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Abstract

A considerable amount of research has been undertaken about breastfeeding in
the UK from a scientific or policy orientation. However only a small amount of
research has focused on women’s experiences of breastfeeding. Within this
study the actual experiences of women were investigated and the women
placed foremost in the research question. The women in this study used both

conceptual and authoritative knowledge to make sense of, and manage their
breastfeeding experiences.

Firstly, the experiences of women who had breastfed in the first four months of
motherhood were explored with specific attention to the meanings and
significance of the letdown reflex. This bodily sensation related to breastfeeding
features in the medical discourse of breastfeeding management but women’s
actual experiences have been neglected. In this study social, biological and
emotional entities became integrated into the women’s experience of
breastfeeding to give meaning to, and make sense of, this embodied sensation.

Secondly, the meanings of breastfeeding for women who had experience of
long-term breastfeeding (up to the age of four years) were investigated.
Previous breastfeeding research in the UK has concentrated on why women
stop breastfeeding in the first few months, not why they might continue. In this
study the continuance of breastfeeding was associated with the belief that 1t was
‘natural’ and symbolic of being a ‘good’ mother. The dominant opinion in the
UK is that long-term breastfeeding is inappropriate so some women in this
study would continue their long-term breastfeeding as a clandestine activity.

For both groups, the social context within which their breastfeeding activity
took place was influential. Many women found their social network supportive
but also a source of conflict. The women developed strategies to deal with these

conflicts which were often based on their ‘intuitive knowing’ how best to
mother their child.
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Preface

The subject of this study arose from a personal and professional interest in
infant feeding. Through my childhood I saw my mother breastfeed my siblings
and had discussions with my mother about child rearing practices; I never
doubted that I would breastfeed if I had a child of my own. It became apparent
to me at an early age that I was interested in midwifery and intended to become
a midwife in adulthood. This I achieved when I qualified as a midwife in 1982.
During my experience as a midwife I have interacted with many new and
experienced mothers. It became apparent that some women had definite views
as to whether they would breastfeed or not but some were ambivalent. During
pregnancy, birth and parenthood part of the midwife’s role is to provide advice
and support to a woman so she may make choices and decisions about her
passage to motherhood, enabling the woman to have a fulfilling experience. For
most of my professional life as a midwife I was a childless woman, having no
personal experience to draw upon. The knowledge I gained for my profession
was through an education programme, which was predominantly science based,

and through sharing the women’s experiences and listening to their stories.

In 1994, while I was resident in the south-east of England, I gave birth to my
first child, a son. I intended to breastfeed and successfully accomplished this for
two years. During my pregnancy, birth and transition to motherhood there were
many instances when I became aware of bodily changes and sensations. I
reflected back on my interactions with women and felt I had a better
understanding of the descriptions they gave me about their experiences. During

my pregnancy I met other women who were expecting their first child and we

10



regularly met following the births of our babies. As with most support
networks, discussions would often revolve around confirming the normality of
the individual’s experience and exchange advice and support about child

rearing 1Ssues.

Since many new mothers are concerned that they provide adequate nourishment
for their baby, infant feeding was a topic of conversation which was widely
debated. From these conversations I became aware that there were oppositions
between the women’s expectations and the realities of breastfeeding in the early
weeks. The women often consulted ‘authoritative texts’ to make sense of their

experiences but were also being influenced by the opinions of others.

As I talked at length to these women my interest grew in how they were making
sense of the bodily changes associated with breastfeeding, how they were
‘learning’ about breastfeeding, and what meanings they attributed to their
experience. Those women who became established breastfeeders soon realised
that they might have to encourage their infant to wean. For many women this
may coincide with the cessation or reduction of breastfeeding activities. After
completing the data collection for the first part of my study I moved to the
north-east of England. Preliminary analysis of the initial data led me to question

why some women, like myself, chose to continue breastfeeding into the child’s

second year.

My professional and personal experiences of childbirth and infant feeding had a

deep impact on me. During my academic study of anthropology I realised that

11



my fascination of the meanings, beliefs and lived experiences of breastfeeding

would be a topic I could devote myself to for PhD studies.
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Chapter One
Introduction

This study 1s an ethnographic exploration of fifty-one women’s experiences of
breastfeeding. It 1s a study which could be classified as anthropology ‘at home’
(Jackson 1987) as both the investigator and the participants reside in the same

society - with the further factors that I am a mother and a midwife therefore I

bring my own personal experiences and professional background into play.

There is an abundance of research into breastfeeding. Most of this has a
scientific or policy orientation directed by or for health professionals. Very
little research has focused on women’s experiences. Within this study the
actual experiences of women are investigated and the women placed foremost

in the research question.

The research focuses on two different samples of women, one who discussed
early breastfeeding experiences and the other who had experiences of long-term
breastfeeding. For the purpose of this study the term early breastfeeding is used
to denote those women who breastfed during the first four months of
motherhood. Long-term breastfeeding is the term I used for women who had
breastfed a child for longer than 18 months. The importance of the samples is
that they represent women’s views at two different stages of breastfeeding. The

data were collected by in-depth interviews.

13



Why another study of breastfeeding?

The predominant approach of biomedical research and medical authority to
investigate the study of breastfeeding has left some important questions
unanswered. Absent from much of the literature is an in-depth study of the
personal and social experience of breastfeeding to women in the UK. The
emphasis of this study is placed on women and their personal experiences of an
activity commonly encountered by women. There are many texts which provide
a macro account of the cultural norms and practices of breastfeeding in
different societies (for example Marshall 1985, Maher 1992, Baumslay and
Michels 1995, Blum 1999). However no other study has provided an in-depth
investigation into the experience of bodily sensations associated with
breastfeeding, and in particular the letdown reflex, and the meanings these have
for a woman. Thus this aspect of the study contributes significantly to the study

of the body 1n anthropology.

Breastfeeding does not take place as an isolated event but is influenced by the
social world of the woman. Women are exposed to a variety of social and
cultural influences which influence their chosen feeding method (Gabriel et al.
1986, Morse 1990, Isabella and Isabella 1994, Hall 1997). The attitudes and
opinions of family members, friends and health professionals are likely to affect
the uptake and continuation of breastfeeding (Giugliani et al. 1994, Humenick
et al. 1998, Hoddinott and Pill 1999). This study provides an insight to the

perceived influence of others, such as family, friends, health professionals and

the media on the women’s breastfeeding practices.

14



Furthermore, the study of a group of long-term breastfeeding women is an
original contribution to the present knowledge of breastfeeding. The number of
women who breastfeed long-term in the UK, while small' (Foster et al. 1997),
1s a significantly under-researched group. Much can be learnt from women’s
experiences about why they choose to continue breastfeeding; how they
manage the problems and conflicts that they encounter; and how long-term

breastfeeding can be better supported for future women.

The objectives of this study are thus to research:
e Women’s actual experiences of breastfeeding
e The influence of the social world on the breastfeeding women

o Experiences of long-term breastfeeding beyond babyhood.

Narratives

The interview ‘cannot provide the mirror reflection of the social world
but 1t can provide access to the meanings people attribute to their

experiences and social worlds’ (Miller and Glassner 1997:100).

Because 1t was important for me to get a sense of how these women felt about
their breastfeeding experiences it seemed sensible to engage in in-depth
interviews to produce their narratives. Narratives are complex expressions of

subjective experience (Conrad 1987), representations which impose order on the

' In the Infant Feeding Report 1995 (Foster et al 1997) 14% of survey (in the UK) were
breastfeeding their infant at 9 months of age. No statistics are collected for breastfeeding after

this time however with the rate in decline of breastfeeding within this study it can be assumed

that a significant proportion of these mothers would have ceased breastfeeding by 18 months of
age.
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experiences and make sense of events and actions arising from it (Reissman
1993). Narratives are not created in a vacuum,; the process takes place not only in
a cultural context but 1s also dependent on the interaction with others such as kin
and friends, as demonstrated in chapters 3 and 5. The narrative is a good tool to
use for the exploration of 1ssues of the body. The medical and lay narratives are
often synonymous but the use of language is profoundly different. The lay
narrative often uses figurative language to convey meaning to others which 1s
adequately 1llustrated in chapter 3. The use of narrative has been used extensively
by others to gain an understanding of how an individual experiences illness
(Kleinman 1988, Bauby 1998, Elwyn and Gwyn 1998, Picardie 1998). The use of
women’s narratives has also been used to understand women’s experiences of
childbirth (Oakley 1981, Kitzinger 1987, Brown et al. 1994, Cosslett 1994) and

breastfeeding (Brown and McPherson 1998).

The retlective narrative gives a unique insight to how a woman makes sense of
and manages her breastfeeding experience where everyday routines and
relationships previously taken for granted become disrupted. Sometimes these
changes require a fundamental reconstruction of the woman’s sense of self and
identity. Narrative 1s the means by which such changes can be brought about,
since personally constructed stories about self provide a space in which values
can be reasserted and new roles described (Skultans 1998). The women’s
narratives are pivotal to the development of this thesis. From their narratives

emerged the concerns about the body, the breast, babyhood and breastfeeding

promotion which became the main constructs under discussion in this thesis.
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Theoretical Perspectives

Four main theoretical perspectives that underpin this study are: the lived
experience of the reproductive body; the societal images and notions of the
breast and breastfeeding; the meanings of infancy, childhood and weaning; and
the influence of policy discourse on breastfeeding promotion. These
perspectives reoccur within the chapters and will be developed throughout the

thesis.

Body

The study of the body in medical anthropology is concerned not only with the
physical body of an individual but also the social world in which the body exists.
Douglas (1973), O’Neill (1985) and Scheper-Hughes and Lock (1987) have all
discussed the ‘multiple body’ where the focus is not only on the individual
body but how it might be deemed both social and political. This latter point 1s
particularly important in biomedicine where there is regulation and control of
the body. Much has been written about how individuals make sense of their body
during episodes of health and illness (Kleinman 1988, Martin 1989, Sault 1994

and Cunningham-Burley and Backett-Milburn 1998).

Within each society an individual learns the cultural norms related to their body 1n
everyday life such as; bodily adornment, heath and illness, private and public parts
of the body and interpretation of bodily functions. The way the body is managed
in everyday life and the impact it has on others must also be considered. For

example, both emotional and physical control of the body will gain meaning from
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and be interpreted within cultural norms (Lupton 1998, Featherstone and

Hepworth 1991).

In recent years the reproductive body has recetved attention. in the disciplines
of anthropology and sociology. The medicalization of childbirth has been
widely debated (for 1nstance Oakley 1984, Davis-Floyd 1992, Kitzinger 1992)
where childbirth has been defined as a ‘problem’ which needs to be controlled
by experts and monitored by technology. Turner (1992) suggests that medicine,
law and religion are preoccupied by the regulation of the body. In the UK there
is no law regulating breastfeeding practices however this has happened
elsewhere.” In the UK the biggest effect on the regulation of the breastfeeding
body comes from medicine with advice given by health professionals. In this
study the way the women’s lactating bodies are managed and regulated
becomes evident in chapters 3, 4 and 5. Within these chapters several issues are
investigated such as the management of body fluids, management of self in
public places and managing the complexities of breastfeeding an older child.

In British society individuals learn from an early age that the body needs to be
managed and disciplined (Shilling 1993). Drawing on the work of Elias (1982)
the body has been subjected to the ‘qivilizing process’. During the course of
socialisation most natural functions have been classified as offensive and
distasteful. Body fluids fit into this category very well - the sight or smell of
body fluids such as urine, faeces or menstrual blood may be seen as ‘matter out

of place’ (Douglas 1984). Individuals expect to be in control of their bodies so

2 In the USA there are many legal cases involving breastfeeding. Examples include the effect of
breastfeeding on custody and visitation rights, the right to breastfeed at work and breastfeeding
in public places. Consequently breastfeeding legislation in the USA has been developed in
order to promote and encourage breastfeeding (Baldwin 2000, Baldwin and Friedman 2000).
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if the body goes out of control it can be viewed as problematic, not only for
others but by the self too. Women have been socialised to control and render
their body fluids invisible (Britton 1996). During breast feeding the presence of
leaking milk is contained by the use of breast pads. The control of decency may
also become an 1ssue when the breasts become public during breastfeeding. An
individual’s interaction in everyday life is dependant on the management of
their body through time and space. However the concern about the public
display of the breast during breastfeeding seems in direct contradiction to the

media representations of the breasts in the popular press.

Embodied knowledge i1s knowledge gained from an individual’s experience
with, and perceptions of, their body (Palsson 1994, Hastrup 1995, Abel and
Browner 1998). For the women in this study this was achieved by the current
experience of breastfeeding or from previous experiences. Contributions to that
knowledge may also come from other people’s accounts too. Women use
various forms of experiential knowledge to retain a critical distance from
medical authority (Abel and Browner 1998). Not only may biomedical
authority validate a woman’s subjective experience where the medical
discourse may help explain the sensation and feelings but also the experiential
knowledge can be used as a basis for accepting or rejecting the biomedical
paradigm (Abel and Browner 1998). Many women will seek medical advice
during pregnancy to inform them about what to expect which helps to shape
their experience. However the reality of the experience may be different. In
chapter 3 it is demonstrated that the women often legitimised their experience

by discussing it with others to confirm the normality of this experience.
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Embodied knowledge may be the basis for some women rejecting dominant
medical models of birth and child care. Those women who have previous
experience of breastfeeding may reject biomedical advice about the
management of their breastfeeding experience. Also, during the ongoing
process of breastfeeding a woman may modify her ideas about the dominant
ideology of weaning the baby from the breast ‘early’ because of her sense of
embodiment and belief in her ability of ‘knowing’ what is best for her child

(see chapters 4 and 6).

Embodiment has the potential to provide shared experiences however. these
experiences may be experienced and perceived as different both within and
between cultures. Mauss (1973) discusses how different cultures have
‘techniques of the body’ which shape ideologies within a society. In relation to
the reproductive body Mauss (1973) gives several examples where taken for
granted attitudes of one society may not be reproduced in another such as
giving birth. In British society the medicalization of childbirth has encouraged
women to give birth in beds lying semi-recumbent. In other societies this
position 1s an enigma. Another example is the carrying of the child. In some
societies techniques of child transportation are geared to keep the child close to
its mother (e.g. on her hip) yet in other societies (such as Britain) an apparatus
such as the pram is mostly used. Mother-child proximity (i.e. sleeping and
carrying practices) is closely linked to breastfeeding duration and gradual

weaning (Panter-Bnick 1992, Quandt 1995, Ball et al. 1999).
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In the UK, the birth of a child often brings remarks from first-time pﬁarents like
‘it has been a real shock’, ‘my life has changed’, ‘it has changed my world’.
Life before a child may have had a ‘taken-for-grantedness’ about it. However
this mutuality of the world can be disturbed by parenthood. The ‘being-in-the-
world’ will have a different meaning. The embodiment of mothering affects
most aspects of the woman’s life as it is an experience of totality which
permeates from the body into the social world affecting everyday activities (see

chapters 3 and 5).

Women are not only exposed to, and affected by, conceptual medical
knowledge but they will also draw upon their own and other’s experience of a
phenomenon. This experiential knowledge has been labelled ‘authoritative
knowledge’ by Jordan (1978, 1993). Authoritative knowledge is not confined to
childbirth but is also relevant in other issues which affect women’s lives.
However it seems that women commonly try to draw on the knowledge of
those closer to the experience, such as breastfeeding, rather than those
considered high status and powerful authorities in the public domain of

knowledge and truth (Belenky et al. 1986). Therefore they may talk to family

and friends to gain truth about the experience which can involve the exchange
of storytelling. Those who have previous experience of the situation may be
scen as important to help guide the woman on her journey through the
phenomenon. However the consequence of seeking advice from others can be

that there is conflict and opposition between the views of the woman and

others. When these contflicts involve significant people in the woman’s life

huge difficulties can arise.
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The work of Merleau Ponty (1962) and Csordas (1994) has contributed to the
knowledge of how the experiences of the body affect an individual’s
perception. In everyday life we may not experience our body as an object. It is
when a situation occurs which brings the body to the fore (which could happen
in health or illness) that we may pay attention to it and talk about it. This
process leads an individual to try and ‘make sense’ of the body that has been
objectified. The descriptions of embodied experiences can provide a gateway
into the lives of others however placing these experiences within the context of

their social world will enhance the ability to access the selves of others (Good

1994).

The experience of the body is not just a personal encounter but affects the
individual’s social world, infiltrating their everyday activities and how they
manage their body in everyday life (Good 1994, Billington et al. 1998,
Nettleton and Watson 1998). The embodied experiences of breastfeeding
demonstrate how women live ‘in’ and ‘through’ their bodies. Sensations
encountered during breastfeeding are more than physical feelings; they carry
meanings associated with nourishment and the ability to be a ‘good mother’.
Emotions associated with breastfeeding, such as embarrassment, are
constructed through the individual’s social relationships with others.
Embarrassment provides an example of how the body mediates the relationship

between self-1dentity and social identity (Shilling 1993).
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Breast

The breast in everyday life has received attention from various disciplines such
as medicine, sociology, anthropology, psychology and politics. The focus has
been on the ‘unwell breast’, for example, breast cancer (Dawson 1990,
Fallowfield 1991, Wilkinson and Kitzinger 1994, Straughan and Seow 1995,
Becvar 1996); the ‘well breast’ featured in health promotion (Cirket 1992,
McConville 1994, Stoppard 1996); breasts and sex (Richardson 1990,
McConville 1994); and the breast and cosmetic surgery (Davis 1995, Allen and
Oberle 1996). Societal notions of the breast and breastfeeding in the UK are
embedded in a cultural context which shapes people’s opinions about the breast
and attitudes towards breastfeeding activities. The visual and print media in any
culture depict the ‘desirable’ female body, such as the appropriate shape and
size of the breast (Thapan 1997). Those women who are dissatisfied with their
breasts have sought assistance from surgeons for reconstructive surgery to
enable them to achieve the desired shape and size of their breasts. The breast
may also be perceived as an erotic body part where it is represented In

pornography and the media as an essential feature for attracting heterosexual

mei.

However these views are not universal. Dettwyler (1995a) has produced a
convincing argument against the notion that male attraction to the female breast
is a universal phenomenon across all populations of the human species.
Dettwyler’s analysis of cross-cultural studies demonstrates that there is little
cross-cultural evidence to support the opinion that breasts play an important

role in sexual behaviour but is should be remembered that the main study she
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considers was written in the 1950s (Ford and Beach 1951). There 1s no
evidence of more recent surveys having been conducted to monitor any change
in sexual behaviour. The focus of Dettwyler’s argument is to demonstrate that
breasts are not intrinsically erotic in humans but such views are gained from
learned behaviour. If a contemporary cross-cultural survey similar to that of
Ford and Beach (1951) was conducted which demonstrated a shift in behaviour
towards the eroticising of the female breast then this would substantiate her

viewpoint.

Cross-cultural accounts provide evidence of societies, such as the UK and
North America, where there is a strong association of the breast with sex
(Dettwyler 1995a, Van Esterick 1989, Anderson 1983). The sexual nature of
the breast in the UK means that breastfeeding is ultimately bound up with
female sexuality and might be an important factor in a woman’s success in
breastfeeding. On the other end of the continuum there are societies, such as
Mali, where the breast is not considered sexually arousing during sexual
intercourse (Latteier 1998). There are also those societies where the breast is

seen as both sexual and maternal, which enables a breastfeeding culture to exist

within a society that sexualises the breast (Latteier 1998).

The breast may not only be associated with nutrition and sexuality but also
have an important function in strengthening kin ties. It might be considered that
breastmilk will transmit important qualities to the infant (Skeel and Good 1988,
Creyghton 1992). In Mali a mother who does not breastfeed her infant is

considered to have relinquished kin ties to her infant (Dettwyler 1988). In those
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societies where breastfeeding the infant is not confined to the infant’s mother,
milk kinship might be formed (Fildes 1988, Khatib-Chahidi 1992, Harrison et
al 1993). The breastfeeding women might not be biologically related to the
infant but through the breastfeeding act a powerful bond is created where the
term ‘second mother’ might be bestowed on the woman (Vincent 1999).
According to Altorki (1980) if a woman wet-nursed an infant both she and her
husband would become ‘milk parents’ creating a foster relationship which had

important consequences in kinship relations such as marriage.

During her life cycle a woman will experience many changes to her breasts
through puberty, childbearing and the menopause. There are very few accounts
written about women’s views on their identity during the changes that occur
during breastfeeding. In chapter 3 it becomes evident that women’s breasts are
different when lactation is experienced. Prior to pregnancy some women
experience breast changes in relation to their menstrual cycle e.g. breast
discomfort or pain and/or fluctuations in size. During pregnancy and lactation
women may experience these features however the meaning will be different
e.g. normality of breast and nipple pain, breast size equating to fullness and
adequacy of lactation. In health, a woman will not experience leakage from her
breasts until she experiences pregnancy. For a primigravida® the leaking of a
body fluid from the breast was a new experience (see chapter 3). For some
women the uncontrollability of the flow of breast milk is problematic and needs

to be managed by the use of commercial products.

3 Primigravida is the term given to a woman having her first pregnancy.
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The breast features as a sexual object in many areas of everyday life. Although
the public discourse related to the breast is portrayed as strongly sexual,
lactating women may become concerned about the effect pregnancy and
breastfeeding will have on the beauty of their breasts. A long-standing myth
used against breastfeeding was the perceived relationship between
breastfeeding causing sagging breasts (Fildes 1986, McConville 1994). In fact
it is the effect of hormones produced in pregnancy that is responsible for the
changes in breast size and shape, not breastfeeding (Llewellyn-Jones 1983,
Stables 1999). Pregnancy may alter the perception of the woman and those
around her to the functions of the breast. In chapter 5 it is made clear that the
essentially private, sexual view of the breast becomes replaced during
breastfeeding by a more public, nurturing purpose. Difficulties that women
perceive about the exposure of their breasts while breastfeeding in public

settings are related to the male gaze and the inappropriate exposure of the

breast 1n this context.

Foster et al. (1997) reported that 40% of mothers (with breastfeeding babies

aged 4-5 months) recounted that they had problems finding somewhere to feed

their baby in public places (table 1. 1)
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Table 1.1

Whether breastfeeding mothers ever had any problems finding somewhere
to feed their babies in public places: a comparison between 1990 and 1993.

% %
Had problems 44 40
Did not have problems 39
Did not feed 1n public 17 11
nlaces |

Ref: Foster et al. 1997

Mothers in 1995 who were breastfeeding at 4-5 months were both less likely to
have had problems, and more likely to have tried to breastfeed in public than
the 1990 sample (Table 1.1). However the figures for those women who had

ever breastfed* are not so encouraging (Table 1.2).

Table 1.2

Where mothers (who had ever breastfed) preferred to breastfeed when in a
public space.

Proportion stating
%
29

Prefer a mother and baby room

Prefer to breastfeed without going to a
special place

No preference
Never breastfed in public places 50
Ref: Foster et al. 1997

These figures demonstrate that in 1995 a large percentage of women preferred

not to be in the public gaze while breastfeeding. Unfortunately, this report
(Foster et al 1997) fails to address why the women preferred not to breastfeed

in public so 1t is unclear whether this is personal preference, embarrassment or

* The term ‘ever breastfed’ refers to any breastfeeding activity regardless of its duration.
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other factors. However, further evidence in this report indicates that 97% of the
women wanted better facilities in public places to enable them to breastfeed
(Foster et al. 1997: 84). Although the term ‘better facilities’ is not defined 1n
this report, anecdotally this usually means better secluded facilities, away from

the public gaze.

Babyhood

Within the disciplines of psychology, sociology and anthropology there is little
consensus about the definition of infancy, toddlerhood or childhood (Harrs

1993, Papalia and Olds 1995, Gittens 1998, Panter-Brick 1998). There is a sense
that these are ‘taken for granted’ notions which everyone will understand.
However, age 1s a common feature that is discussed when debating these
definitions. This probably emanates from the influence of developmental

psychology which first produced models and stages of child development

(James et al. 1997).

In this study both babies and toddlers feature who have very different needs and
require different aspects of care and nurturing from their mothers. A baby 1s
generally regarded as physically and socially immature whereas a toddler is less
so. In the UK babyhood is equated to dependence where the ingestion of
breastmilk is not questioned. When the infant becomes a toddler the acts of
independence (such as walking, feeding itself, vocalising its needs) is the
antithesis of dependence in babyhood. Babyhood is an anomalous state
(Murcott 1993) where the baby is placed at the margins of society. A child is

part of the adult human society but cannot participate in it in the same way as
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older individuals; not yet social but needing to be socialised. From birth, the
social experience of the child will help shape it as an individual and enable 1t to

learn about their culture.

From birth onwards the infant and mother engage in a synchronised exchange
(Stern 1977) like a dance; the baby indicates a need so the mother responds, for
example offers her breast. The baby becomes satisfied, so the mother becomes
satisfied. During babyhood this synchronised exchange contributes to
reciprocal attachment (Isabella and Belskey 1991). Breastfeeding clearly

contributes to this attachment. However it is not only the infant who becomes
attached during breastfeeding but the mother also. The discipline of psychology
has contributed ‘attachment theory’ (for example Bowlby 1969, Klaus and
Kennel 1976, Ainsworth et al. 1978) as having an influencing effect on
parenting and children. However, cultural differences between societies must
be acknowledged since ‘attachment’ is culturally driven and the degree of
attachment will have different meanings in different cultures (Grossman and

Grossman 1981, van Ijzendoorn and Kroonenberg 1988, MacPhee et al. 1996,

Schwalb and Schwalb 1996).

The infant-mother relationship of attachment is deeply researched however the
focus of attachment seems to be on the consequence for the infant rather than
the mother. There 1s much discussion about how differing parenting styles
affect the developing child (Raphael-Leff 1991, Hewlett 1992, LeVine 1998)
and indeed in this study the long-term breastfeeders were conscious of this.

Despite extensive searching no psychological studies were located which
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investigate the role of breastfeeding in promoting secure attachment. However,
Fergusson and Woodward (1999) claim to demonstrate an association between
breastfeeding and closer parent-child relationships. There is also much wrntten
on the close, child-centred relationship (Becker and Becker 1994) which
resembles the parenting styles of the long-term breastfeeders. In the
psychological literature there is general agreement that by 7-8 months of age an
infant has focused its attachment behaviour on specific individuals (Schatfer
1995). By this time most mothers, in Britain, have usually stopped
breastfeeding. The mothers who are still breastfeeding at this time may be more
motivated to continue as their infant clearly demonstrates its need to be close
and comforted by its mother. What seems important here is the social
experience of the mother. The mother’s parenting style may affect the infant’s
development but the social experience of parenting may also mould the
mother’s choices as a caretaker. If she believes strongly that the infant 1s
benefiting from the continuance of breastfeeding then she is more likely to
continue; however those social structures around her may influence her
otherwise 1if she is receiving conflicting messages. The impact these
contradictory messages have on the woman will depend on the nature of the
relationship she has with the person and her perception of their credibility (see

chapter 6).

During babyhood there is an expectancy and tolerance that the baby will be
breastfed. It 1s not thought ‘deviant’ for a young baby to breastfeed since it 1S
acknowledged that all babies need milk feeds, either breast or formula milk.

However, generally it is deemed ‘deviant’ for a toddler to have breastmilk feeds
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because not all children do this in toddlerhood. If a child behaves in a way that
is deemed 1nappropriate for its age this will give rise to concern amongst
families and health professionals. Often these behaviours are modelled on adult

life styles such as sleeping through the night, ingesting foodstuffs and using

toilet facilities (Ribbens 1994).

In cross cultural research 1t is found that certain values, such as independence
or interdependence, will be promoted in some cultures. There is a general
opinion that Western societies tend to value independence more than
interdependence (Kitayama and Markus 1994, Cross 1995, Tafarodi and Swann
1996). These values will often guide childrearing practices and are themselves
transmitted to the young by those around them. As can be seen in chapters 4
and 6 when differences in opinions occur about child rearing practices conflicts
can occur which might impinge in the woman as being contrary to her notion of
‘good mothering’. These societal norms dictate and encourage parents to enable
their child to achieve these norms at an appropriate age. With the subject of
breastfeeding there are strong societal opinions about the suitable length of time

the child should have access to the breast and when weaning should take place,

yet variability of individual women’s behaviour.

Furthermore, within medical, nutritional and anthropological literature there is

no single definition of weaning. This arises because weaning is not an event but

a process often comprising two parts; the gradual introduction of weaning foods
and the cessation of breastfeeding (Almedom 1991, Lee 1996, Mabilia 1996).

In many academic texts the term ‘weaning’ is often used without definition or
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explanation. In the UK the term ‘weaning’ tends to focus on the introduction of
supplementary food stuffs whereas the French term sevrage offers a clear
distinction from the UK term by denoting the complete cessation of
breastfeeding (Almedom 1991). In babyhood breastfeeding is promoted as
being the best form of nutrition for a child but as the child gets older
breastfeeding becomes problematic. The following are commonly debated.
Does breastmilk offer adequate nutrition to a six-month old child? Should a
breastfeeding toddler be fed in public? Does breastfeeding a toddler promote
inappropriate dependence on its mother? The public health message produced
by the government and reinforced by health professionals is that breastfeeding
is right and proper until four months of age after which the child should be
encouraged to take supplementary foodstuffs, and ‘weaned’ by six months of
age (Health Education Authority 1992, Department of Health 1994, Lilly 1995,
Anderson 1997). By six months of age it seems to be inconsequential whether
the infant 1s still breastfeeding or not. The acknowledgement of breastfeeding
after nine months of age is negligible in the public health literature. The central
concern is about the health of the infant ensuring it gets enough nutrition for
bodily growth and development (the child is usually weighed regularly to
monitor this). With weaning comes control of the infant’s daily timetable where
‘adult-style’ meals, namely breakfast, lunch and dinner, are prepared and given

to mimic the construction of the adult’s day.

Breastfeeding Promotion

Breastfeeding 1s promoted as a health concern and the dominant message in

Britain 1s that ‘breast is best’. There is a public health message that women
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should breastfeed their infants and considerable debate exists as to how health
professionals and lay organisations can best support the breastfeeding mother.
However, the discourse is primarily targeted at mothers in the early weeks of
breastfeeding where there is an expectation that women will breastfeed for
between 4-6 months after which supplementary foodstuffs are introduced. From
this time on breastfeeding 1s lost from the public health arena. Although there is
a public health policy to promote breastfeeding it appears there is no official
interest in breastfeeding rates after nine months of age (Foster et al. 1997).
Long-term breastfeeding 1s not visible in the public health discourse within

Western socteties.

It is useful to consider breastfeeding within an historical context to understand
the prevailing attitudes towards infant feeding. The provision of nourishment to
an infant other than its mother milk is not a new phenomenon. Throughout
world history there are accounts of infants being given breastmilk from other
women (wet-nursing) or milk from animals (Fildes 1986, Fildes 1988).
Between 1500-1900 the use of wet-nurses in England was common place
especially amongst the wealthy. Although uncommon in England, some
industrialised nations were using wet-nursing as an alternative to maternal
breastfeeding until at least the 1940s (Fildes 1988). Historical records suggest
that infants were commonly given foodstuffs, such as bread and broth, as a
complement or substitute for breastmilk (Fildes 1986, Apple 1987). The
introduction of artificially formulated milk from animals became widely
available in Europe, Australia and the Americas during the late 1800s when the

scientific community became interested in the subject of infant nutrition (Apple
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1987, Latteier 1998). During the Second World War national dried milk was
introduced to encourage women into the workplace and following the war the
infant formula industry became very competitive with intense marketing
strategies equating bottle-feeding with affluence and consumerism. The
marketing of artificial formula milk has received considerable attention as a
main cause of the global decline in breastfeeding (Palmer 1993, Van Esterik
1989). Human lactation as an unreliable body function became a cultural truth

that has persisted to the present day (Wolf 2000).

The ‘bottle feeding culture’ became a part of the medicalization of infant
feeding where scientists and doctors became ‘the experts’. Various practices
were introduced to control and regulate infant feeding where predictability and
measuring the baby’s intake became important, which arose from the bottle-
feeding culture (Dykes 1997). As women were encouraged to approach the
management of breastfeeding from a scientific paradigm it caused a lack of
confidence in the woman’s ability to nourish her baby. This lack of confidence
in breastfeeding remains in the UK today (Renfrew et al 2000). Despite the
known health benefits of breastfeeding there remains prejudicial attitudes
against breastfeeding with the UK. Many people that a woman comes into
contact with during her reproductive life have been exposed to the ‘norm’ of

bottle-feeding, it is clear that the social milieu is a major influence on the

woman’s ability to breastfeed.

In the UK there has been a public health movement to promote the uptake of

breastfeeding following the decline in breastfeeding worldwide since the 1960s
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(Ebrahim 1991, Palmer 1993). With growing international concerns about the
decrease in breastfeeding prestigious organisations and local governments have
become involved in an attempt to improve breastfeeding rates. The policy
discourse about breastfeeding in the UK has been informed by the global view
that breastfeeding should be supported and the rates, globally, should be
increased. In 1989 the World Health Organisation (WHO) recommended
infants should be exclusively breastfed for 4-6 months, then breastfed with
appropriate and nutritionally adequate complementary foodstuffs until the age
of two years or beyond (WHO 1989). The United Nation’s Children’s Fund
(UNICEF) sought to encourage breastfeeding globally for at least six months
(UNICEF 1990). Although the WHO have publicly supported the continuance
of breastfeeding for at least the first two years of an infant’s life this has been
ignored 1n the public health discourse of breastfeeding. The main focus of
breastfeeding promotion tends to be placed on initiation of breastfeeding rather

than its continuance.

Research has been conducted to investigate why women choose not to
breastfeed or give up early (Thomson 1989, Wylie and Verber 1994, Hoddinott
1998). A key focus of the research studies has been to investigate the link of
socio-demographic variables to the decline in breastfeeding (Clements et al.
1997, Foster et al. 1997). The outcomes of these studies demonstrate that
women who are in the higher social classes, have remained in full-time
education until 18, live in the south-east of England, are all more likely to
breastfeed. While statistical analysis can be useful to indicate associations

between socio-demographic factors and infant feeding choices, they are unable
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to explain the choices made by individual women (Bauer and Wright 1996).
Differences 1n breastfeeding uptake cannot be explained by socio-demographic
variables alone; cultural and behavioural factors may be important and have
received little investigation (Dykes 1998). The contribution of this study
provides an insight into some of the issues and conflicts that shape women’s

breastfeeding experiences which have been neglected in other studies.

Over the last century, significant changes in the management of childbirth have
resulted from the medicalization of childbirth (Oakley 1993). As in other
aspects of childbirth, there was a shift in ‘ownership’ of breastfeeding from
women to ‘expert’ health professionals. This resulted in a loss of collective
knowledge about breastfeeding in the community and gave rise to the
management of breastfeeding by the ‘experts’, which had a disempowering
effect on individual women (Oakley 1993). Inappropriate regimes have been
imposed on women to ‘help’ them manage breastfeeding. These included the
separation of mothers and babies, rigid timing regimes for the frequency and
duration of feeds, and the use of supplementary formula milk feeds when the
mothers’ milk was deemed inadequate. Over recent years breastfeeding has
remained in the domain of the health professionals who see it as their duty to
inform women about its benefits to them and their infant, and consider
strategies which will effect the incidence and duration of breastfeeding.
Traditionally the common approach used is a health education model which
relies on the imparting of information to change others’ behaviour. However, a
more critical approach has been incorporated within the health education

dialogue with the emergence of evidence-based practice which challenges the
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medicalization of infant feeding by investigating best practice. Rigid feeding
regimes, separation of mothers and babies and the casual use of infant formula
milk have been found to be inhibitory to successful breastfeeding (Woolndge

and Fisher 1988, Woolridge 1995, Ball et al. 1999) which has resulted in a shift

to a more flexible, baby-led approach.

Nevertheless, health professionals’ social attitudes to breastfeeding can affect
information they impart to women and this has been particularly significant
when previously held professional knowledge has been found to be detrimental
to the success of breastfeeding (Welford 1995). Some health professionals
have had difficulty incorporating the flexible baby-led approach, leading to

conflicting advice and dissatisfaction for breastfeeding women.

In an attempt to provide contemporary research evidence to 1mprove
breastfeeding practices and equip health professionals with knowledge, skills
and attitudes to enable women to breastfeed successfully several initiatives
have been implemented both globally and in the UK. Following the
development of ‘ten steps to successful breastfeeding’ by the WHO and
UNICEF (1989), shown in table 1.3, the ‘Baby Friendly Hospital Initiative’
was launched globally. The aim of this initiative was to encourage maternity
units to implement the ‘ten steps to successful breastfeeding’, evaluate their
achievements and then have an external assessment prior to the Baby Friendly
Award. The award 1s dependent on health professionals being conversant with

current research and motivated to enable women to achieve optimal

breastfeeding for their infants.
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Table 1.3

‘Ten Steps to Successful Breastfeeding’ - WHO/UNICEF (1989)

EVERY FACILITY PROVIDING MATERNITY SERVICES AND CARE FOR
NEWBORN INFANTS SHOULD FOLLOW THESE ‘TEN STEPS TO
SUCCESSFUL BREASTFEEDING”.

1. Have a written breastfeeding policy that is routinely communicated to all health
care staff.

2. Train all health care staff in skills necessary to implement the breastfeeding policy.
3. Inform all pregnant women about the benefits and management of breastfeeding.
4. Help mothers initiate breastfeeding within half an hour of birth

5. Show mothers how to breastfeed and how to maintain lactation even 1f they are
separated from their infants.

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

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

8. Encourage breastfeeding on demand.
0. Give no artificial teats or pacifiers to breastfeeding infants.

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

Ref: WHO/UNICEF 1989

In the UK, a joint initiative between the Royal College of Midwives and the
Health Visitors Association developed the ‘Invest in Breast® programme which
aims to unite health professionals in promoting and sustaining breastfeeding
more successfully (Kendall 1999). National Breastfeeding Awareness week 1s
an annual event whereby breastfeeding is promoted by health professionals and
lay organisations. During this week information about the benefits of
breastfeeding are disseminated to the public by the display of posters and
leaflets in public areas. Breastfeeding-friendly initiatives are often launched at
this time such as ‘You CAN do it here’ (National Childbirth Trust 1998) a

publication identifying public venues where breastfeeding is supported.

38

.y



Several research studies have concentrated on evaluating how health
professionals can encourage and support women to breastfeed (Garforth and
Garcia 1989, Thomson 1989, Chalmers 1991, Rajan 1993, Barnett et al. 1995). In
recent times a reflective approach of how values and attitudes held by health
professionals may influence their support of breastfeeding has emerged (Barnett et
al. 1995, Dykes 19935, Howard et al. 1997). Those health professionals who have
positive experiences of breastfeeding may feel more equipped to support the
breastfeeding woman whereas those who have negative or no breastfeeding
experience are more likely to advocate the use of supplementary feeds and

encourage early weaning (Bamett et al. 1995).

To evaluate the ‘success’ of breastfeeding promotion the British government
has monitored the incidence and patterns of breastfeeding by conducting five
yearly infant feeding surveys since the 1970’s (Martin 1978, Martin and Monk
1982, Martin and White 1988, White et al. 1992, Foster et al. 1997).” From
these reports it is documented that in 1975 breastfeeding initiation rates in the
UK were 51%, falling to 24% by six weeks postpartum (Martin 1978). During
1980-1990 there was an insignificant change in rate. In the latest infant feeding
survey an improvement in the initiation rate was demonstrated from 62% in
1990 to 66% 1n 1995 (Foster et al. 1997). Although the initiation rates may
seem to have improved it is important to realise that these rates are based on
babies who have ever breastfed. This includes those babies who were put to the
breast on one occasion only. A more realistic picture of breastfeeding trends

can be seen by looking at prevalence of breastfeeding in the UK from birth to

> The da}a for these reports were collected during 1975, 1980, 1985, 1990 and 1995. The
publication dates are different due to the time taken for analysis and publication.
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nine months (see table 1.4). This shows a steep decline in breastfeeding in the
first week of birth followed by a steady decline in the following months. The

reasons for stopping varied with the duration of breastfeeding (Foster et al.

1997).

Table 1.4

Preva61ence of breastfeeding at ages up to nine months in the UK: 1990 and
199s.

Age of bab
Birth
1 week
2 weeks
6 weeks
4 months
6 months 21%
O months 11% 14%
Ref: Foster et al. 1997 — based on 5,533 women in 1990 and 5,181 in 1995

-

1990
62%
33%
S0%
39%
25%

Hltn|nid
(222
=N

I
[
=

The main concern about improving breastfeeding globally is its association
with promoting child health and child survival. Many research studies have
concentrated on the physical health benefits to the infant. However there i1s
indisputable evidence that breastfeeding offers significant health benefits to
both the breastfeeding woman and her infant. There can be no dispute that there
are health benefits linked to breastfeeding. Physically and mentally there are
associations with enhanced well-being for breastfed infants. Many scientific
studies have been conducted to demonstrate a positive correlation with
breastfeeding and subsequent health in childhood. These include studies which
have demonstrated a reduction in gastrointestinal infections (Howie et al.

1990), respiratory infections (Wilson et al. 1998), ear infections (Duncan et al.

® There are no national data in the UK regarding breastfeeding rates after nine months of age.
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1993, Aniansson et al. 1994), allergic diseases (Lucas et al. 1990, Saarinen and
Kajosaari 1995), and insulin-dependant diabetes mellitus (Virtanen et al. 1991,
Karjalainen et al. 1992, Gerstein 1994). These studies were conducted
comparing the health of the breastfeed baby against the health of a baby given
artificial formula milk. There is also evidence that infant-parent co-sleeping and
breastfeeding may reduce the risk of Sudden Infant Death Syndrome (McKenna
and Bernshaw 1995, McKenna 1996 and Gordon et al 1999). Other studies
have demonstrated that breastfed children achieve higher scores in standardised
tests which measure mental development than those children who have been
fed artificial formula milk (Lucas et al. 1992, Rogan and Gladen 1993,

Temboury et al. 1994).

Although breastfeeding is usually promoted as an infant health issue there is
little doubt that there are health benefits for women too (Dermer 1998, Labbok
1999). For women who have a history of breastfeeding scientific studies have
demonstrated a lower incidence of premenopausal breast cancer (Chilvers 1993,
Newcomb et al. 1994), ovarian cancer (Gwinn et al. 1990, Rosenblatt et al.

1993), and hip fractures in the older woman (Cumming and Klineberg 1993).

The medical/scientific approach to breastfeeding in policy discourse is dominant
in the UK and little attention is given to the social and cultural values which
underlie a woman’s reason to breastfeed. Nevertheless there is evidence that
without an understanding of cultural attitudes the medical message is often unable
to permeate to the wider audience. Despite women’s knowledge that

breastfeeding can be health enhancing some women choose not to breastfeed.
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In order to promote breastfeeding health professionals have used the dominant
discourse of medicine to encourage an increase in breastfeeding. Strategies
used are to provide information about the health benefits and use scientific
research to underpin advice about appropriate management of breastfeeding

concerns. The question then becomes: if breastfeeding is so good, why don’t

more women do 1t and for longer?

The reasons why some women do not to breastfeed or breastfeed for a limited
amount of time are multiple and complex. Breastfeeding is socially constructed
and exists within a woman’s social world. It is not an isolated event that can be
readily assigned to scientific rationale alone. Other issues which effect
women’s lives and have received little attention in the medical approach to
breastfeeding are societal and cultural influences that will affect a woman’s
choice to initiate and sustain breastfeeding. Women may experience conflicting
roles as mother, wife and wage earner. Women who feel unsupported by their
partners 1n their breastfeeding choice are less likely to be successful in
breastfeeding (Palmer 1993, Isabella and Isabella 1994). In the UK many
women return to work after the birth of their baby. For some the return to the
workplace makes breastfeeding problematic, as the promotion of breastfeeding
in the workplace is not seen as a priority for employers. The absence of
breastfeeding facilities during the working day, limited or no access to the
infant and difficulties in expressing and storing breastmilk all contribute to the
early cessation of breastfeeding for most working women. Many women
believe that if they do not continue to express their breasts during the day their

milk supply will cease. In the policy discourse the promotion of breastfeeding
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1s focused on the early weeks of the activity, not as a long-term activity. The
promotion of breastfeeding is targeted to the infant’s first six months. From the
time supplementary foods are expected to be introduced there is little attention

to promote breastfeeding activities.

Outline of the Chapters

In chapter 2 the methodology and sample used in this study are presented. Two
groups of women were investigated for this study. The first sample comprised
thirty-five women who reported their experiences of breastfeeding in the first
few weeks following their baby’s birth. The second group were sixteen
experienced breastfeeding women who nursed at least one child to the age of
eighteen months. Ethnographic open-ended interviews and conversations were

used to gather the data.

My background of working in the health care sector could be viewed as
advantageous or problematic to the aims of this study. On one hand my
professional knowledge of the health care system and concerns of women who
are breastfeeding helped me to interpret and understand the issues the women
discussed with me. Conversely to reveal my professional status to the women
could have had a negative effect in their explanations of their experiences or in
them being truthful about their relationships with other health professionals. I

do not believe I have been compromised by my ‘insider’ knowledge but

consideration has been given to these issues.
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Chapter 3 discusses the lived bodily experience of breastfeeding. Breastfeeding
women may find themselves confronting a barrage of new sensations and
emotions for which they are unprepared. Within this chapter I investigate how
women perceived the sensation of ‘letdown’ and how this impacted on their
lives. Underpinning the analysis is the source of knowledge that women use to
make sense of their bodies. On one hand they use medical discourse as a source
of knowledge to gain an understanding of their bodily sensations but this 1s
often in conflict with their embodied knowledge. The conceptual language
provided by biological medicine tends to iron out the diversity of experience. In

this chapter the women’s use of figurative language to express their experiences

gives richness to the individual accounts.

The control of bodily fluids is an important social necessity. During
breastfeeding many women experience the leaking of milk from their breasts
which can be seen as positive, if attributed to good milk supply, or negative 1f
the body is apparently out of control. The presentation of self is analysed when
the women discuss the significance of their leaking bodies and the strategies

they embark upon to lessen the embarrassment of the leaking body.

Chapter 4 reviews the experiences of women who practice long-term
breastfeeding. In this chapter it is central to consider the definition of ‘long-
term’ and meanings of infancy, childhood, and weaning to understand the
social forces which effect the woman’s breastfeeding experience. Breastfeeding

over the long-term 1s unusual in the UK. The circumstances and reasons why

these women continued to breastfeed are investigated. Societal opinions about
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long-term breastfeeding do not generally support the activity. Opposition to the
activity caused conflicts which resulted in the women having to clarify the

meaning of being a good mother.

Chapter 5 investigates the women’s perceptions of breastfeeding in public and
private spaces. In this chapter the public arena is generally taken to be the space
outside the domestic place and the private domain is generally situated within
the domestic locale. However this is a narrow definition, as women will often
encounter episodes when their domestic space becomes public depending on
who is present within that space. The public area that features in this study is
the movement 1nto areas to conduct everyday activities such as shopping.
Public spaces that were once familiar to the women when childless may be
negotiated as different spaces once they entered the status passage of
motherhood. Many women feel anxious about where and how breastfeeding
should be undertaken in public. Some women will develop an awareness of
facilities they may use in order to create a private space within the public arena.
As women were interacting with others, often strangers, within the public place

they were acutely aware of others reactions to their breastfeeding activity and

concerned about their own embarrassment. For some women this prevented
them ever breastfeeding outside their homes. Even in the domestic setting, the
women may manage their breastfeeding in different ways according to who was
present In that space. Important considerations for the women when
breastfeeding in front of others are the relationship to the other (kin, friend,

guest or stranger); the sex of the other; their partner’s views about breastfeeding

in front of others.
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Many of the women wanted a general change 1n attitude from society at large
which would make breastfeeding in public a more acceptable activity. Several
media accounts reinforce the concerns that British people have about
breastfeeding in pubic. An illustration of these accounts which have appeared 1n
newspapers 1s given to demonstrate how social regulation is reinforced by these

media accounts.

Chapter 6 presents a discussion related to authoritative knowledge, where a
distinction 1s drawn between the acquisition of conceptual knowledge and
embodied knowledge. Women will use conceptual and authoritative knowledge
to make sense of their breastfeeding experiences. These women not only have
to struggle with their own beliefs of these competing ideologies but also with

the views of others, such as kin, friends and health professionals.

The 1mpact of breastfeeding on a woman ‘being a mother’ is explored. For
many women the success of breastfeeding was intrinsically linked with their
vision of ‘good mothering’. When the women encountered conflicts from
others about their breastfeeding practices this ideology of motherhood was
under threat. Many women were guided to make decisions about their

breastfeeding activities by using intuition and their authoritative knowledge.

The social network within which the woman existed was important to reinforce
her beliefs or pose areas of conflict. Family, friends and health professionals

were all seen as being capable of giving support but conversely they could be

antagonists 1f views about breastfeeding were in contention. In an attempt to
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reinforce social order attempts might be made to regulate the woman’s
breastfeeding activity by the use of myths to demonstrate the ‘harm’ that could

befall the breastfeeding woman or her child if she continued breastfeeding.

In the concluding chapter, chapter 7, I show that ‘motherhood’ and ‘conflict’
are recurrent themes which bind the chapters of this thesis together. Throughout
the chapters 1llustrations are given about how women perceive their
breastfeeding to be closely associated with their views of motherhood. Each
chapter reports the conflicts experienced, how breastfeeding women made

sense of these and the strategies they negotiated to overcome their difficulties.
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Chapter Two
Methodology and Sample

A central concern of anthropology ‘at home’ i1s the perceived lack of distance
needed for analysis and reflection; however ‘just as distance is not a guarantee of
objectivity, familiarity is not knowledge’ (van Dongen and Fainzang 1998: 247).
Anthropologists conducting research ‘at home’ will have a comprehensive
knowledge of their own culture and society but it is precisely this knowledge and
familiarity that can make anthropological fieldwork problematic. One difficulty of
conducting anthropology ‘at home’ is making the familiar seem strange. Some
authors suggest that prior to conducting fieldwork ‘at home’ anthropologists
should conduct fieldwork amongst a culture other than their own in order to
experience the distancing required for the fieldwork (Nakane 1982, Ellen 1984,
Perin 1988). Srivivas cited by Sarsby (1984) suggests that to experience another
segment of one’s own society can create awareness and detachment by becoming
the ‘outsider’ within one’s own society. However Britain is not a homogenous
community. Living in one area of Britain does not mean that a British
anthropologist will have an awareness of the cultural diversity which occurs 1n
another area of Britain. What seems important is not where an anthropologist

comes from but how they unravel and assimilate the reality that they encounter.

I have worked amongst childbearing women in Britain for several years. One
could assume I had knowledge of the ‘birth culture’ and had ‘embedded’ myself
into the i1ssues that childbé:aring women encountered. However, women I met
during my work came from wide ranging social, racial and ethnic groups.
Therefore I could never assume that the value system I held would be shared by

women I encountered. This approach became more evident to me during my study

48



of anthropology which commenced in 1988. It could be said that while I have
been participating in an ethnography of birth and child rearing practices for many
years, my study of anthropology has enabled and equipped me to look at my

familiar world as strange.

Data collection

Participant observation was not conducted with the women in this study. I
realised it would be very difficult to conduct a participant observation study of
breastfeeding women and chose to conduct interviews with women to elicit an
understanding of their experiences. These interviews are different from
conversations extracted from informal interactions. An interview is bound by rules
of interaction and requires skills that are different from those employed In
everyday conversation (O’Connell Davidson and Layder 1994). They are both
forms of social encounter and can be affected by the environment within which
the interaction takes place and the social characteristics of the researcher
(O’Connell Davidson and Layder 1994). The interview is not a chance encounter

but an interaction initiated by the researcher with a goal in mind, that of data

collection.

Two data collection periods are included in this study. The first data collection
occurred during 1995-1996 when women’s views of the initial experiences of
breastfeeding were sought. My original plan was that the findings from this
group would be the ultimate focus of my study. However after preliminary

analysis of these data several questions occurred to me: why did some women

continue breastfeeding long-term and were there issues that enabled or
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constrained them 1n this activity? This led me to recruit a second sample of
women. The second data collection occurred during 1997-1998 when women’s

views of long-term breastfeeding were sought.

The data for this study were collected by conducting ethnographic interviews to
facilitate women to talk about their breastfeeding experiences. Different
methods were used to collect data from each of the two sample groups. The
primary method for the first group was the use of focus groups. For the second
group the data was collected by individual interviews. All the interviews
constituted women talking about their experiences in the form of narratives.
The interviews were open-ended and wide ranging in their content in an attempt
to explore how breastfeeding practices are related to the social lives of the
women. The investigation included how the women made sense of
breastfeeding 1n their daily life, in relation to their family and kinship network,

in their interactions with health care providers and managed conflicts over

breastfeeding decisions.

In order to discuss the differences in the recruitment and data collection, each
group will be presented separately. Similarities will be noted between the two
groups of women. They are predominantly white, middle-class women and the
majority are married. With the first group there are more primiparous women
(having borne their first child) in the sample and conversely in the second group

there are more multiparous women (having borne more than one child).
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The Sample

A summary demonstrating comparative data of the women in the early and long
breastfeeding groups 1s provided in table 2.1. More detailed information about

the two groups is supplied in appendices 1 — 7.

Group One - Early breastfeeders

My first data collection took place in the south-east of England and
concentrated on exploring the initial experiences of breastfeeding women. Six
focus groups and three individual interviews were conducted. The criterion for
entering this study was any woman who had experience of breastfeeding.
Thirty-five women aged 20-39 feature in this first sample. The majority
(94.3%) is White Caucasian’. Over two thirds of the women were primipara

(Table 2.1).

I had anticipated using the Registrar General’s Classification of social class to
indicate the social standing of the women but felt this was inappropriate as it
conventionally uses the husband’s occupation rather than that of the woman.
The occupations of the women are provided in appendix 1. Several women

classified themselves as housewives without reference to previous employment

opportunities. The majority of this sample (over two-thirds) is married.

7 All the women are residents of Britain but four had different nationality. One woman came

from Yugoslavia, one from Jamaica, one from India and one from the United States of
America.
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The age of the babies at the time of the interview ranged from two to forty
weeks (Table 2.1). The duration of breastfeeding ranged from five days to
ongoing. All the women in this sample had their babies present during the
interviews. At times 1t was necessary for another woman from the group to
attend to the baby if 1t started crying or needed stimulation while its mother was

conversing.

Table 2.1.

Characteristics of the Sample Women.

BREASTFEEDERS BREASTFEEDERS
Number 35
Age _
- Mean 29.3 years
- Median 29 years | 36 years
- Range
Occupation I .
- Housewife I S B U
- Other 26 15
Marital stafus -
- Married 23 14

- Lone Parent | 1
Pari
- Primipara 24
Child’s age I I
- Mean
- Median 16 weeks
- Range 15 days — 40 weeks 11 months to 3 .25 years

Breastfeeding duration
- Range 5 days to ongoing Up to 4 years

8 These ﬁg:ures relate to‘thc last child the woman breastfed. For some of these children
breastfeeding was ongoing. The women would also refer to long-term breastfeeding of the
siblings who were now 27 months to 17years of age. They are not included here.

2
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Out of this sample most of the women were currently breastfeeding. Five
women had terminated breastfeeding completely and were now giving their
baby artificial formula milk. These women had breastfed for 5 days, seven
weeks and sixteen weeks. A further three women were feeding their baby both

breast and artificial formula milk.

Recruitment for Group One

In order to access respondents for this study I approached facilitators of postnatal
groups and youth groups, community centres and GP surgeries. I also advertised
the study in the local papers and on local radio. It was easy to access women via
postnatal groups which had originally been organised by health visitors. They
constituted a purposive sample (Bernard 1995). However, I was interested to talk

to women who may not attend these groups, hence my attempt to make contact

with other women in the community.

Once the women had registered an interest in being part of the research study I
explained that I was interested in hearing about their breastfeeding experiences
and requested permission to tape-record the conversations. All the women were
aware that they could opt out of the study if they preferred and all consented to the

conversations being tape-recorded.

Thirty-two women were recruited from postnatal groups. These groups were easy
to access as they were already formed groups therefore women knew each other
and had experience of talking about the parenting with others. The use of pre-

existing social groups to investigate health issues has been used in other studies
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(Straughan and Seow 1995). The pre-existing social groups may facilitate
cohesion of the group members. By using these groups it may be possible to
observe fragments of interactions that approximate to naturally occurring data that

might have been collected by participant observation (Kitzinger 1995).

Generally women who attend these groups are motivated to attend and value the
social support of health professionals and other women who are not kin. In the
medical literature the term ‘postnatal’ refers to the first six weeks following birth.
However the postnatal group remained a cohesive group until the women felt
confident they no longer needed the support of the group which often existed until
the baby was six months old. Women often left the group if they returned to work
which occurred between four and six months following the birth. Seven postnatal

groups of women are included in this study:.

I made contact with three general practitioner (GP) surgeries, the local social
service department and housing department to try and gain access to women
who had recently had a baby. I requested permission to put up posters asking
women to contact me if they were interested in finding out more about the
study. This strategy was an attempt to place the decision making with the
woman to opt into the study rather than the professional deciding who would be
suitable to recruit. Very little co-operation was gained from these services. A
gatekeeper effect operated where I was told that either the organisation could
not be seen to validate my research or the women in ‘their care’ would not want

to talk to me. This latter response arose particularly in relation to gaining access

to teenage women who were receiving assistance from social services or local
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housing initiatives. After a lengthy meeting at a GP surgery, the practice
manager contacted me to say I had permission to display a poster in the waiting

room about my research but I left the area before this could be displayed.

I contacted the local newspaper group who published a half page feature about my
research and followed 1t up three weeks later with a small insert reminding women
of the existence of the study. The paper was distributed to four local areas and
recruited responses from seven women. Three of these women were interviewed
individually. The other women either did not respond to my request to arrange an
interview time, cancelled the appointment or were not suitable for inclusion to the

study.

Two local radio stations were approached. One invited me to participate in a
phone-in programme to advertise my research interests and placed the details of
the study on a help-line number. This method generated no response from the

listeners.

Group Two - Long-term breastfeeders

I conducted my second data collection in North- East England. My aim was to
elicit the views of women who had personal experience of breastfeeding a child
over the age of eighteen months. Sixteen women between the ages of 30-43 years

feature in this sample (table 2.1)°’. Four are primiparous and twelve are

? See Appendix 2 for details regarding age occupation, parity and marital status.
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multiparous. The majority of the women are White Caucasians (93.75%).'°
Appendix 3 provides the ages of the children borne to the primiparous women and
their duration of breastfeeding, The multiparous women had between 2-4 children
in their family''. Appendix 4 and 5 gives a detailed breakdown of the
breastfeeding histories of the multiparous women indicating that all the children
borne to these women had been breastfed for various durations. Within group two,

four women were pregnant at the time of interview.

As with the first group I recorded the occupations of the women rather than that of
their husband/partner. The women’s occupations are provided in appendix 2. All
but one of the women classified themselves as having a work-based occupation,
although most of these women were either not currently employed or in part-time

work.

At the time of interview 10 women were breastfeeding 11 children (one set of
twins). These children were aged between 11 months and 3 Y years of age. All the
multiparous women had previously breastfed other siblings for various
durations . Those who had previous experience of long-term breastfeeding would
often reflect on their breastfeeding histories and include these experiences in their

narratives.

% As with the first group a_ll th? women were residents of Britain however one woman is from
Germany, another has a Pakistani parent and one woman is married to a man from Japan.

'! See Appendix 4 for a table demonstrating the length of breastfeeding by birth order in the
families of the multiparous long-term, breastfeeders.

'? Details of their breastfeeding histories are provided in Appendix S.
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Recruitment For Group Two

Recruitment into this group was potentially more difficult than the group of early
breastfeeders as women breastfeeding the older child are not as evident. Unlike
the early breastfeeders I was unable to utilise the Health Visitor in gaining contact
with this second group of women as many Health Visitors are unaware of
women’s breastfeeding status. Initially I placed an advertisement about the study
in a local National Childbirth Trust” newsletter. This requested that women
interested in talking about their experiences of long-term breastfeeding contacted
me to find out about my study. Five women contacted me after seeing the
advertisement. Some of these informants then informed other women they knew
who were breastfeeding long-term about the study so a snowball eftect was
created which lead to a further six interviews. I also contacted the leader of a local
group of the La Leche League ' to explain my interests and investigate whether
she could help in the recruitment. At a local group meeting she informed women
about the existence of the study, and provided a contact number for me so women
could opt into the study if they wished. Two women were interviewed from this

contact, and a further three women were interviewed after they told them about

my study.

13 The National Childbirth Trust (NCT) is a lay organisation that offers support in pregnancy,
childbirth and early parenthood. This organisation provides written information; antenatal
classes; postnatal support groups and breastfeeding counsellors. Leaders of the groups and
counsellors have to have formal training before they can function in their role. This
organisation also campaigns for improvements in the maternity services.

141 a Leche League (LLL) 1s a lay organisation that offers information and support to women
who want to breastfeed their babies. The providers of this help are mothers who have
experience of breastfeeding. People who join the LLL have access to newsletters, recent
research on breastfeeding matters and personal contact through local groups. A system of leader

accreditation is in place which enables a leader to speak with authority on behalf of LLL to
anyone with a breastfeeding query.
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The data for this group were collected by individual interviews in a familiar
setting. Fourteen women were interviewed at home and two women chose to be

interviewed in the workplace for convenience.

Building Rapport
Before I started this study I considered whether I should divulge to the women

that I was a midwife and I had experience of breastfeeding. Both these facts

could have a biasing effect on the responses I gained from the women (Lee

1993).

The inttial interview group from the early breastfeeders sample was comprised
of women whom I had known before and after the birth of our babies. These
women were aware of my professional status and had first hand experience of
my breastfeeding activities. For the other groups within the first sample, and for
all the long-term breastfeeders I introduced myself to the women as a researcher
undertaking a study of women’s experiences of breastfeeding. At the beginning of
the interviews I did not volunteer to either sample groups that I was a midwife.
However during the course of the interviews I was asked on a couple of occasions
whether I was a health professional to which I replied that I was. I did not disclose

initially that I had personal experience of breastfeeding.

My reason for not disclosing my professional status was an attempt to elicit the
true opinions of the women about their encounters with health professionals. I did
not want to establish myself as an ‘expert’ (Ellen 1984). My assumption was that

if they knew I was a health professional who had knowledge of the hospitals and
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staff they had encountered this may have limited the openness of their responses.
However I felt it important to be truthful if asked directly whether I was a member
of the health profession. On the two occasions I divulged my professional status I

was not aware that this information affected the rest of the verbal exchange.

I was also aware that knowledge of the researcher’s personal experience of
breastfeeding could affect the interactions with the women. If it was known I had
personal breastfeeding experience I might have been perceived as ‘part of the
group’ and to have a shared 1nsight to the views being expressed. My experience
may have been utilised by the group which would have deflected from the views
of the women. I decided not to inform the women initially that I had breastfed.
Several women did ask me 1f I had personal experience of breastfeeding to which
I gave an honest reply. Following this the women would sometimes ask me ‘Did
this happen to you too?’ ‘What do you think about this?’ ‘What was your

experience?’

Deciding how much self-disclosure is appropriate is a concern of researchers. If
one is not being frank and honest about oneself then it is hard to expect others to
be honest and frank in return (Hammersley and Atkinson 1995). However the
researcher will often make decisions about what information to volunteer to
prevent bias in the data. It was important to try and build a rapport with the
women so they would feel comfortable contributing in the interview. One group
from the first sample was familiar to me so we had had the opportunity to develop

rapport over a period of time. For the other women it was important that I gained

some trust from them at the beginning of the interview.
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The first interaction I had with the women was important. I took a few minutes to
outline my research interests, giving reassurance about confidentiality, and giving
the women an option to withdraw from the interview at any time (Hammersley
and Atkinson 1995). I made it clear that I was interested in the women’s
individual views and would value the contributions they made as unique to them
and important to the development of a greater understanding in breastfeeding
research. During the women’s narratives I demonstrated interest in what was
being said and encouraged the women by verbal and non-verbal cues. It was

important for me to remain impartial and not to show judgement or prejudice

about what was being expressed.

Confidentiality

In many research studies the names of the individuals who take part are
changed (Lee 1993). This study is no exception. Prior to each interview I told
the women that all the data would be classified as confidential, available only to
the transcriber and myself. I explained my aim was to publish articles about my
research study and my PhD thesis would become accessible to other researchers
and students via the university library. I asked the women if they would like
their names changed in the text to which the majority said they would. A small
number of women were not concerned if their true identity was explicit in the
study but as the majority had asked names to be changed I did this for all for
consistency. I suggested the women could nominate their own but all suggested
I could be responsible for the allocation of the pseudonyms. When a

preliminary paper of this study was published (Britton 1997) I circulated it to
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members of one focus group. There were no criticisms of the content as the
women reported it represented their experiences, however it was interesting that

one woman said ‘she was pleased she could not see herself in the text’.

Data Analysis

The narratives were recorded, transcribed and interpreted. When the spoken
word 1s transcribed into text the result can be disappointing. The inference,
emphasis and rhythm of speech is lost when speech becomes text. The
representation of spoken language is similar to the photograph which

supposedly pictures visual reality (Mishler 1991), it is an interpretative practice.

The transcripts were sorted into thematic categories as discussed by Bernard
(1995). These themes were developed by manual organisation and
reorganisation of the data which is a crucial part of the research process but
very time consuming (cf. Okley 1994). For the second group I initially began
coding the transcripts of the interviews manually then I used the computer
software package Atlas.ti (Muhr 1997) for the coding of these transcripts.

Atlas.ti 1s particularly useful in managing the data as transcripts, memos and

codes are accessed easily (Barry 1998).

The transformation of “the field” into the ‘text’ is partly achieved by means of the

narrative construction of everyday life (Hammersley and Atkinson 1995:250).
Throughout this thesis quotes from the women to explain and express their
social worlds are used to 1llustrate the analytical issues. There is a danger that

isolated quotes can give a fragmented picture of the women’s experiences,
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remove them from the subject and reduce the experience to small events rather
than being seen 1n a social context. Direct quotations are used to add richness
and give the reader a better insight to the issues that concerned the women. This
approach also demonstrates the meaning that the women ascribed to their
experiences which gave rise to my theoretical interpretations. To help place the
women in context brief pen-portraits have been provided for the early

breastfeeders in appendix 6 and for the long-term breastfeeders in appendix 7.
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Chapter Three
Breastfeeding — The Early Experiences'®

From the interviews with women in the early weeks of breastfeeding it became
obvious 1n their narratives that these weeks of breastfeeding were problematic
for many women. There were physical, social and psychological concerns
associated with the activity. Physical concerns, for example, focused on
whether the breasts would make enough milk for the baby or whether the
woman’s diet was adequate to nourish the infants. Social concerns involved the
impact the baby and breastfeeding had on everyday life such as the challenge of
incorporating infant care within the pre-existing necessities of everyday life e.g.
housework, shopping, maintaining social relationships  with  others.
Psychological issues focused predominantly on adequately attending to the

needs of the infant and being a ‘good mother’.

The way women perceive and experience their reproductive body may alter as a
consequence of their childbirth experiences. Central to this chapter is how the
altered 1dea about the body, in this instance the breast, affected these women’s
experiences. Breastfeeding is an embodied state yet can be disembodied
especially at times of difficulty. The embodiment of breastfeeding is an
example of how women use experiential knowledge in making sense of this

bodily process.

In the early weeks of breastfeeding the perceived success or failure of this activity

was a predominant topic of conversation. It became apparent to me that a major

 This chapter contains text and quotes from previously published work (Britton 1997, Britton
1998a, Britton 1998b).
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part of the conversations were centred around the experiences lived through their
bodies. This included the sensations they felt and how they monitored the well-
being of their infant through their capacity to satisfy the needs of their infant

through their breasts.

The management and regulation of breastfeeding was a dominant theme which
involved learning about breastfeeding and experiencing the embodiment of
breastfeeding. Women’s preoccupation at this time is with nourishment of their
infant so they would look for clues that they were accomplishing this
successfully. Most of the women had become aware, during pregnancy, that
there was a mechanism associated with lactation which would enable a woman
to breastfeed successfully providing she followed certain rules. These rules
informed the woman of the correct way to hold her baby; the correct position of
the baby at the breast and the correct way to disengage the baby from the breast
once the breastfeed was complete. A health professional was usually the person
who would take responsibility for instructing the woman in the ‘correctness’ of

breastfeeding.

An important part of the biological mechanism of lactation involves the
letdown reflex '°. In physiological terms, letdown is a neuro-hormonal response
produced by stimulation of the nipple during breastfeeding, resulting in the
flow of milk from milk-secreting cells in the breast tissue to the baby’s mouth.

It is considered to be a universal response, even if 2 woman is unaware of its

'® The letdown reflex may also be called the draught reflex or milk ejection reflex. The women In

this study commonly used the term ‘letdown’ rather than the medical term 'letdown reflex’. The
former will now be used throughout the text.
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occurrence. However, letdown is not governed by the hormonal response alone
but it is also affected by psychological experience. Almost all the women had
gained some scientific, medical knowledge about letdown before the birth of
their baby. As letdown was discussed at length by many women and seemed
important to them in their early weeks of breastfeeding, letdown has been used
to provide a framework with which to discuss the dominant theoretical

perspectives of the thesis.

Feeling ‘Letdown’

In pregnancy and the early weeks following childbirth women are subjected to
a powerful discourse that their bodies are unable to adequately cope with the
reproductive process without the help from medicine and health professionals.
The breastfeeding discourse follows this tradition where there are countless
books informing women how to breastfeed. Much time is spent during the
antenatal period instructing women of the ‘way of breastfeeding’. The emphasis
tends to rest on enhancing the scientific basis of breastfeeding. The knowledge
of the endocrine physiology of lactation encourages health professionals to
instruct women how to stimulate the milk supply and ensure it is transferred
appropriately to the infant. Letdown becomes part of this breastfeeding
discourse. It is another example of how a natural sensation has become
medicalised. The health professional ‘expert’ is needed to help explain and

make sense of this. By impressing on women that letdown is necessary for

successful lactation it then has to be monitored and watched out for.
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Women who choose to breastfeed may find themselves confronting a barrage of
new sensations and emotions for which they are unprepared. Letdown is one
such example. Although women may have some theoretical knowledge of this
sensation they report they are unprepared for the ‘feeling’. It is only through
this actual, lived experience that they can start to make sense of and understand
the importance of letdown in the breastfeeding discourse. An examination of
this process, in its wider cultural contexts, provides an excellent illustration of
the need to transcend narrowly reductionist accounts of embodied human
experience (Shilling 1993, Csordas 1994, Lyon and Barbalet 1994). In this
study it became evident that the letdown reflex was responsible for many of the
concerns and conflicts that the women were experiencing. Indeed, the woman
may monitor her ability to adequately nourish the infant by recognising the
presence or absence of the reflex. The focus of letdown in this chapter lends
itself to discussions about the body, acquisition of knowledge and its centrality
in the ‘correct’ nourishment of the baby which may influence the concept of

mothering.

Expectations — Acquisition of Knowledge

Women often want to be prepared for childbirth before the event therefore seek
knowledge from different sources, such as friends, family, books or health
professionals (see chapter 6). The medicalization of childbirth has transferred
the authority of childbearing to medical ‘experts’ rather than with women.
Much of the information women receive about breastfeeding and, in this case,

letdown comes from a scientific point of view. During childbirth preparation
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classes and i1n ‘authoritative’ texts, the women received information which

informed them that this reflex was necessary for the physiology of lactation.

Most of the women 1n this study had not had contact with breastfeeding before
their personal experience of breastfeeding. Few women had actually seen
another woman breastfeeding her infant or talked to others about their
experiences. Therefore, prior to the event, the women in this study tried to gain
information to prepare them for the experience. This information is gained from
a variety of sources, for example books, friends, family and health professionals
(Britton 1997, Britton 1998b). The discourse of medicine tends to reproduce a
hierarchy of knowledge, presenting scientific evidence and professional
knowledge as superior to learning by experience. It neglects the variability and
personal significance of experience that in many cases leads to a contradiction

between expectations and the reality of breastfeeding.

As most women in this study were exposed to the media during their pregnancy it
was, for some, an 1mportant source of information about breastfeeding. Media
constructs of breastfeeding are predominantly rooted in the discourses of health
professionals’ forms of knowledge. Even in women’s magazines health
professionals are often used to give ‘expert’ advice on health issues signifying the
authority of professional knowledge over that of personal experience. Many
childbearing women consult books, leaflets and magazines during pregnancy to
gain an understanding of the expectations of breastfeeding. Videos describing the

physiology of breastfeeding and showing women feeding their babies are often

used during antenatal classes and are available commercially. For some women
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this was the first time they had seen the image of a woman breastfeeding. There
are many books available about pregnancy and childcare, which are seen as
important sources of fact and up-to-date practices. These books are usually
directed at the first-time mother and are concerned almost exclusively with
infancy or the pre-school child (Urwin 1985, Hays 1996). They usually represent
motherhood as fulfilling, satisfying, and important (Marshall 1991) and depict
babies who are content and parents who cope without problems, though the
images may be far from reality (O’Connor 1993). The account of motherhood

given by experts 1s constructed as being more reliable and legitimate than any

other.

For the women in this study these media representations of breastfeeding
sometimes contrasted sharply with their experience as new mothers feeding
their baby in the early weeks. The pictures of new mothers in books and videos
seen antenatally, constructed for them a powerful image of normal motherhood
which the women reflected upon after the birth of their baby. The media
depiction of the breastfeeding couple is often romanticised and portrayed as
blissfully unproblematic. Pictures of women breastfeeding their infants usually
contain a standard pose. The mother is portrayed as being in control. The baby has
latched to the breast, trouble free, and provides beautiful eye contact with its
mother. The mother looks adoringly at her infant and she is shown beautifully
dressed with make up applied and hair styled accordingly. These images do not fit
with the lived experience of the women in this study. Some of the women felt
angry that these serene pictures were used to promote breastfeeding.

‘I think the photographs are misleading, these women sitting there,

made up to the eyeballs, you know, they are sitting there with a cup of
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tea in one hand and this baby on the other and you know, do they look
like that at four in the morning?.....I think that’s a little bit misleading.’
Kate

In modem industrialised societies the transmission of traditional women’s lore has
declined through the fragmentation of kin networks by social and geographical
mobility. Women often reside away from their kin networks making it more
problematic for relatives such as mothers, sisters, aunts and grandmothers to be
available to advise and support newly birthed women. As kin members might not
live local to the woman this might result in her moving into other social groups in
order to obtain support and advice about childrearing practices. These social
groups might result from contacts through employment, leisure pursuits and

childbearing activities such as antenatal classes and contact with health

professionals.

Many women have neither had the opportunity to observe other women
breastfeeding, nor spoken to other women about it before their own experience.
Women may refer to textual accounts of breastfeeding information to help them
make sense of the sensations they are experiencing and understand the bodily
changes they are witnessing. In both medical and lay literature'’ letdown is
described mainly in biological terms. The texts concentrate on the physiology of

the letdown reflex, its function and the sensations the woman may feel.

'7 Medical texts are those primarily written for and used by health workers but may be consulted by

mothers. Lay texts are those written expressly for mothers, but the authors are commonly health
professionals or psychologists.
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Physiologically, letdown is described as a neuro-hormonal reflex which can be
inhibited by psychological influences (Jolly 1977, Llewellyn-Jones 1983, Palmer
1993). The function of the letdown reflex is explained as being necessary for the
flow of milk from milk-secreting cells to the baby’s mouth (Renfrew et al. 1990,
Ebrahim 1991, Royal College of Midwives 1991, Health Education Authority
1992). Writers often place alongside the scientific explanations of letdown details
of the sensations a woman may feel, as guidance as to how she can monitor her
body. The sensations of letdown are not, however, described consistently across
different medical texts. They have variously been described as: ‘a tingling
sensation or heaviness’ (Ebrahim 1991:12); ‘sharp pain’ (Ebrahim 1991:15);
‘needle-like pain’, ‘tingling sensation’ or ‘no sensation at all’ (Royal College of
Midwives 1991:2). In the lay literature letdown was often described as a pleasant
sensation: ‘Some women feel....a tingle in their breasts....others will not feel it at
all’ (Renfrew et al, 1990:73); ‘(a) sensation of milk rushing in’ (Jolly 1977:77);
‘(a) tingling sensation of the milk pouring from within the breast’ (Palmer
1993:28). Even Maher (1992:30) suggests it is pleasurable and fails to investigate
the differences between women either individually or across cultures. Hence

women are exposed to a proliferation of monolithic discourses which are often in

contradiction with each other.

Expectations versus Realities

When examining how the women made sense of the sensation of letdown the
interrelationship of biological, social and emotional factors are well demonstrated.
This section provides the women’s descriptions of letdown where they linked their

expectations about the sensation with reality, the here and now. The women’s talk
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in this section helps to demonstrate the embodiment of breastfeeding. Through
their discussions with others the women seek to confirm the normality of their
experience. It becomes evident that conflicts between expectations and realities
occur. Some images and descriptions of lactation may encourage unrealistic

expectations of breastfeeding.

Describing the Sensation

When describing the immediately embodied experiences of the letdown sensation
many women struggled to find words to describe the sensations they felt, often
using figurative language to 1illustrate their meaning. The women used spoken
images derived from other areas of <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>