna relatlontblp'
Human experience in any situation is hugely impacted upon by relationships (Mer1eau-Ponty
1962), and these appear to be particularly inftuential during periods of emotional wlnerability,
with new motherhood being a striking example (Ball 1994, Halldorsdottir and Kartsdottir 1996b,
Barclay et aI1997, Fenwick at al2ooo, 2001). Through observing and listening to women and
midwives in an institutionalised maternity setting, the postnatal ward, I have been able to build
upon existing theory centring upon the nature of encounters between midwives and mothers
(Kirkham 1993, 1989. 1993, 1997, Halldorsdottir and Karlsdottir 1996b, Halldorsdottir 1996,
Fenwick et aI1999, 2000, 2001, Lock 1999, Lock and Gibb 2003). The majority of encounters I
observed resonated strongly with those for which the metaphor of the
referred to by
Halldorsdottir (1996) applied. They also commonty conformed to the notion of -inhibitive
nursing action- referred to by Fenwick et 81 (2000, 2003) in 8 neonatal unit

-walr

214

I further extend the 'caring/uncaring' encounter literature by critically highlighting the nature of
the culture within which midwives were working, thus connecting with and extending the focus
of other critical accounts within midwifery (Kirkham 1999, Woodward 2000, Kirkham and
Stapleton 2001 b, Ball et al 2002, Hughes et al 2002). In extending this synthesis further, I
turned to literature that supported understanding of the development of the types of encounter I
most commonly saw. Hunter's (2002) theory centring upon emotion work within midwives in the
UK came to my attention while writing up the thesis and provided an additional depth of insight
into my data. The ritualistic, routinised, disconnected and managerial approaches of most
midwives reflected, at least in part, their inability to gain any satisfaction through relationships
with women. The tyranny of being under constant pressure of linear time combined with intense
unpredictability were additional but central components to midwives' emotion work. Midwives
developed satisfaction through completing tasks, getting through the wort< and indeed getting off
duty. Taking this analysis further I focus upon the striking parallels between mothers and
midwives, with regard to the constraints upon them, in experiencing relationality within the
postnatal ward context.
The women were subjected to superficial, formal, intennittent and time-pressured encounters at
a time when they were very emotionally vulnerable and lacking in confidence with
breastfeeding. To consider the issue of confidence and ways in which it could be built or
undermined, I turned to self efficacy theory (Bandura 1982, 1986, 1995). While this has been
examined in positivistic ways with regard to breastfeeding women (Dennis 1999, Dennis and
Faux 1999 and Blyth 2002), it has not been applied specifically to theoretically support
qualitative research in this area. Through understanding the crucial aspects of confidencebuilding encounters, those that create situations in which women feel emotionally supported,
encouraged and validated, I have been able to identify some of the encounters that supported
women in meeting the challenges they face when breastfeeding during the early days.
However, as I have highlighted, the individuals who engaged in this confidence-building form of
encounter struggled to create a relational context within which to achieve this. This was highly
challenging within a cultural milieu in which midwives were primarily attending to the
requirements of the institution rather than those of the women (Lock 1999, Kirkham and
Stapleton 2001b, Shallow 2oo1a,b,c,d, Ball et al 2002, Hunter 2002, Deery 2003, Lock and
Gibb 2003).
The breastfeeding woman enters another new form of relationalitv, with her baby, that of
intimately sharing her body with another (Hewat and Ellis 1984, Bottorff 1990, Wrigley 1990,
Driscoll 1992, Leff et al 1994, Dignam 1995, Lock 1999, Schmeid and Barclay 1999, Shaw
2003). This relationship may be experienced by women as a harmony, synchrony and mutuality
(Hewat and Ellis 1984, Bottorff 1990, Wrigley 1990, Leff et al 1994, Schmeid and Barclay 1999).
However, from my observations and through listening to women I became aware that women's
relationships with their babies were commonly placed 'on hold' while on the postnatal wards.
There was a striking absence of a sense of breastf8eding as a relationship between mother and
baby. Relationship was rarely spoken about between mother or midwife or to me during
conversations and interviews. This silence on relationships related in part to the way in which
women conceptualised their bodies and breastfeeding, as discussed.
Breastfeeding a baby in a public place, surrounded by strangers and having to constantly
compete for a midwife's time and attention created counterproductive conditions to the building
of women's confidence and to their sense of emotional well-being, both important to the

development of a relationship with one's baby. The absence of reinforcing and validating
midwife-mother relationships while in hospital appeared to contribute to a delay in early motherchild interaction, as referred to by othens (Halldorsdottir 1996, Lock 1999, Fenwick at al 2000,
2001). As I have stated, if midwives are unable to relate to women in a relational context they
are unlikely to inculcate a positive relational feefing in women.
The parallels and connections between midwives and mothers are immediatefy striking and 88 I
studied the data I became aware that any sense of 'giving' by both mothers (to their babies) and
midwives (to women) in the postnatal ward setting was experienced as largely one-way and
therefore draining. This was actually and symbolically characterised by what Frank (2003)
refers to as monologue. In contrast, Frank (2003) argues that being with another is exemplified
in meaningful dialogue: ·Oialogue is wanting to touch (not necessarily literally) each other in
ways that expand us both, leaving us both more than who we were before- (p.9). In this way,
Frank (2003) argues, we may engage in a generosity that does not constitute a one-way giving,
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rather "generous care - care that proceeds through dialogical relations and shifts the burden
from any individual into a space between" (p.11).
So how may we move closer to a dialogic situation? If midwives were able to experience
relat/onality with women they would not only 'give' but also receive emotionally (Hunter 2002).
likewise, if women could go beyond the one-way notion of 'giving ouf to their baby and
conceptualise breastfeeding in a more symmetrical relational context, then giving to a baby
would be seen as part of a reciprocal relationship in which the mother also receives. This would
both require and support a move away from women simply seeing themselves as labourers
whose machines (breasts) may be emptied and refilled in order to supply the consumer.
However, I do not wish to create an essentialist meta-narrative that implies that all women
should experience breastfeeding in positive relational lenns during the early days of
breastfeeding.
However, I believe that within a supportive culture to include caring
relationships, women would be more likely to experience relationality with their babies. I argue
that for this to be actualised while in hospital, then a meaningful relationship between mother
and midwife must be made possible.
Given the time constraints upon midwives within the postnatal ward settings, it may be
appropriate to mobilise alternative fonns of support for women while in hospital, as an interim
solution. Two such schemes have recently been explored as part of a portfolio of seventy-nine
DH funded infant feeding projects (Dykes 2003). Clarke et al (2002a) engaged La Lache
League trained peer counsellors to hold breastfeeding support sessions on postnatal wards for
women. Midwives were encouraged to attend as a means to integrate the services and
enhance the peer-professional interface, although they were often unable to do this due to
pressure on their tirnel This programme of additional support was positively evaluated by the
women using the service, by the peer supporters and the midwives. Other peer support
projects involve the peer supporters visiting postnatal wards as a part of their networking with
new mothers (Dykes 2003). Peer supporter involvement on postnatal wards holds promise in
that it restores a sense of community network support to an Institutionalised setting, as also
described by Merewood and Philipp (2003) in the USA. This additional form of peer support
that crosses the community-hospital interface afP8Brs to be likely to develop further in the UK
under comprehensive Sure Start programmes. 11
Sookhoo and King (2002) employed six health care assistants, two within each of three
maternity units as supporters for postnatal breastfeeding mothers. The assistants were
provided with a specifically designed training programme by the local university. Again, the
scheme was positively evaluated by midwives, supporters and mothers. This modef differs from
the peer support programmes In that it utilises existing hospital employees to provide the
support and it remains to be seen to what extent, over time, they too become constrained in the
ways midwives do, by growing demands on their services, time restrictions and the needs of the
institution. This model of additional support therefore requires further longitudinal exploration
and evaluation. It also has to be stated that this model constitutes a way of keeping the cost of
support down and, given the low value placed on interpersonally satisfying relationships within
the NHS, this move should be viewed through a lens of political acepticism.

Moving to a more radical position, from my analysis and that of others In related contexts
(Lipsky 1980, Hunter 2002), it seems unlikefy that 'tinkering' with the current system of
institutionalised postnatal care will achieve much in changing the situation for women. As
mothers and midwives, we need to be empowerad to incorporate reIationaIity into our
epistemology and ontology, but we must ensure that we enable this to be actualised not simply
theorised. The postnatal ward culture, as described in this study, is prohibitive to the shift to a
relational conceptualisation. The data therefore supports a radical reappraisal of midwifery
practice to enable the forming of meaningful relationships between mothers and midwives at
this emotionally vulnerable time for women.
It seems that midwives exert peer pressure upon each other in an attempt to maintain
institutional status quo (Kirkham 1999. Ball at a12oo2, Hunter 2002, Deery 2003). ThentfoIe, to
change a culture it seems unlikely that encouraging individuals to change their practice wiD be
successful. We need collective resistance and transformational change to introduce models of
Sure Start ... UK gcwemment InIiIdNe to provide cammunly he8IIh care and education, wIIh • particular focua upon
socially excluded communltiell, .. part oftl'le gcMrMI8I1t's commllment to.hIe child poverty by 2010 (DepIrIment for
Education and SkIIIa 2003).
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postnatal care that enable midwives to engage with women meaningfully, in relationship and
with sufficient time to do so. This can only be achieved via strong and collective actions through
midwifery networks and organisations. Clinical supervision 118 would appear to be a clear way
forward, as advocated by others (Deery 1999, 2003, Woodward 2000, Clarke et al 2002b,
Hunter 2002). However, I argue that the changes required are unlikely to be achieved while
women are receiving postnatal care in a medicafised, hospital-based setting, a point I retum to
later. I now go on to argue that the ways in which breastfeeding knowledge is generated and
'delivered' require reconfiguration.

Reconflauratlon of knowledae .bout bre.8tf!ped'na
I have focused within this thesis on the impact of 'Enlightenmenf thought with its rationalistiC
and dualistic underpinnings upon the development of knowledge regarding the body and
women's (re)productive and infant feeding practices. I have argued that the techno-medical
model reached an authoritative status that has systematically and progressively subordinated
other knowledges, in particular those held through the traditional, collective and embodied
experiences of women within specific cultures and communities. The powerful 'authenticicty' of
the scientifically-based knowledge supported the construCtion of a professional expertise and
prowess that became increasingly difficult to challenge. As Jordan (1997) states, -the power of
authoritative knowledge is not that it is correct but that it counts- (p.58). However. as I have
illustrated, over the last century there have been major fluctuations in what is considered to be
'authoritative' knowledge regarding infant feeding. 119
The most striking oscillation in authoritative knowledges may be seen in the attempts this
decade to reverse the medically advocated regimentation of breastfeeding based on new
understandings of the physiology of breastfeecling (Woolridge 19868, 1986b, 1995). The global
BFHI constitutes one of the key mechanisms through which change is being managed In
hospitals. However, as I have argued, this initiative raises many dilemmas that illuminate the
complexities inherent with regard to translating knowledge(s) into practice. The difficulty in
critiquing these issues has created a tendency for avoidance.
The political~nomic
breastfeeding 'advocates', for example Palmer (1993), tend to support the BFHI wholeheartedly
in its attempt to 'tackle' aggressive marketing of infant formula and the regimentation of infant
feeding.
The post-structuralists prefer to distance themselves, in that they label all
professionally generated knowledge and related discourses as authoritative and therefore highly
questionable (carter 1995, Blum 1999). These authors tend to carefully avoid reference to the
physiology of breastfeeding as this would represent a cross into biomedical territory. A more
discursive approach is provided by those who cross the 'health professional-sociological'
boundary such as Schmied (1998) and Schmied et al (2001) who have a background in
midwifery and/or nursing but clearly engage, with confidence, with sociological and in particular
post-structuralist theory.
There is a huge and growing body of research that highlights that breastfeeding appears to
confer physiological benefits upon the mother and child (Wilson et al 1998, Anderson et al 1999.
Oddy et al 1999). There is also a growing understanding of the ways in which breastfeeding
women may be supported in effectively attaching their baby to their breast in a way that
enhances the physiological process of lactation, satiates the baby and minimises nipple trauma
(Woolridge 1986a, 1986b, 1995, Righard and Alada 1992, Renfrew et al 2000). This issue, as
stated, is rarely discussed within sociological critiques and yet It is embraced by the voluntary
breastfeeding organisations, in that they pay considerable attention to supporting women with
attachment and effective feeding practices.
Indeed, it seems that women are highly
appreciative of skilled sup~rt with breastfeeding from breastfeeding counsellors and/or peer
However, a fundamental difference lies in the approaches adopted
supporters (Dykes 2003).
by voluntary supporters. As stated in chapter 2, they adopt a person-centred. dialogic and
individualised approach that acknowledges the importance of women's experiential and
embodied knowledge. This means that they engage with women's agendas and tailor the
principles of effective breastfeeding to women's individual needs.
111 Clinical supervision refers to a mechanism within pradlca MttIng8 whenlby teams of rnldwlvea or nu.........
facilitated In dJscuaslng models of care. reflections upon pradIce and Issues of concern. The tenn 'clinical supervision'
is however, rather unfortunate given lis Foucauldlan connotationa.
118 this Is exemplified In the cunent juxtaposition of baby-ledfdemand feeding advocates with thoee who continue to
recommend the imposition of control and routines for bibles.
1211 Qualitative data generated from service users of both peer support and br8a8tfeedlng countellor programmea
Indicates the strength of women'. appreciatIOn of skilled woman-to-woman support (Dykes 20(3).
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By contrast, as the data in this thesis illustrates, when breastfeeding information and support is
provided in hospital, by midwives, it is commonly issued in a routinised, prescriptive,
authoritative manner that disregards the personal agenda of the woman. The encounters, as
stated, are time pressured and monologic. This approach conforms to the techno-medical
ideology which, as Doyal and Pennell (1981) state, emphasises ·the physical and the
quantifiable at the expense of the psychological and phenomenological- (p226). The resulting
inequality in power renders Nio-way dialogue between equals almost impossible to fulfil
(Kirkham 1993, Stapleton et al 2002b). The profeSSional is assumed to have the expert and
authoritative knowledge and the mother to be a passive recipient of the wisdom imparted
(Jordan 1997, Edwards 2000). This authoritative approach within a setting in which women
have to compete for midwives' limited time contributes to their emotional vulnerability. The
didactic approach of the midwives also contributes towards an undermining of women's
confidence in their bodies and their ability to breastfeed. Of even more concern is the situation
that Cronk (2000) deSCribes whereby the ·power over women" which accompanies this
transmission of authoritative knowledge at the beginning of their experience of parenting may
contribute to an ongoing process of female disempowerment (p.23).
There is now a major emphasiS in the UK upon the promotion of breastfeeding as a public
health issue (DH 1995, 1999, 2000, 2002). The provision of information on the health benefits
of breastfeeding also forms a key aspect of step 3 of the 8FI 'Ten Steps'. While there is indeed
a substantial basis for the provision of this information to women the ways in which it is being
conveyed, within some organisations, creates pressure for women, as I illustrated in chapter 6.
This promotion of breastfeeding is often not counterbalanced by effective support for women.
Therefore, women appear to be commencing breastfeeding in hospital, influenced by the strong
promotional messages, but are then conducting breastfeedlng within an environment that
resembles a factory production line with little in the way of a supportive infrastructure. This
imbalance beNieen promotion and effective support appears from the data to be highly
problematic for women's emotional well-being and sense of personal confidence with
breastfeeding.
The 'Ten Steps' encompassed by the BFI constitute a medically mediated institutional norm and
indeed ideology that, when operationalised within hierarchical and medicalised institutions,
121
create a series of challenges for midwives and mothers.
The policies and rules, when applied
within specific institutions, are being implemented in a manner that has the potential to override
women's agendas in ways that resemble some of the regimented practices of the ear1y
Nientieth century. Midwives experience subjugation of traditional and experiential midwifery
knowledge and in tum they subjugate women's experiential knowledge (Kirkham 2oo0b).
However, as Wright (1998) argues:
No ideology, however hegemonic and entrenched in institutions and In everyday life, is
beyond contest; 'culture' is a dynamic concept, always negotiable and in process of
endorsement, contestation and transformation Cp.5).
Wrighfs (1998) assertion was evident in this study, in the ways in which midwives on both sites
engaged in subverting aspects of the 'Ten Steps' that they considered to be inappropriate.
Nevertheless, the power of an enforceable policy centring upon the 'Ten Steps', operationalised
with rigidity, upon women's ways of negotiating breastfeedlng was eVident, particularly in
relation to the 'exclusive' breastfeeding on site 1. This led to feelings of pressure, subjection
and surveillance (Foucault 1976, 19n, 1980), making breastfeeding In hospital emotionally
'unsafe' for women. It seems that a breastfeeding reality is being constructed that is often
impossible to achieve and hence increasing women's sense of dissonance.
Site 2 only partially engaged with the 'Ten Steps'. However, the situation here was equally
problematic for women. There was an absence of effective support, based on principles of
effective breastfeeding. Midwives tended to draw on their own experience In largely unhelpful
ways and there was a readiness on the part of midwives to utilise formula at the first sign of
diffICulty with breastfeeding, as reported by Cloherty et al (2003). This contrast between site 1
and 2 illuminates the dilemmas. On the one hand a breastfeeding policy, that seeks to avoid
the situation described on site 2 may improve the standard of information provision and support
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M stated earlier, even units not directly engaging with the BF. a.. usually employing the 'Ten Steps' to acme extent.
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but, on the other hand, may potentiate an already rigid, institutionally orientated approach that is
equally detrimental for women.
There are inherent challenges in making recommendations based on the arguments above. If I
am to question the nature of authoritative knowledge, how then do I promote another
standpoint? As Willig (1999b) argues, to engage in a post-structuralist never ending cycle of
reflexive deconstruction would tend to dissolve a person's standpoint before slhe had taken it
up. However, in asserting my 'middle position', I argue that we can leam from other ways of
knowing and make recommendations for transformative changes. I therefore argue that
knowledge about breastfeeding generated through scientific methods cannot be disregarded
outright simply because it stems from techno-medical disciplines. However, such knowledge
should not be considered as more legitimate than women's embodied knowledge simply
because it constitutes 'evidence-based' enquiry. Insights from this field have a place, but their
position must be alongside, and not above, the knowledges generated through the experiences
and accounts of women. The meanings of breastfeeding for women may be presented as they
stand without theorising (Brown and McPherson 1998) or within theoretical frameworks. These
knowledges need to take account of the embodied, emotional and SOCial nature of
breastfeeding, the ways in which women negotiate breastfeeding in a range of cultural contexts
and the macro-political influences upon women in relation to their infant feeding pattems. It is
this synthesis of perspectives that I seek to provide within this thesis.
As midwives involved with supporting breastfeeding women, I argue that we need to leam from
women's experiential and embodied knowledges and from the voluntary organisations and peer
support programmes. This requires that midwives are facilitated in exploring their own personal
and vicarious experiences of breastfeeding, as argued by Battersby (1999, 2002), so that they
may use 'self when appropriate and in ways that support, not undermine. Midwives would then
be more likely to respect knowledge generated from women's personal and embodied
experiences. Midwives would require a working knowledge of person-centred counselling to
include leaming to listen to women and a concomitant knowledge of the prinCiples underpinning
effective breastfeeding. By combining person-centred counselling with supporting effective
breastfeeding, women's individual needs may be met while at the same time information that is
supportive to them is provided effectively and in dialogue. In this way the prinCiples of effective
breastfeeding constitute a guide not a prescription and support confidence building and
encouragement. This approach would also enable midwives to support women if they decide to
combine breastfeeding with formula feeding or indeed consider changing from one method of
feeding to another.
Advocating this approach causes me to question the place of an institutional policy and
associated monitOring and surveillance with regard to breastfeeding. I suggest that there needs
to be an implementation of mechanisms to support midwives in reflexive practice that enables
them to collectively consider the issues related to supporting breastfeeding women and the
implications of their practice. This need to address the reflexive cycle of professional practice,
as recommended by others, could take place via clinical supervision and within midwifery
education (Deery 1999, 2003, Woodward 2000, Battersby 2002, Clarke et al 2oo2b, Hunter
2002). The approach to this should facilitate not simply personal reflection upon practice but
critical engagement with broader socio-political issues (Hunter 2002), thus allowing for collective
understandings of limit situations and limit acts (Peters and Lankshear 1994).
Having embraced a critical outlook and developed an understanding regarding ideological
tensions and dilemmas, midwives could collectively engage in the development of flexible
guidelines in collaboration with breastfeeding support groups and service-user representatives.
Any guidelines should acknowledge the primacy of women's own knowledge and the local
cultural context. The 'Ten Steps' could be utilised as a catalyst for these reflective and inclusive
discussions and may indeed provide a framework for development of flexible guidelines. I am
not therefore arguing for a dismantling of the global BFHI but rather a reconfiguration to enable
it to support a flexible, discursive, culturally sensitive engagement with local needs in relation to
women and breastfeeding.
However, having observed the settings within which midwives are charged with the role of
supporting women, I argue that it is pointless to simply target midwives with these messages.
While the educational programmes and clinical supervision networks should be utilised to
facilitate midwives in developing the skills to support women in effective ways, this is still only a
part of the picture. To educate midwives in this way and then release them into current clinical
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environments, like the ones described in this thesis may simply raise their levels of dissonance
and dissatisfaction. I therefore argue for a more radical agenda that offers real alternatives to
midwives and women through the provision of non-institutionalised postnatal settings. I expand
upon this point in the next section.

Relocation of the place and space In which women commence breutftedinq.
The emphasis upon spatiality as part of human experience (Merleau-Ponty 1962, Berger and
Luckmann 1966) has gained growing attention as medical geographers (Pain et al2001, Cartier
2002, Mahon-Daly and Andrews 2002), sociologists (Casey 2003, Halford and Leonard 2003)
and midwives (Lock and Gibb 2003) focus attention upon place and space in the health service.
In this study, women's spatial boundaries were dramatically redefined as they shared their
extemal body and internal fluids with their baby through breastfeedjng. This contributed to
women's felt demandingness of the baby, given their conceptualisation of breastfeeding as
transfer of nutrients. Additional time at the breast was seen as the baby using women as a
'dummy'. Further complex boundary issues arose through the issue of bedding-in. Women
endeavoured to retain some personal identity and space, within a public place, with the curtains
utilised as a barrier. However, in reality, they had little claim to any space and were subjected
to strangers entering their personal space in unpredictable ways to include moving into their
bodily space through handling of their breasts and related activities associated with postnatal
care. In addition, women were obliged to breastfeed in a public place, contributing to feelings of
dissonance and requiring considerable personal negotiation of their situation. Both mothers and
midwives come under a powerful gaze in this public setting (Foucault 1980).
The hospital is not the mother's territory and therefore can never become like home, despite
attention to architecture and furnishings. It is a place where women are removed from their
community, where medical management is super-valued and rituals and routines thrive. The
institutional Orientation created by hospital settings inevitably reduces relationality and woman
centred ness, as asserted by others (Lock 1999, Allan 2001, KirKham and Stapleton 2001 b,
Shallow 2001a,b,c,d, Ball et al 2002, Hunter 2002, Deery 2003, Lock and Gibb 2003). Lock and
Gibb (2003) highlight the enormous power of the hospital place over both midwives and women.
As they assert, it a place of physical, emotional and spiritual alienation and is therefore
counterproductive to independence, confidence and emotional recuperation for women. While
hospital may be seen as a place of safety, should something 'go wrong', as Lock (1999) argues,
it is not emotionally safe. While it is not my purpose to evaluate postnatal care per 88, I agree
with those who challenge the largely unproven need for routine and often time-consuming
examinations and observations on postnatal wards (Marchant 1995, Fraser and Cullen 2003).
In focusing upon women's embodied experiences, the power of linear time, authoritative
knowledges and relationships, I challen~e the suitabilty of the hospital as the place in which
women begin to establish breastfeeding. 22 I believe that it is now time to radically change the
place in which postnatal support for women is provided. While a hospital setting will always be
required for some women and desired by others, if an appealing altemative was offered then
women might well opt for it. I argue that women could be offered postnatal care in their own
home, but with increased support The savings in resources by de-rnedicalising postnatal care
would enable a relocation of resources to community care.
As stated in chapter 2, studies have failed to show any advantage with regard to breastfeeding
duration when comparing standard hospital postnatal care to early discharge and care in the
community (Waldenstrom et al 1987, Svedulf 1998, Margolis and Schwartz 2000, Winterbum
and Fraser 2000, Sheehan et al 2001, McKeever et al 2002). However, it was clear Within
these studies that women appreciated the one-to-one support with breastfeeding, provided in
their own home in addition to the comfort, privacy and rejoining their family.
While the above studies all employed a nurse or midwife to provide the additional community
support this is not the only model available. Recent studies have assessed the efficacy of
providing additional community support for breastfeedlng women in the form of health care
122 I also challenge the suitability of hoepltal as a place for birthing for the majority of women and If this Issue were to be
addressed, women would receive their entire postnatal care In the home following birthing either In their own home or I
birth centre. I also advocate Independent midwifery as an Iltematlve to the current system, In that even when In
community practice midwives are stiR somewhat ac:c:ountable to their nealby institution, .. cogently IIIustnIted by
Edwards (2000, 2001). However, the disc:usslon hefe relates to women who continue to birth In hospital within the NHS.
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assistants who were provided with a training package on supporting breastfeeding women
(Beake and McCourt 2002, Foyle and Wilson 2002). These schemes were extensively
evaluated and appeared to be highly supportive to breastfeeding women. Other recently
implemented alternatives that hold promise for community postnatal breastfeeding support
include paid peer supporter schemes (Battersby 2oo1a,b) and/or paid breastfeeding
counsellor/supporter schemes (Ginty and Umusu 2002, Spiby et al 2002). While these models
require further evaluation in a range of settings they offer hope for real change. I now proceed
on to discuss areas for research development stemming from this study.
Future Research
There are several areas highlighted within this thesis that warrant further exploration. It would
be particularly useful to conduct a comparative ethnographic study focusing on breastfeeding
women's contrasting experiences at home following home birth or earty postnatal discharge
123
from hospital and birth centres.
This may support my suggestion for a radical review and
relocation of place in which women commence their breastfeeding joumey. I also suggest that
a range of studies is needed to research the comparative differences between voluntary
124
breastfeeding supporters and midwives in supporting breastfeeding women • This should
involve ethnographic work involving observation of interactions. Further research that explores
alternative ways of supporting women on postnatal wards with breastfeeding needs to be
conducted to include peer support schemes and schemes engaging deSignated employees. 125
Finally, research needs to continue into the influence of the BFHI upon organisational culture
and midwives and women's experiences and interactions within a range of global settings. This
could take the form of longitudinal research with units from initial engagement with the BFHI to
accreditation and beyond. PartiCipatory action research might well be appropriate for this form
of exploration.
Conclusion
Breastfeeding is a complex relationship between mother and baby, the wider family and
community. It is a fluid, literally and metaphorically, ever changing process influenced by the
counterbalancing effects of past events, the daily lived experience and future plans. Women's
experiences are influenced by their corporeality, temporality, breastfeeding knowledge(s),
relationships and place. The postnatal ward experience is temporary and tranSient in a series
of medicalised steps from pregnancy through to the ongoing project of motherhood. Inevitably,
the influences upon women while on a postnatal ward reflect the interaction between the
immediate issues generated within the specific cultural milieu and wider socio-cultural
considerations. The hospital culture both reflects and reinforces many of the constraints upon
women when breastfeedlng and upon midwives in providing support and it acts as a powerful
marker along the joumey towards motherhood. Within this setting both mothers and midwives
are engaged in 'productive' activities under considerable emotional pressure In a highly public
place, open to many observers.
The ideological pervasiveness of breastfeeding as 'doing the correct thing .... in the right way', Is
at its most powerful in the hospital setting. This Is particularty evident when breastfeeding
practice is heavily institutionally regulated. Women experience pressure and dissonance as
reality and expectation clash and they accommodate and/or resist authoritative knowledges,
cultural ambiguities and associated surveillance of their bodies, within public places. The
hospital constitutes a place in which linear time is always in 'short supply', yet reffied and
randomised, creating major challenges for mothers and midwives in coping with their daily
activities. 'Supplying' for another's needs within a cultural milieu, and indeed mac~ulture, in
which linear temporal pressures are magnified and possibilities for relationality minimised leads
123 An NHS Research and Development funded study being condud8d at Leeds UnMtrslty by U.rlhall J, exploring the
ways In which evidence on Infant feeding Is translated Into prac:tice by health visitors and mldwlvea In community
settings, may yield some useful comparative data (Mother and Infant Research Unit, Leeds 2003).
124 I was recently a member of a team Involved in conducting a study that started to explore this area. The DH funclec:t
project involved developing four vignettes from focus group data generated with adolelcent mothers. A group of
mldwtves and B1N supporters were then asked to provide a written response regarding the ways that they would support
a young woman in this situation. IIMiepth analysla of this data Is cunently being conducted by Shuck C at the Unlverllty
of Central Lancashire. The study also Involved IIMI8I'I18nt of breastfeeding knowledge and
of both groupe
utilising a pre-validated breaatfeedlng skills tool (Hall Moran et al 1999, 2000). The ICOf8I for the BtN group were
sJllnificantly higher than for the midwives (Hall Moran at alln pms).
, As stated earlier, such schemes have recently been Implemented and evaluated (Clarke at al 2002b, Sookhoo at al
2002, Dykes 2003) but further research would be valuable.
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to both mothers and midwives experiencing their work as 'demanding'. While demandingness
remains the predominant feeling, breastfeeding will continue to be seen as short term, marginal
and disruptive, as will 'caring' by midwives. Both then have to construct ways of coping with
and controlling their situation.
Despite the challenges, most mothers and midwives persevere through the troubles and
triumphs, the pain, fatigue and special moments. The nature of the encounters between
mothers and midwives within hospital reflect the time driven, rule bound, institutional orientation
of midwives and the ways in which both groups feel the pressure and cope with chaos. Both
breastfeeding mothers and midwives are indeed 'productive' yet 'subjected' in this setting.
Through this study, I seek to represent the experiences of breastfeeding women as an
integrated paradigm in several ways. Firstly, the hospital-based study reflects the complexity of
women's experiences of breastfeeding and their active participation in negotiating this
experience within a specific cultural milieu. This micro-perspective that stems from the
meanings for women when engaging in a breastfeeding 'project' in UK hospital settings is then
contextualised within a macro-political economic perspective. The latter highlights the
constraints upon breastfeeding women in relation to continued medical centralisation and
management of (re)productive activities, the power of commercial influences, the reification of
linear time and the devaluing of women's embodied experiences and relationality within a
western patriarchal society. By combining the micro perspective with the macro, the balance
between recognition of individual agency and structural impositions is achieved.
Secondly, I argue against purely essentialist notions that all women may be empowered to
breastfeed, simply through socia-political and health practice reform. While I argue that social
policy should indeed recognise the competing demands upon women and their need for flexible
options with regard to their various forms of work. I also assert that full consideration needs to
be made for the contemporary cultural context within which women breastfeed. This requires
recognition of the embodied, emotional and social nature of breastfeeding and the ways in
which women negotiate the experience. Thus social policy should enable but not coerce
women to breastfeed and the ways in which breastfeeding is promoted should strongly move
away from maternal duty and essentialist notionS of mothering.
I argue for a balanced approach to Protecting, Promoting, and Supporting Breastfeeding (WHO
1990) to allow for a considerable increase in the protection and support and a reduction in
promotion. This requires a clear redefining of breastfeeding as both a relational and socially
valued activity while moving away from a model in which the body becomes little more that a
potentially dysfunctional machine producing, supplying and transferring nutrients to a consumer.
This re-balancing would make way for flexibility within individual women's circumstances at a
given time within a specific cultural context. I therefore argue for a balance between the political
economic and post-structuralist feminist perspectives. thus focusing upon constraints for
breastfeeding women while valuing and recognising difference.
In combining theory with praxis. several issues need to be addressed - from social policy level
through to breastfeeding supporter practices. Maternity legislation needs to enable women to
have the time and space to engage in breastfeecling as an embodied activity, while stili
maintaining a career. Women would not then have to make a choice between abandoning their
career but neither would they be obliged to become a disembodied career woman whose
expressed milk provides their only connection with their baby. If women anticipated this 'time
ouf without financial loss then their postnatal period might be considerably less pressured. If
women understood the concept of maialogical time and were able to incorporate it, at least
partially, into their lives, they might feel less pressured about their babies need to take their
time. However, women may still decide that they prefer to bOttle feed, or prefer to express, or
retum to work early and these positions too should be accommodated. Perhaps it is time to
rethink what constitutes liberation for women and having time to work flexibly and experience
relationality would be fundamental in any such review.
The ways in which breastfeeding knowledge is generated and circulated needs radical
reappraisal. While there are evidence-based knowledges. these must be juxtaposed with
community based collective, embodied knowledges generated by women. A proliferation of
community projects such as peer support schemes appears to offer a strong way forward in this
community capacity building endeavour (Fairbank et al 2000, Dennis 2002, Dykes 2003). Such
schemes could constitute part of a relocation of women's postnatal care into the community.
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It is inappropriate to simply make recommendations for midwives to implement given that their
practices are heavily constrained by social structures that impinge upon their corporeality,
temporality, knowledge(s), relationships and physical spaces. Rather, organisations need to be
accessed and mobilised to lobby, lead and act as catalysts in changing the ways and places in
which midwives are enabled to support women. Organisations such as the International
Confederation of Midwives, the Royal College of Midwives, the Association for Improvement in
Maternity Services, the ASSOCiation of Radical Midwives and the voluntary breastfeeding
support organisations can all play their part in collectively lobbying the UK government on
behalf of service users and midwives. While this action will take time, I argue that now is the
time for this agenda to proceed.
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Appendix 1
Number qf participant interviews and obHryation.,

SITE 1

SITE 2

Number of postnatal
women participating

40
(P 1-40)

21
(P 41-61)

Number of
participating

24
(MW 1-24)

15
(MW 25-39)

Midwife - postnatal
woman encounters
observed

79

18

Interviews with postnatal
women

17 women interviewed once
12 women interviewed twice
4 women interviewed x 3
2 women interviewed x 4
1 woman interviewed x 5

10 women interviewed once
7 women interviewed twice
2 women interviewed x 3
1 woman interviewed x 4
1 woman interviewed x 6

Total interviews: 66

Total interviews: 40

9 midwives - 1 conversation
3 midwives - 2 conversations
1 midwife - 3 conversations

4 midwives - 1 conversation
3 midwives - 2 conversations
3 midwives - 3 conversations

Guided

midwives

conversation.

with midwives

Total guided conversations: 18 Total guided conversations: 19

Note: Four postnatal women, on site 1, were observed but subsequently declined
interviewed. Therefore, thirty-six postnatal women were interviewed on site 1.

to be
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Appendix 2
Infonnalion and cons.nt fonD - Postnatal women
University address
My name is Fiona Dykes. I am a midwife researcher and plan to carry out a study which
involves watching midwives talking to and assisting women with breastfeeding their babies. I
aim to find out about influences upon women's confidence in breastfeeding their babies.
This will involve observing you and the midwife at times when breastfeeding is likely to be
discussed, e.g. during a postnatal examination or at times when you request information and
help.
I may then ask you for further information related to the time you spent with the midwife about
what you found to be most helpful or if anything less helpful in terms of you feeling confident
about breastfeeding.
If I do approach you I may ask if you are happy for me to use a tape recorder during your
interaction with the midwife and/or short interview afterwards. This makes it easier for me to
record information. If you would prefer me not to tape either your interaction with the midwife or
the short interview with me afterwards (or both) please say so and I will just take notes instead.
If you consent to me using a tape recorder, you are welcome to hear it played back so that you
may request removal of any of your comments or destruction of the tape if you change your
mind about them. Of course you may request that I tum the tape recorder off at any time during
an interview.
You may refuse to take part in the study from the outset. If you are happy to get involved then
you can refuse to further participate at any stage. You may refuse to answer any question at
any time. Refusal to participate will in no way at all affect the care you receive.
I will not reveal your name or personal details to anyone. All information and interview reports
will be filed under a number and not your name. I will erase the tapes as soon as I have typed
up the information on them. No one else other than myself and possibly my research
supervisor will be permitted to listen to them. Small parts of interviews may be included in my
final write up and in any articles I write, but of course no names will be included.
The research to be carried out has been approved by the Hospital NHS Trust Ethics Committee.
The Director of Midwifery Services [name] has also approved this research.
I am a qualified Midwife, currenUy working as a lecturer in the Department of Midwifery Studies
at the University of Central Lancashire, Preston. However, as a researcher I will not be in a
position to provide health care or advice to you. I am here as an observer and listener.
I am studying for a PhD under the supervision of Dr. Mavis Kirkham, Professor of Midwifery, at
Sheffield University. My findings will be published in journals for health professionals.
My contact address and telephone number are listed above.
If you are still happy to take part, having read this Information, could you sign and date this form
to show that you understand the contents.
Signature

Date

Thank you for your participation,
Yours sincerely,
Fiona Dykes
(Senior lecturer-Midwifery)
One copy of this form should be kept by the participant and the other copy shoutd be signed by
the participant and kept by the interviewer.
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Appendix 3
Information fonn for Mldwlva

University address
My name is Fiona Dykes. I am a Midwife, currently working as a lecturer in the Department of
Midwifery studies at the University of Central Lancashire, Preston.
I am studying for a PhD under the supervision of Dr. Mavis Kirkham, Professor of Midwifery at
Sheffield University. I plan to carry out a study which involves watching midwives talking to and
assisting women with breastfeeding their babies. I aim to find out about influences upon
women's confidence in breastfeeding their babies.
This will involve observing you interacting with women at times when breastfeeding is likety to
be discussed, e.g. during a postnatal examination or at times when there are requests for
information and help.
I may then ask you for further Information related to the time you spent with the woman, for
clarification related to what I have observed.
If I do approach you, to interview you, I may ask if you are happy for me to use a tape recorder
during interactions with mothers and/or interviews. This makes it easier for me to record
information. If you would prefer me not to please say so and I will just take notes instead.
You may refuse to take part in the study from the outset If you are happy to get involved then
you can refuse to further participate at any stage. You may refuse to answer any question at
any time.
I will not reveal your name or personal details to anyone whether you consent or refuse. All
information and interview reports will be filed under a number and not your name. I will erase
the tapes as soon as I have typed up the information on them. If you consent to me using a
tape recorder, you are welcome to hear it played back so that you may request removal of any
of your comments or destruction of the tape if you change your mind about them. No one else
other than myself and possibly my research supervisor will be permitted to listen to them. Small
parts of Interviews may be Included in my final write up and In any articles I write, but of course
no names will be included.
The research to be carried out has been approved by the Hospital NHS Trust Ethics Committee.
The Director of Midwifery [name] has also approved this research. I will be supplying both with
reports of the research, but these will not include names.
As a researcher I will not be in a position to provide health care or advice. I am here as an
observer and listener.
Thank you for your participation,
Yours sincerely,

Fiona Dykes (Senior Lecturer-Midwifery)
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Appendix 4

Bulc. omanltlna and alobal th8lD!f
BasleThemea

Oraanlslng Themes

Global the.....

•

Pressure to breastfeed

Doing the correct thing ... the
right way

•

•
•
•
•

•
•
•
•
•

•
•
•
•

•
•
•
•

•

Pressure to provide
Pressure to perform
It should come naturally?
Maternal-sexual dualism
Normalising effects of
authoritative knowledges
Midwives - rules,
surveillance & subversion

Resisting the gaze

Production

Not enough leaving my
body
Is it reaching the baby?
Delivering properly

Delivery

Confusion
Unpredictability
Frequencies
and
duration
Limiting 'play time'
The baby's innate clock
Babies taking time

Breaching temporal
boundaries

Using me as a dummy
Not in bed with mel

Merging
and
breaching
bodily boundaries

Regaining
birth

•
•
•
•
•

Supplying

Malfunctioning breasts
Unable to measure
When the milk comes in

control

Demanding

around

Establishing a routine
Remote control - breast
milk feeding
Progressing to a bottle

Controlling breastfeeding

Topping up
Relying on
appliances

Supplementing breastfeeding
technical

Gaining control - maintaining
boundaries.
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SaslcThemes

Organising Themes

Global themes

•
•

Because breast milk is
best
Just keep trying

Connections with confidence

'carrying on': persevering
through
troubles
and
triumphs

•
•

OVercoming the pain
Coping with fatigue

Getting through the troubles

•

Special moments
Experiences
overriding
reservations
The baby makes it easy

Positive experiences

Communicating temporal
pressure
Reflecting unpredictability

Communicating pressure

Postnatal check
Ritual removal of medical
attachments
Lights on nights
Ticking tasks off

Ritual, routines and
procedures

•

•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•

Absence of a midwifemother relationship
Disconnected from birth
Disconnected from life
Disconnected from social
networks
Technical approaches
Pre-set
agenda
precluding listening
Unhelpful use of self
Breaching women's
boundaries.
Restricting verbal
information
Insufficient written
information
Absence
of
eliciting
understanding

•

Conflicting information

•

Misinformation

Disconnected encounters

Managing
breastfeeding ...women

Rationing information

Failing to take time - touch
base

