












































































































































































































































































































































































Francesca: How are you feeling emotionally? 
Annie: I had a bit of a cry last night. 
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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; over­
ridding 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: 
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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 7 A, 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 herself just 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 

'I 
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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.). 

Chris (P32): She's on proper now, she's latched 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. 

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, c0-
ordination 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. 
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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? 



Sue: Yes (name) 
Leanne: Do you feel you have enough know/edge about mastitis? 
Sue: Urn, why do women get it? 
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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: 

Jenny: Oh that's f1I88t, he's I'8IJIIy suckling keenly ttHn. Wen. 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 1 asked 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 n0n­
directive 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 self­
efficacy 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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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 

112 It woutd have been InIereIting to conduct thIIlludy In • fuMy accntdIted 'Baby Friendly' hoIpbI but thII was not 
~. dilculeed In chaplw 4. 
13 An Integrated midwifery .. rvIce InvoIveI the midwives ragularty CfOIIIng the convnunly-holpbllnterface. 
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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 

115 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 
~uirecl. 
111 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 
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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. Merleau­
Ponty (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 -walr 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 
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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 confidence­
building 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 mother­
child 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 

117 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 
supporters (Dykes 2003). However, a fundamental difference lies in the approaches adopted 
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, 
create a series of challenges for midwives and mothers.121 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 

121 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 
from hospital and birth centres.123 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 
breastfeeding supporters and midwives in supporting breastfeeding women124

• 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 aid.. 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. 



221 

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 40 21 
women participating (P 1-40) (P 41-61) 

Number of midwives 24 15 
participating (MW 1-24) (MW 25-39) 

Midwife - postnatal 79 18 
woman encounters 
observed 

Interviews with postnatal 17 women interviewed once 10 women interviewed once 
women 12 women interviewed twice 7 women interviewed twice 

4 women interviewed x 3 2 women interviewed x 3 
2 women interviewed x 4 1 woman interviewed x 4 
1 woman interviewed x 5 1 woman interviewed x 6 

Total interviews: 66 Total interviews: 40 

Guided conversation. 9 midwives - 1 conversation 4 midwives - 1 conversation 
with midwives 3 midwives - 2 conversations 3 midwives - 2 conversations 

1 midwife - 3 conversations 3 midwives - 3 conversations 

Total guided conversations: 18 Total guided conversations: 19 

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

• Pressure to provide 

• Pressure to perform 

• It should come naturally? 

• Maternal-sexual dualism 

• Normalising effects of 
authoritative knowledges 

• Midwives - rules, 
surveillance & subversion 

• Malfunctioning breasts 
• Unable to measure 

• When the milk comes in 

• Not enough leaving my 
body 

• Is it reaching the baby? 

• Delivering properly 

• Confusion 

• Unpredictability 

• Frequencies and 
duration 

• Limiting 'play time' 

• The baby's innate clock 
• Babies taking time 

• Using me as a dummy 

• Not in bed with mel 

Oraanlslng Themes 

Pressure to breastfeed 

Resisting the gaze 

Production 

Delivery 

Breaching temporal 
boundaries 

Merging and breaching 
bodily boundaries 

Global the ..... 

Doing the correct thing ... the 
right way 

Supplying 

Demanding 

Regaining control around Gaining control - maintaining 
birth boundaries. 

• Establishing a routine Controlling breastfeeding 
• Remote control - breast 

milk feeding 
• Progressing to a bottle 

• Topping up Supplementing breastfeeding 
• Relying on technical 

appliances 



SaslcThemes 

• Because breast milk is 
best 

• Just keep trying 

• OVercoming the pain 
• Coping with fatigue 

• Special moments 
• Experiences overriding 

reservations 
• The baby makes it easy 

• Communicating temporal 
pressure 

• Reflecting unpredictability 

• Postnatal check 
• Ritual removal of medical 

attachments 
• Lights on nights 
• Ticking tasks off 

• Absence of a midwife-
mother 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 

• I nsufficient written 
information 

• Absence of eliciting 
understanding 

• Conflicting information 
• Misinformation 

Organising Themes 

Connections with confidence 

Getting through the troubles 

Positive experiences 

Communicating pressure 

Ritual, routines and 
procedures 

Disconnected encounters 

Managing 
breastfeeding ... women 

Rationing information 
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Global themes 

'carrying on': persevering 
through troubles and 
triumphs 

Failing to take time - touch 
base 
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