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Infant feeding
Welcome to the December 2016 issue 
of Perspective.

We bring you a riveting range of topics, 
from how can antenatal education 
support a positive breastfeeding 
experience to the tricky question of 
when parents might introduce solid 
foods to their babies, especially in the light of new research on 
preventing food allergies.

First, however, we pay tribute to the extraordinary contributions to 
NCT by Rosie Dodds, senior policy advisor, and Miranda Dodwell, 
familiar to many for her volunteer and other roles. 

We support the UNICEF Baby Friendly Initiative call to ‘Change the 
Conversation’, with three linked pieces from Heather Trickey,  
Dawn Leeming and Fiona Woollard. These argue for a more 
supportive environment to protect mums against a ‘shame  
and blame’ culture as they make their feeding decisions.

We also cover recent developments in maternity rights and 
discrimination, and the evidence behind testing for Group B 
streptococcus infection.

Do send in your ideas and suggestions.

Julie Clayton, Editor, NCT Perspective
Julie.clayton@nct.org.uk          @NCTLibrary
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Rosie Dodds
As NCT says a fond farewell to senior policy advisor 
Rosie Dodds, she tells Julie Clayton about her 
determination to make sure that parents are guided 
by the best possible information and evidence.

Why did you decide to become an NCT 
breastfeeding counsellor?
I always wanted to help people - I had planned to become a midwife when I 
was 7! In my adult life I trained and worked as a nutritionist and researcher. 
But when my son was born 27 years ago I had the experience of poor support 
and completely erroneous information. He was in special care largely 
unnecessarily, and then I struggled for weeks to breastfeed comfortably. 
I asked for help with breastfeeding but there was no one available who could 
help me. I was being told to feed one minute each side, then two minutes 
each side the next day. It was complete rubbish. 

That was a motivation for me to become a breastfeeding counsellor (BFC), but 
it also tied in with my professional background and interest in  campaigning.
The training all made sense and I was with lovely and very all different people.

Almost as soon as I qualified as a BFC I was in the NCT office volunteering 
to write a leaflet about starting babies on vegetables, when I saw a job 
advertised saying ‘policy researcher wanted’. I was really keen. I was active 
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Having worked in 
research for many 
years, I understood 
the value of 
evidence and I could 
see when people 
were ignoring or 
misinterpreting the 
evidence.



politically and campaigning with organisations like Oxfam and World 
Development Movement. I was working in research part time, and they 
wanted someone with experience of campaigning and research  
and knowledge. So it all fitted very well. It was a full time role and I lived only 
three minutes walk away. At that time you couldn’t be a practitioner and a 
staff person, so I stopped being a BFC in 1993. I later did a refresher course 
when we were allowed to combine staff and practitioner roles. 

What attracted you to working in policy?  
It was the ideal combination of political interests, NCT training and work 
experience in practical research. I enjoy making use of research, both to 
ensure that parents have accurate information and to influence  
decision makers.

There was only one other staff person working on policy, Mary Newburn, who 
was on maternity leave. The Changing Childbirth report1 had just come out 
and a lot of other people were also involved as volunteers with NCT, writing 
big influential reports on parents’ experiences of birth, including procedures 
such as epidurals and episiotomies. 

Which campaign issue are you most proud of 
being involved in and why? 
One which I especially enjoyed seeing to completion was the ‘You can do it 
here!’ campaign, publicising places where women could breastfeed without 
harassment. We wrote letters (snail mail!) and recruited local councils, 
transport, and leisure venues such as Chessington Zoo, as well as restaurant 
chains, shopping centres and cafés. NCT researched and produced several 
booklets, with associated media launches, on the right to breastfeed in public 
places, and letting families know where they would be welcome. 

Another important campaign issue was the testing and management of 
hypoglycaemia, or low blood sugar levels, in babies. We’d asked women 
about their experience of having a baby diagnosed with hypoglycaemia, and 
found some  poor practice by health professionals with uneven handling of 
evidence. We convened a round table of experts, practitioners and health 
professionals, to reach agreement and draw up clinical guidelines. We 
published reports and drew the attention of paediatricians. These were then 
incorporated in, and superceded by, the UNICEF Baby Friendly Initiative.2

On a personal level, I am quite convinced that words that I had written 
in 2002 for the Department of Health were used directly for the Infant 
Feeding recommendation.3 This was regarding recommendations to change 
introducing infants to solid foods from between four to six months of age,  
to six months onwards. It followed evidence provided by the WHO. 



How would you define your role as senior  
policy advisor? 
Although my title has changed the role has not changed very much. My remit 
includes lobbying on behalf of parents to improve their experiences. For 
example this may be with regard to the recent resolution on the WHO Code 
on formula milk marketing, which aims to limit the misleading information 
that formula manufacturers use, such as labelling formula milk ‘Good Night’ 
milk. This should not be on the shelves! There is no such thing as a Good 
Night milk and it’s dangerous to suggest that there is. 

We have worked extensively in collaboration with other organisations to 
ensure that the government adopts evidence-based policy and is not just 
listening to formula manufacturers. 

A large part of my work has also involved responding to NICE consultations 
such as on co-sleeping. I still see that as lobbying on behalf of parents, so that 
they’re not getting conflicting or inappropriate information. All the maternity 
surveys say inconsistent information is rife still. But the situation is improving. 

More recently, I have worked on the Scottish Maternity Review.4 This is also 
about standing up for parents and reminding health professionals what 
matters to parents. If the government centralises neonatal services they will 
have to think of the travel costs for parents. Some will have very complex 
needs., and will incur significant costs, financially and emotionally, in going 
back and forth while their baby is in hospital. A lot more people in Scotland 
live remotely, compared to England. I have emphasised, for example, the 
evidence about the benefits of kangaroo care – in which babies are kept in 
skin-to-skin contact with mothers and fathers. This practice is so significantly 
influential in a baby’s development, not only for keeping warm, keeping heart 
rate regular, bonding and for encouraging breastfeeding, but also in reducing 
the number of infections babies have, and enabling them to go home earlier. 
But despite it being cheaper for the hospital to encourage kangaroo care,  
it’s not happening everywhere. You have to be a bit repetitive to get 
messages across! 

I have also worked on guidance for eating pregnancy including taking vitamin 
D, and folic acid supplements.5 My nutrition background was of course very 
relevant, as well as knowing the medical terminology. Having worked in 
research for many years, I understood the value of evidence and I could see 
when people were ignoring or misinterpreting the evidence. This has been so 
important for NCT as an evidence-based organisation. 

What have you found most challenging about 
working in policy?  
You have to work hard to see other people’s perspective. In order to be a 
good advocate and influencer you need to be able to understand where they 
are coming from, what are the barriers from their point of view. Sometimes 
that’s very difficult because they might not want to let on. You then have to 
choose your tactics accordingly in order to influence them. What may be an 
obvious solution to you, may not work for multiple reasons. 



What key messages would you like to send to 
practitioners working with parents?
Practitioners are so important to NCT and to the parents they support. 
Thousands of people learn more about what to expect when they become 
parents. And thousands of mothers every year speak to a breastfeeding 
counsellor and are helped to move forward with their own feeding journey, 
whatever that may be, with information and support. 

I would like to encourage providing support for all parents and standing up 
for disadvantaged families. NCT policy and campaigns advocate on behalf of 
parents across the whole social and economic spectrum. Often, people only 
see NCT in the context of an antenatal course, and don’t see all the lobbying, 
influencing and campaigning work that we do. 

What do you like to do in your spare time?  
We have an eco-house in Essex which is open to the public, to demonstrate 
energy saving, adapting to climate change, permaculture and growing much 
of our own food. People can call and book a visit. We also host volunteers as 
part of the World Wide Opportunities on Organic Farms network. They come 
and work, learn about what we do, and we provide food and accommodation 
We do masses of recycling. We also make jam, bottle and fruit, such as figs 
and apricots, grind our own flour and bake bread. Splitting wood and making 
cakes are my main form of relaxation.

Rosie is now an independent consultant, currently looking at the 
implementation of the Healthy Start programme. 

https://www.healthystart.nhs.uk
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Miranda Dodwell
How did you first become involved with NCT?
I love the NCT and it’s been so important in my 
life since I had my elder daughter in 1993. I had 
only recently moved to the area when I took 
NCT classes at my local Wimbledon branch and 
made new friends, and made even more when I 
went to a refresher course when I was pregnant 
with my second daughter in 1995. Around that 
time everybody I knew in the local area I had 
met through NCT. I decided to make use of the 
knowledge I’d gained and trained as an NCT 
antenatal teacher, qualifying in 1999 and teaching 
until 2005. 
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You set up the BirthChoiceUK website to enable 
women to find information on where to give 
birth. How did this come about?
I set up BirthChoiceUK in 2001 with Rod Gibson, the husband of another 
antenatal teacher. I could see from the evidence that women who received 
continuity of care had better outcomes, but they were only likely to get this 
if they chose particular places to give birth, or patterns of care. As a result of 
my training and teaching, it became clear that women often weren’t aware 
of the choices they could make. Women largely didn’t understand how the 
maternity system worked or that they could choose alternative places to give 
birth. It was still early days for midwife-led birth centres, and home birth rates 
were low. 

At the same time, I was very keen to lay my hands on maternity data. In those 
days, it was almost impossible to find out a hospital’s caesarean rate. Setting 
up BirthChoiceUK was a way of making maternity data accessible and helping 
women navigate their way through the maternity system to get the birth they 
wanted. It was really about empowering women without judgment. 

How did you get access to the data?
It was the early days of the internet when we began in 2000, and there was 
very little online, but I was able to discover that the Department of Health 
(DH) published maternity statistics and caesarean rates for every hospital in 
the country. However, these were tucked away in a paper bulletin produced 
only once every three years. In 2000, the most recent data were from 1992-
5, so the bulletin was already five years out of date. Rod and I met up with the 
statistician responsible who allowed us to use the data on our new website.  
On the day the 1995-8 data were published, in 2001, we launched our 
website. For the first time, BirthChoiceUK made the data available to women 
to look at online and in a more accessible format. 

Nowadays you would not be granted access to 
data in this way – you obviously convinced the 
Department of Health extremely well!
I think that they were pleased that their work was going to be available for 
a wider audience: after the launch of the BirthChoiceUK website, the DH 
started publishing statistics annually and on a more timely basis. We were 
always incredibly careful with the data. This is personal data and you have 
to respect its confidentiality and sensitivity. In 2011 we made an official 
application to receive individual patient-level data and began producing our 
own maternity statistics. 

Women largely didn’t 
understand how the 
maternity system 
worked or that 
they could choose 
alternative places to 
give birth.



What feedback have you had about the influence 
of BirthChoiceUK on individual mothers? 
For several years following the launch we received emails saying, ‘Thank you 
so much, this is brilliant. I had no idea what to do and you have made it all 
easy for me’ which was very gratifying. People often thought BirthChoiceUK 
was a huge organisation and did not realise that it was just the two of us.  
Through all this, BirthChoiceUK was self-funded apart from an initial grant 
from the Kings Fund to produce some publicity leaflets.

Rod and I later became involved at Kings College London, working with 
Professor Jane Sandall on a maternity workforce project and with City 
University of London, working with Professor Alison Macfarlane on a project 
about safety and outcomes in relation to when babies are born. We are now 
both using expertise gained from BirthChoiceUK to contribute to important 
academic research projects to improve quality of care. 

You have also made ‘normal birth’ an important 
part of your work at NCT – what was this about?
The idea of ‘normal birth’ was about looking at positive birth experiences 
overall, women who gave birth without having interventions. It had already 
been championed by great advocates such as Beverley Beech of AIMS and 
Professor Soo Downe. BirthChoiceUK contributed by developing a way of 
measuring normal birth using routinely collected data, rather than looking at 
each individual intervention, such as caesarean sections or being induced.  
For the first time there was a standard definition and it was possible to 
compare normal birth rates in different hospitals over time. 

The Maternity Care Working Party (including the Royal College of 
Obstetricians and Gynaecologists (RCOG), the Royal College of Midwives 
(RCM), NCT and the Association for Improvements in the Maternity Services 
(AIMS) and a number of individual experts) published a statement putting 
forward the concept of normal birth, how you could measure it, and why 
it was important. Mary Newburn from NCT led on this work and was an 
inspiration to me. Subsequently we worked together on the report about 
normal birth as a measure of the quality of care.  

This publication was based on the ideas of Lord Darzi that quality healthcare 
should be safe and clinically effective, and result in a good patient experience. 
We knew from the evidence that midwife-led care, place of birth, and 
supporting women to have a low-tech birth tended to be safe and clinically 
effective, and women liked these. These practices could improve the 
quality of care whilst also increasing the likelihood of a normal birth as a 
consequence. 

More recently, there seems to have been a bit of controversy around using 
the phrase ‘normal birth’. Some people think it implies that other births are 
‘abnormal’ and that it is disempowering for women – for example if they have 
chosen to have a caesarean. But historically it came from a very women-
centred approach. I think the work we all did on normal birth was a real 
success for childbirth activism. 



Which other issues have you worked on for NCT?
It has been wonderful to work with so many passionate birth advocates 
at the NCT. I have been an NCT user representative and an NCT research 
networker and worked in collaboration with the research and policy teams, 
as well as being employed briefly as a part-time researcher. Rod and I carried 
out the research for the NCT Location, Location, Location campaign, on the 
importance of choice of place of birth. I worked on consultations for NICE 
guidelines, and co-wrote briefings on home birth, normal birth and midwife-
led care. I also wrote several articles for the old publication New Digest and 
for Perspective, including on normal births, working with pain in labour, 
positions for birth and the safety of home birth. NCT research networker Gill 
Gyte has been a particularly supportive colleague in much of this work.

More recently I worked with Elizabeth Duff on the Safety Thermometer – an 
NHS initiative indicating unsafe care, involving audits of individual incidences. 
We were on an expert panel, advocating for women’s experiences of safety 
to be included, such as not being listened to, or being left alone and worried. 
It took a real collaborative effort to get these psychosocial questions 
included but it showed the power of people speaking up for women and their 
experiences. I also had the privilege of working with Elizabeth on the ‘Choice’ 
workstream of the National Maternity Review, which she chaired.

What’s happening with the BirthChoiceUK 
website now?
Which? approached us about setting up their website for women to choose 
where to give birth. It was perfect timing for us as we were increasingly 
involved in other projects taking our time. We helped them develop Which? 
Birth Choice and when they launched in February 2014 we closed down 
the women-facing part of BirthChoiceUK. We do still provide the maternity 
statistics to them, though.

We continued displaying maternity statistics on our BirthChoiceUK 
Professional site but now the RCOG has also begun publishing maternity 
statistics from individual hospitals, and the RCM has produced a website 
mapping all the maternity units in the country.  

I think our role is now over. It feels a bit sad – we ran BirthChoiceUK for 15 
years. My children used to say ‘You love BirthChoiceUK more than you love 
us!’ which isn’t true, of course! But I am very proud of what we have achieved.

I think the work 
we all did on 
normal birth was 
a real success for 
childbirth activism.
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Supporting parents with 
breastfeeding their multiple 
birth children
By Janet Rimmer

NCT practitioners are trained to recognise and respond to parents’ diverse 
needs and experiences by working within the parent-centred model. 
Sometimes, however, when practitioners look on NCT intrabiz or pick up 
the phone and see or hear the word triplets or twins, it can become a barrier 
to seeing the parent(s) behind the babies. A set of assumptions can come 
into play and, therefore, it can be challenging to see the parents as unique 
individuals with their own personal journey. In addition, practitioners with little 
experience can feel ill-equipped to support of supporting parents of multiples 
and may believe they do not have the necessary skills or knowledge. However, 
keeping the parent(s) at the heart of the support and information offered 
is as important with parents of multiples as any other parent; their range of 
experience will be as wide as for other groups of parents.

Having recognised the diversity of expectations and wishes amongst parents 
of multiples, there are some common threads that may enable parents to be 
better supported.

Janet Rimmer is an NCT 
breastfeeding counsellor, 
peer support trainer,  
co-founder of the Tamba 
Peer Support Line, and 
mother of 20 year-old triplets.
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Information that parents of multiples often (but not always) want to cover in 
their antenatal session:

•  Exploring the realities of breastfeeding two or more, especially the pattern 
of their days

• Feeding two together: how to position and encourage babies to feed 
together.

• Mixed feeding: how to breastfeed with the options of including infant 
formula milk feeds.

• Ways to cope with and anticipate realistically the challenges they may have 
including babies being born early, separation from babies and the impact of 
a caesarean birth.

In addition, I would add discussion about:  

• The process of babies moving towards breastfeeding if they are born early, 
in particular the recommendation to begin expressing within six hours of 
giving birth and then continue to express 8-10 times in 24 hours until the 
babies are feeding directly from the mother. 

• The mechanism of supply and demand which can enable parents to 
understand why it is possible to feed two or three babies

In a Signature course breastfeeding session, I weave many of these aspects 
into standard exercises by extending discussions to include a wider range of 
experiences. As a result, parents of multiples have their needs met and feel 
included in the common experience. For example, when discussing supply 
and demand I will mention that most women produce enough breastmilk for 
twins in the early days and this gradually reduces if a woman has one baby. 
However, if a woman has two babies then she will continue to produce as 
much breastmilk as the two babies ask for. 

In one exercise I ask parents to look at some pictures and information to 
identify what might enable their baby to breastfeed (skin-to-skin contact, 
feeding little and often, etc). If there are parents of multiples in the group I 
offer information about expressing colostrum and kangaroo care, and ask the 
parents to consider both scenarios. Having a range of images and resources 
which reflect parents of multiples as well as singletons, premature and term 
babies, ensures that parents of multiples feel included and have the message 
that breastfeeding multiples is possible. 

Key messages
• Parents of multiples have as diverse experiences of feeding their babies 

as any other parents 
• The core knowledge shared about breastfeeding is the same whether a 

mother has one, two or three babies. Extending the range of information 
can make the topics inclusive to all parents. 

• Women’s bodies are designed to feed one, two, three or more babies
•  Keep the parents’ own experiences at the heart of the information you 

share and your support



I also include an activity on common challenges in antenatal breastfeeding 
sessions: I may show parents an image of two preterm babies and ask them to 
discuss a scenario and decide what they might do if faced with that challenge. 
Different scenarios reflect common problems for parents of both singletons 
and multiples and can be allocated according to the situations the parents 
ask to explore. I also have a duplicate set of resources that any parent might 
experience (e.g. mastitis and sore nipples) with images of twins; in the text I 
write ‘babies’ instead of ‘baby’. 

Examples of challenging scenarios:
1. Breastfeeding is going well and your babies are putting on weight. However, 

the babies have very different feeding patterns and want to feed at 
different times. You both want to carry on breastfeeding but are exhausted 
and don’t know if you can continue. What self-help measures could you 
use? *Image of exhausted mother*

2. Your babies are born several weeks early and are not interested in or able 
to feed. They are being tube fed into their tummies but you are keen to 
breastfeed. What self-help measures could you use? 

Supporting mothers postnatally
Like any parents, mothers of multiples who contact me after their babies are 
born are going through their own unique experience, and this is closely bound 
up in their transition to parenthood. They may spend their first days or weeks 
with their babies in special care. Careful listening to the mothers enables them 
to explore issues that might be influencing their decisions to breastfeed and 
enables them to decide what feels right for their family.

Common reasons mothers contact me and the team of NCT peer supporters 
whom I support include; exhaustion, worries about producing enough 
breastmilk, difficulties feeding the babies together, and wanting to explore 
moving from mixed feeding to fully breastfeeding (often when the babies have 
been born early).

Feeding two together
Much of the literature focuses on ways to feed two babies together and 
assumes that this is the best option for mothers with little time in their day. 
Yet many mothers of multiples find it challenging having to bring the babies 
into a pattern of feeding together and attaching both at the breast when little 
help is available. Many mothers value time spent with each baby individually 
and some may feel under pressure to change to joint feeding. It can be useful 
to explore options such as feeding one baby straight after another, or feeding 
separately and enabling the babies to find their own rhythm. If a mother is 
struggling to have a pain-free feed, or the babies are not putting on weight, 
even if the long-term goal is to breastfeed together it can be useful to go 
back to feeding one at a time and concentrate on basic positioning and 
attachment. If the mother is clear that she wishes to find a way to feed them 
together then I find it useful to explore the option of using a laid back position. 
As with singletons I have seen this change the breastfeeding  
experience completely.

Careful listening to 
mothers enables 
them to explore 
issues that might 
be influencing 
their decisions to 
breastfeed.



Babies born early
Many mothers feel very well supported initiating breastfeeding in special care 
units. Frequently, however, there is less support when they leave hospital. The 
babies often have a mixture of breastfeeding and formula milk and mothers 
may want to achieve their goal of fully breastfeeding but are anxious about 
a system in which babies are expected to be putting on sufficient weight 
to be discharged. It may enable this transition to encourage mothers to 
explore what they feel able to do in order to increase their breast milk supply, 
encourage their babies to take more from the breast and then, slowly, reduce 
the top-ups. 

Mothers are exhausted
We find it is common to be contacted by mothers who initially felt euphoric 
about the birth of their babies and spent the first few weeks well supported, 
then at about six weeks, hit a brick wall of exhaustion; they are searching for 
ways to manage their time more effectively and to feel less tired. Working with 
mothers to unpick their experiences, and explore their expectations and how 
these compare with reality, can help to normalise their experience of caring for 
two or three babies. We can also help them to consider ways of gaining more 
support, or to accept their situation as their new normal. NCT-trained Tamba 
peer supporters can share their experiences and those of other twin mothers: 
women consistently say that they feel better just knowing that what they 
experience is common amongst mothers of multiples.

Lack of research
There is very little research on what is most effective in supporting parents 
of multiples. The research that does exist demonstrates that breastfeeding 
twins and triplets in the right cultural environment and with effective support 
is possible.1 However, some parents of multiples discover that they are not 
being offered the same opportunities for breastfeeding support as parents 
of singletons. They may need to overcome the common assumptions that 
mothers will not be able to produce enough milk or that it will be ‘too much’ 
for a mother to breastfeed her babies. This can often be the case with twins 
and even more so with triplets. Yet most mothers of multiples still want to 
breastfeed and want to be supported to achieve their breastfeeding goals. 
Believing it is possible, and conveying that belief to parents, without losing 
sight of the challenges is central to effective support for parents of multiples.

Information about contacting Tamba  
peer supporters
NCT trained Tamba breastfeeding peer supporters, all of whom have 
breastfed twins, can be contacted by e-mail at tambabreastfeeding@
gmail.com; one of the team will respond within 36 hours or sooner. 
They will offer the choice of speaking via phone, email, text or instant 
messaging, whichever the mother prefers.
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1. Multiple Birth Foundation. Guidance for Health Professionals on Feeding Twins,
 Triplets and Higher Order Multiples. 2011. Available from:   
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Further Information
I have created a padlet of information to share with parents of multiple 
birth babies alongside a padlet of other breastfeeding information covering 
the usual range of topics. See the following link:  
https://padlet.com/janet_rimmer_nct/breastfeeding_multiples

For parents expecting twins or multiples, NCT runs a bolt-on ‘Twins and 
Multiples Workshop’ for those who have attended a regular NCT antenatal 
class. For qualified practitioners working with parents, there is also an NCT 
‘Twins and Multiples Facilitation Study Day’. For more details see  
http://bit.ly/twins_and_multiples
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Is discrimination against 
mothers still a problem?
Yes, says NCT Head of Campaigns Abi Wood, 
outlining the latest moves to tackle maternity 
discrimination in the UK 
The idea that becoming pregnant and having a baby should forcibly exclude 
women from the workplace seems one that belongs in the middle of the 
last century. And yet it was necessary in 2010, for the UK government 
to introduce new legislation in the form of the Equality Act, to prohibit 
pregnancy and maternity discrimination. 

This move to protect women’s rights at work was an affirmation of the 
evidence for the significant contribution of women in the workforce, in the 
economy, and in society. Families where mothers are in work experience a 
significantly lower risk of child poverty. Maternal employment has also been 
positively linked to child development, and to parents’ health and wellbeing.1 
Mothers who return to work reduce their ‘motherhood pay penalty’ — the 
fall in earnings that is linked to the length of the break in economic activity 
following childbirth.2 Of interest to the Treasury is the link between maternal 
employment rates and public benefits in terms of tax revenue. For example, 
increasing overall maternal employment by five percentage points - up to 
62% - would be worth around £750 million annually in increased tax revenue 
and reduced benefit spending.1 
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The problem of pregnancy and maternity discrimination has gained renewed 
prominence in the past year as a result of a major programme of research 
jointly commissioned by the (former) Department for Business, Innovation 
and Skills and the Equality and Human Rights Commission (EHRC). This was 
intended to track what progress, or otherwise, had been made since the 2005 
Equal Opportunities Commission’s report Greater Expectations.9 The research 
revealed that almost half of women experienced some form of disadvantage 
at work, simply for being pregnant or taking maternity leave, and 30,000 
women were forced out of their jobs. 

The first report,3 published in March 2016, investigated the prevalence and 
nature of pregnancy discrimination and disadvantage in the workplace. It was 
based on interviews with 3,034 employers and 3,254 mothers, exploring their 
views and experiences on a range of issues related to managing pregnancy, 
maternity leave and mothers returning to work. 

The situation had worsened since 2005, and there was a disconnect between 
policy and practice. The majority of employers reported that it was in their 
interests to support pregnant women and those on maternity leave, and 
agreed that statutory rights relating to pregnancy and maternity were 
reasonable and easy to implement. Yet 11% of mothers reported that they 
were either dismissed, made compulsorily redundant where others in their 
workplace were not, or felt that they were treated so poorly that they had to 
leave their job. Scaling this up to the general population could mean that as 
many as 54,000 mothers are being forced out of work every year, compared 
to 30,000 ten years ago. The findings echo 2014 research by NCT showing 
that 43% of new mothers do not take their full maternity leave, with almost 
half (47%) attributing this to concerns about job security.4

Furthermore, one in five mothers said they had experienced harassment 
or negative comments related to pregnancy or flexible working from their 
employer and /or colleagues; 10% of women said their employer discouraged 
them from attending antenatal appointments; and 4% of women reported 
leaving work because their health and safety concerns were not addressed.5

Many aspects of maternity discrimination, namely when women are 
discouraged from attending antenatal appointments and when employers 
do not make necessary adaptations to ensure a pregnant woman’s health 
and safety at work, have a negative impact on the health of pregnant women. 
The right to time off to attend antenatal appointments is vital to ensure that 
they are able to access early antenatal care and for continuous assessment 
and advice during pregnancy. Evidence shows that missing antenatal 
appointments can increase the risk of having smaller babies, premature 
babies, miscarriages and stillbirth. This is particularly an important issue for 
women with complex health needs. 

Accompanying the research findings were a set of recommendations for 
action from the EHRC.6 Sadly not all of these were accepted, either in part or 
fully, by the Government. Since then there has been parliamentary debate 
and strongly worded recommendations from the Women and Equalities 
Committee7 and, on the question of tribunal fees for women seeking 
redress, from the Justice Committee. The chair of the Women and Equalities 
Committee, Conservative MP Maria Miller, has shown real leadership on  

Almost half of women 
experienced some 
form of disadvantage 
at work, simply for 
being pregnant or 
taking maternity 
leave.



this issue. She reached out to women to hear their experiences directly, 
including visiting the NCT Portsmouth and Southsea branch. 

Yet despite all this evidence about discrimination and unfair treatment of 
women during and after pregnancy, and despite clear recommendations 
and support for change from a wide spectrum of politicians and external 
organisations, we are still waiting for Government action. In November 2016, 
new research showed that the annual cost of maternity discrimination to 
businesses is £280 million, and to women directly it could be as high as 
£113 million.8 The accompanying press release quoted the newly appointed 
Business Minister Margot James describing maternity discrimination as “a key 
priority of mine”. Encouraging words certainly, but so far there has been no 
action to put them into practice. 

NCT will be campaigning on this issue over the coming months, pressing 
for action to reduce the incidence of maternity discrimination and improve 
access to redress. As a first step we will be calling for: a brief outline of 
pregnant women’s employment rights to be included on the MatB1 form; 
the Health and Safety Executive to take action to improve their guidance in 
relation to protecting pregnant women at work, and calling for the time limit 
during which a woman can take a case of suspected maternity discrimination 
to a tribunal, from three to six months. For further information on our work, 
please contact campaigns@nct.org.uk.
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Spotlight

Fussy eating: is it down to 
genetics or environment?
By Fran Bailey
In the mainstream press over recent weeks there have been reports about 
fussy eating in children being attributed to genetics rather than ‘bad 
parenting’,1,2 so it seemed appropriate for this evidence review to consider the 
papers and the research study that led to these headlines. The majority of the 
press reports indicated these traits were almost definitively genetic, whereas 
the reports themselves suggest that there may be some genetic background, 
which may make parents feel better, but also a significant influence from the 
environment around the child. This is particularly relevant to practitioners 
working with parents postnatally, notably those running NCT Introducing Solids 
workshops, and NCT Early Days courses, drop-ins or NCT Parent courses. 

Smith AD, Herle M, Fildes A, et al. Food fussiness and food neophobia 
share a common etiology in early childhood. J Child Psychol Psychiatry 
14 October 2016.
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Participants in the research were from the birth cohort called Gemini, 
consisting of twins born in 2007 and their mothers: www.geministudy.co.uk 
The children were aged 16 months at the time of the study, and were 
representative of the UK twin population in weight, in gestational age, and in 
being a mixture of identical and non identical twins. However, white British 
families and married couples were over represented, as were those with a 
university education and those who had breastfed.

The article by Smith et al aims to explore the possibility of a shared cause 
of food fussiness and food neophobia. Food fussiness is defined as, ‘the 
tendency to be selective about the foods one is willing to try, often focusing 
on food-specific attributes such as texture’; food neophobia refers to ‘refusal 
to try unfamiliar foods’. A refusal to try new foods is frequently linked with 
characteristics such as shyness, whereas food fussiness is more often 
associated with external influences such as feeding methods. Further 
exploration was needed to discover whether the two phenomena are 
connected by a common cause or whether they should be treated as distinct. 
The new findings suggest that, as expected, environment plays an important 
role in the development of fussy eating behaviour but much less so with the 
development of food neophobia. Traditionally, parents coercing children to 
eat has resulted in increased fussiness, whereas modelling healthy eating is 
more likely to lower the incidence of fussy eating. Taking these ideas a step 
further, the study by Smith et al indicates, from anecdotal evidence, that both 
food fussiness and refusal to try new foods are under some level of genetic 
control. Parents felt that ‘these traits emerge early, are somewhat innate, and 
difficult to modify,’ leading researchers to suspect that there is more involved 
than just environmental factors.

Also notable about the research was its findings that these food-related 
traits were less frequently found in these young children than in separate 
studies of older children, indicating that early food-related experiences may 
significantly influence children’s behaviour as they grow up. It supports, for 
instance the value of educating parents about the benefit of decreasing 
mealtime conflicts and in acting as positive food role models. This approach 
can work alongside understanding that there is a partly genetic basis to both 
characteristics, which the study suggests is useful in ‘diverting blame.’

Harris HA, Fildes A, Mallan KM et al. Maternal feeding practices and 
fussy eating in toddlerhood: a discordant twin analysis. Int J Behav Nutr 
Phys Act 2016;13:81-90. 

The research by Harris et al centred on the hypothesis that ‘feeding practices 
develop in response to a child’s emerging appetite characteristics.’ By 
researching twin children the authors expected to see that parents would 
adopt different strategies if their children displayed different food-associated 
behaviours. The study, which again made use of the Gemini cohort of 16 
month old children and their mothers, indicated that the fussier the twin, the 
more pressure parents put on them and the more food rewards offered. The 
authors stated, ‘as the difference in fussiness increased between the twins, 
the more the mother would differentially pressure or instrumentally feed the 
twins.’ Parents also tended to use a preferred food as a reward to increases 



a child’s food intake at a particular moment, but this appeared to have a 
negative effect on a child’s like or dislike of certain foods in the long term. 
(Perhaps, the age old mantra of ‘no pudding until you’ve eaten your sprouts,’ 
is not so effective after all?) The study concludes that feeding practices aimed 
at increasing a child’s consumption of a particular foodstuff may actually 
achieve the opposite, by increasing fussy eating behaviour.
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Evidence Made Easy:  
Group B Streptococcus
By Amanda Jackson

Group B Streptococcus (GBS) is a type of  
bacterium that is naturally found in the digestive 
and reproductive tracts of both men and women. 
Approximately two in ten pregnant women ‘carry’ or 
are ‘colonised’ with GBS and it usually causes  
no harm.1

During labour and birth, many babies are colonised with the bacteria but the 
majority suffer no ill effects. There is, however, a risk that a baby can develop 
GBS infection, which can cause serious complications and, on occasions, be 
life changing or life threatening.
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What are the signs/symptoms of GBS infection?
Most babies who become infected develop symptoms within 12 hours of 
birth. If a baby develops GBS infection less than seven days after birth this 
is known as early-onset GBS infection (EOGBS). EOGBS usually presents as 
septicaemia with pneumonia; signs of infection can include poor feeding, 
grunting, irritability, high temperature, fast or slow breathing, blueness of skin 
and/or lethargy. (Sometimes, however, the body temperature may be normal 
or even low.) EOGBS accounts for up to 75% of GBS infections in babies.

However, the infection can also occur from seven days to three months 
of age, which is known as late-onset GBS (LOGBS) and accounts for 
approximately one in every four GBS infections in babies. LOGBS often 
presents as septicaemia, pneumonia and/or meningitis with symptoms 
such as high pitched crying or moaning, aversion to bright light, floppiness, 
irritability, and pale or blotchy skin.

What are the risks of GBS to newborn babies?
In the UK and Ireland, around one in 2000 babies are diagnosed with early 
onset GBS infection each year.1 This means that with 778,971 live births a year 
in the UK, around 390 babies will develop EOGBS. With prompt treatment, the 
majority (seven out of ten of diagnosed babies) recover fully. However, two in 
ten babies with GBS infection will recover with some level of disability,2 and 
overall, one in ten of these sick babies will die from the infection.

Are some babies more at risk?
There are a number of clinical risk factors that increase the risk of a baby 
developing EOGBS. These include a mother who has had a previous baby 
with GBS infection, preterm birth (less than 37 weeks gestation), prolonged 
rupture of the membranes and maternal fever in labour. In the UK, healthcare 
professionals are encouraged to identify and manage high-risk pregnancies 
on the basis of an assessment of these risk factors. It is worth noting that 
many women with risk factors do not carry GBS and many women with GBS 
do not have any risk factors. 

What can be done to reduce the risk of GBS 
infection in babies?
Pregnant women who test positive for GBS are currently offered intravenous 
(IV) antibiotics as soon as possible during labour, to reduce the risk of their 
baby developing GBS. The 2012 NICE guidelines3 recommended the use of IV 
antibiotics in the following circumstances, based on the balance of risks and 
benefits to mum and baby:
•  In cases where a woman have been incidentally diagnosed with GBS in her 

vagina, rectum or urine (eg when testing for a suspected urinary infection), 
IV antibiotics should be offered to her and also to those who have 
previously had a baby with a neonatal GBS infection.

•  In pre-term labour, IV antibiotics should be offered to those whose waters 
have broken before labour started and to those whose waters have been 
broken for more than 18 hours before birth.

•  IV antibiotics should be prescribed if women show evidence of infection, 
such as raised temperature.

With prompt 
treatment, the 
majority (seven out 
of ten of diagnosed 
babies) recover fully.



The RCOG4 has also issued guidance on preventing EOGBS that is consistent 
with NICE guidance. The NICE guidance also states that antibiotics should 
not be given to either a mother or her (full term) baby if the mother shows 
no signs of infection, even if the waters have been broken for over 24 hours.  
In those circumstances, the guidelines recommend induction of labour 
approximately 24 hours after rupture of the membranes.

Why are all women not tested for GBS during 
pregnancy in the UK?
The 2012 NICE3 guidelines do not recommend routine testing for GBS but 
there has been much debate on this issue. In 2012, the National Screening 
Committee (NSC)5 concluded that there was no clear evidence to show that 
routinely testing for GBS would be beneficial overall. Whilst many women 
carry the bacteria, in the vast majority of cases, babies are not infected, 
and giving antibiotics all carriers of GBS antibiotics (approximately 150,000 
women each year) would mean many women at very low risk receiving 
treatment that they did not need. It could alos increase the risk of overuse of 
antibiotics leading to strains of bacteria becoming resistant.

Further concerns cited include the possible effect of antibiotics on the 
newborn babies’ normal gut flora (healthy bacteria), and the risk of allergic 
reaction among the women receiving the drug. Additionally, the standard 
NHS test can be unreliable, and fails to diagnose up to 50% of women who 
are GBS carriers. Therefore, the GBSS charity,6 which campaigns to help 
prevent avoidable GBS infections in babies and raise awareness of GBS, is 
campaigning for pregnant women and their health professionals to have 
easy access to the ‘gold standard’ ECM (Enriched Culture Medium) test. This 
is a test specifically designed to detect GBS carriage.  It is argued that use 
of the ECM test would ensure that antibiotics would be targeted at women 
whose babies are at higher risk. Currently this test is rarely available in the 
NHS although some trusts do offer it and the tests are available privately.   
However, a UK National Screening Paper (May 2015)5 countered the 
claims made by the GBSS charity and contended that ECM is not useful for 
screening, as the likelihood of identifying which babies would be affected by 
EOGBS was still very low.  

How are babies tested and what treatments  
are available?
Babies showing signs of infection are given antibiotics as soon as possible.  
Diagnosis is confirmed via blood tests or a lumbar puncture, and treatment 
is stopped if there is no sign of EOGBS after at least 36 hours, or if the tests 
prove negative.  

How does GBS impact labour and birth?
Women who are diagnosed with GBS are often advised to give birth in hospital 
obstetrics units if they are planning to have IV antibiotics. However, a recent 
RCOG audit showed that a large proportion of midwifery-led units do accept 
women who are GBS carriers and many offer GBS-specific antibiotics.  



The administration of intravenous antibiotics in labour should have only a 
limited effect on a woman’s birth experience. A cannula is inserted at the 
start of labour, which remains until the baby is born.  Doses of the intravenous 
antibiotics are given at four-hourly intervals but, in between doses, the 
woman is free to moves she pleases. It may be tricky, but not impossible, for 
a woman to use a birthing pool in these circumstances and parents should 
be encouraged to discuss their options with their particular birthing unit in 
advance. There is a small risk of a woman developing an allergic reaction 
to antibiotics, which may preclude some women from choosing a planned 
homebirth.  However, some units are able to make appropriate arrangements 
to support the homebirth of a woman carrying GBS, so a similar exploration of 
local support will need to be undertaken.

How can practitioners support parents?
The decision as to whether or not to have the screening or to have antibiotics 
during labour is a personal one and it can be confusing for parents to make 
sense of the information available to them.  

•  Providing a balanced, evidence-based overview of the risks of GBS to 
a woman who is concerned about or interested in GBS testing, should 
include a recommendation for her to explore the options available at her 
particular maternity unit and to discuss her concerns with her midwife, a 
supervisor of midwives or obstetrician.

•  Over half of maternity units do offer GBS testing for women with particular 
risk factors or who request testing (RCOG 2016)7 although this is usually 
not ECM. Women should be encouraged to discuss their concerns with 
their midwives and to understand what screening tests may be available to 
them at their particular unit. 

•  Should parents wish to test privately, the Group B Strep Support website 
(www.gbss.org.uk/test) provides a list of organisations who offer private 
ECM following methodology described by Public Health England’s UK 
Standards for Microbiology Investigations.  

•  Practitioners should signpost parents who are affected by or are interested 
in GBS to information regarding signs and symptoms of EOGBS and LOGBS 
such as poor feeding, grunting, irritability, high or low temperature, fast or 
slow breathing, blueness of skin and/or lethargy. Group B Strep Support 
(www.gbss.org.uk/test) offers detailed information and support to families 
affected by this condition.  

•  Women who have previously had a baby with GBS infection, or are carrying 
it in their current pregnancy, should be encouraged to talk with their 
midwife or obstetrician in order to discuss a birth plan that includes steps 
to protect their baby from the infection.

•  Consider using principles recommended by NICE when discussing risks 
and benefits, including: ‘accept and acknowledge that patients may vary 
in their views about the balance of risks, benefits and consequences of 
treatments’, and the need to ‘personalise risks and benefits as far  
as possible’.8,9
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How can antenatal 
education support a positive 
breastfeeding experience?
By Maxine Palmer

Young mothers show disproportionately low 
breastfeeding rates, despite a continuing drive to 
communicate the health benefits.1,2 This literature-
based study aimed to identify how young mothers can 
be supported in a positive breastfeeding experience, 
with possible applications for antenatal education.
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Identifying antenatal opportunities for improving the breastfeeding 
experiences of young parents is pertinent because social, psychological, 
neurological and health research all suggest sensitive, responsive parenting is 
key to shaping infant attachment and security.3 Breastfeeding plays a crucial 
role in this.4 

The study considered primary research from the UK and other high-income 
countries from 2010 onwards, where the infant feeding experiences, 
attitudes and education of young mothers under 26 were explored. In 
practical terms, the aim was to identify which factors that support positive 
breastfeeding experiences could be applied to antenatal education. There 
were four clear emergent themes.

Poor knowledge of breastfeeding and  
common difficulties
The strongest theme to emerge was that younger mothers from 
backgrounds where breastfeeding was not the cultural norm, frequently 
experienced difficulty due to their lack of breastfeeding knowledge and 
coping strategies. They consistently discussed information as a highly 
desirable component of antenatal breastfeeding education. Information 
giving by healthcare professionals was frequently reported as being of poor 
quality, impersonal and authoritarian,5 contrasting dramatically with the 
empathetic, non-judgemental support mothers desired. Positions in labour 
were commonly cited as well remembered from antenatal education, but 
few had the knowledge or skills to support themselves in ‘trouble shooting 
and taking control of their breastfeeding experience’,6 such as understanding 
early frequent feeding, engorgement and how to feed in public.

Young mothers desired breastfeeding information early in pregnancy 
with a concise, consistent, respectful approach,5 so that they could make 
informed choices.7 In a randomised controlled trial (RCT), Wambach et al 
showed that improving breastfeeding initiation and duration rates is linked to 
breastfeeding antenatal education which focuses on benefits for the mother 
and baby, as well as the ‘how to’, including managing breastfeeding after a 
return to work or school.8  

Two studies portrayed the physical difficulties of breastfeeding, which 
participants felt unprepared for. Without an arsenal of strategies to cope with 
discomfort and difficulties,6 many mothers were inclined to give up. Fear of 
pain was reported as a significant antenatal factor in influencing decision 
making around infant feeding methods. However, another two studies 
reported early feeding as not being painful, regardless of anticipation.

Summary of findings
Infant feeding information focused on confidence building, sensitively 
facilitated from early pregnancy by trusted professionals offering continuity 
of care, is desirable and valued by young mothers. Professional, informal and 
innovative support networks are likely to prolong and enhance breastfeeding 
experiences. There are further benefits if these services are integrated and 
include the significant supporters of young mothers.



Young mothers were negatively influenced by a lack of knowledge of 
the benefits of exclusive breastfeeding, with many not appreciating the 
fundamental benefits of, and differences between, breastmilk and formula, 
which was often illustrated by the early introduction of formula.8

How it feels to be a young mother 
Participants in the qualitative studies were acutely aware of the potential 
social stigma of being a young mother. In the RCT analysis of feeding 
intentions, only 30% of teens expected to initiate breastfeeding (prior to the 
intervention). All had experienced or anticipated negative attitudes or feeling 
judged, recognising that feeding their baby in public risked disapproval.  
These negative expectations appeared to influence health care professionals 
too, who in turn influenced young mothers’ feeding decisions, leading 
several participants to accept offers of infant formula instead of initiating 
breastfeeding.6,7

The potential and actual social embarrassment of breastfeeding was a 
huge factor in influencing feeding methods,7 as many participants felt that 
breastfeeding was not widely accepted by society as the normal way to  
feed a baby.5

A further significant factor in young mothers’ commitment and success with 
breastfeeding was whether the close circle of family and friends around them 
also had experience in breastfeeding and could offer practical and emotional 
support. This further illustrated the influence of social norms7 and the value 
of including ‘supporters’ in antenatal education. Social norms provided a real 
dilemma for young mothers, as they wanted to do the best for their baby but 
at the same time did not want to contravene their social norms. The need for 
peer approval was a particularly strong factor amongst adolescents.

The who, what, when and where of 
breastfeeding support
This theme resonated throughout the qualitative studies. Mothers generally 
experienced more information about breastfeeding antenatally and 
immediately after birth. Condon et al highlight the stark reality of a rapid 
withdrawal of professional support once breastfeeding was judged to be 
established, often within days of the birth.7 Young mothers rarely solicited 
further support from professionals once existing support was withdrawn, 
relying instead on friends and family.5,7 The prevailing culture would then 
largely determine the outcome. Young mothers frequently reported that the 
lack of breastfeeding support and knowledge immediately around them was 
a strong contributory factor in cessation. Informal support networks, positive 
role models and social networking were important means of breastfeeding 
support.5 The study by Wambach et al showed that inclusion of supporters, 
and consistency of professional support (antenatally and postnatally) in the 
intervention group from a lactation consultant and peer counsellor, together 
improved initiation and duration rates.

All had experienced 
or anticipated 
negative attitudes 
or feeing judged, 
recognising that 
feeding their baby 
in public risked 
disapproval.



Attitudes to breastfeeding 
The majority of participants intended to breastfeed, their decisions largely 
being influenced by the health benefits to the baby, the cost implications 
of formula and the potential convenience to the mother. Strikingly though, 
most participants only anticipated breastfeeding for a few weeks and in one 
study their decisions to breastfeed were generally expressed as an intention 
only to ‘try’.7 Two studies identified statistically significant factors predicting 
breastfeeding initiation, including breastfeeding knowledge, antenatal 
intention and the timing of the decision to breastfeed (earlier decisions 
correlated with more likely initiation). However, they found no significant 
predictors of breastfeeding duration.6,8

Feeding decisions made during pregnancy were not necessarily followed 
through when the baby was born, as a period existed postpartum when some 
mothers were willing to try breastfeeding despite their intention to formula 
feed. Conversely, mothers who had intended to breastfeed might offer their 
babies formula instead because of separation at birth or assumptions made 
by care givers.7  

It appears highly relevant that breastfeeding decision making was covered in 
antenatal education in the intervention group studied by Wambach et al, and 
that one rationale for supporters’ inclusion in classes was to support this.8

Summary 
This study found evidence that young mothers often lack adequate 
physiological knowledge of breastfeeding and have difficulty coping with 
common breastfeeding experiences. Their lack of understanding about 
the fundamental difference between breastmilk and formula was also a 
significant negative factor in the antenatal intentions of young mothers 
to breastfeed for short periods only, and in the generally low exclusive 
breastfeeding prevalence rates.  

The social norms and judgments that discourage many younger mothers 
from breastfeeding might be addressed by the inclusion of their close 
supporters in antenatal education. Further encouragement to initiate and 
continue with breastfeeding is likely to result from antenatal facilitators, 
healthcare professionals and peer supporters building relationships with 
young mothers during their pregnancy, and the offer of through-support 
services.  

The building of trusting, non-judgmental relationships from early in 
pregnancy appears to be a strong factor in building positive breastfeeding 
attitudes. It is a subtle but key finding of this study as antenatal intention and 
self-efficacy are linked to subsequent breastfeeding duration, and rates for 
both are currently disproportionately low for young mothers. 

Wider research contextualised that some young women only want one-
to-one antenatal education.9 My findings offered no results for how widely 
acceptable group-based antenatal education would be. Having only selected 
studies from high-income countries is another potential limitation, as not all 
findings are transferable to a local population in the UK; the evidence from 
all breastfeeding intervention trials is varied and depends on the context, 
culture and country.10



Conclusion
Supporting and improving breastfeeding prevalence in young mothers 
involves developing positive attitudes and expectations from early in 
pregnancy. This study shows that it can be done through continuity of 
supporters, normalising the experience and building support networks. 
Future research should focus on techniques for improving breastfeeding self-
efficacy in young parents.

Mothers, their partners, family members and supporters can make 
transformational leaps to new ways of understanding and viewing 
breastfeeding, which will lead to more positive experiences.
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Review

Introduction to solid foods and 
allergies: getting the timing right
By Caroline Smith 

Recent media reports1,2 regarding childhood allergies and their prevention 
have thrown doubt upon current guidelines on when to introduce solid food 
to infants. Parents may find themselves confused by mixed messages, so 
how robust is the evidence behind the headlines? And how can practitioners 
support parents?  

The extent of childhood allergies 
Estimates vary, but according to AllergyUK, as many as 50% of children in 
the UK may be affected by ‘some form of allergic condition’ before the age 
of 18.3,4,5 The commonest allergic diseases are eczema and asthma, which 
many children will outgrow, and hayfever. With regard to food allergies (which 
are not the same as food intolerance), NHS England estimates that around 
one in 14 children (approximately 7%) under the age of three has at least one 
food allergy. Most children are likely to outgrow allergies to milk, eggs, soya 
and wheat, but nut allergies tend to persist into adulthood for four out of five 
children.6 Allergy UK and the British Society for Allergy and Clinical Immunology 
estimate that between 6-8% of children and up to 4% of adults have a food 
allergy,7 with peanut allergy now affecting 1 in 70 children in the UK.8  
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Clearly, food allergy is a significant problem. However, the time at which babies 
are introduced to solid food may provide a critical opportunity for reducing 
their risk of developing food allergies. Understandably, this is a point at which 
parents often seek high quality information, particularly if they have a family 
history of allergies. 

Current guidelines 

UK Departments of Health currently recommend that solid foods are not 
introduced to infants until they are around six months of age, including known 
allergenic foods.9 This is in line with the World Health Organization Global 
Strategy for Infant Feeding, which supports exclusive breastfeeding for six 
months,10 and the Australian Government.25

Common symptoms of food allergy 
(NHS Choices)6

• An itchy sensation inside the mouth, throat or ears

• A raised itchy red rash (urticaria, or hives)

• Swelling of the face, around the eyes, lips, tongue and roof of the mouth

• Vomiting

Allergenic foods (NHS Choices)5

• milk  

• eggs  

• wheat  

• nuts  

• seeds  

• fish and shellfish

Signs of anaphylaxis: a rare but severe, 
potentially life-threatening allergic reaction 
that can develop rapidly (also known as 
anaphylactic shock):
•  itchy skin or a raised, red skin rash

• swollen eyes, lips, hands and feet

• feeling lightheaded or faint

• swelling of the mouth, throat or tongue, which can cause breathing and 
swallowing difficulties

• wheezing

• abdominal pain, nausea and vomiting collapse and unconsciousness



It is beyond the scope of this article to examine the evidence behind WHO’s 
exclusive breastfeeding recommendations, but they are not considered to be 
based on prevention of allergies.11 Furthermore, some scientific academies in 
European, Australia and the USA have more recently altered their guidelines 
to state that solid foods, including allergenic foods, can be introduced safely 
between the ages of four and six months, with concurrent breastfeeding  
(see Table 1).  

Table 1. National guidelines on recommended age for 
introduction of allergenic foods

Many of these recommendations are based on observational studies which do 
not account for confounding variables, and fail to distinguish between mode 
of milk feeding. As part of NCT training to become a BA(Hons) Birth & Beyond 
Educator, I critically appraised four original studies that examined the effect of 
introducing any solid foods before the age of six months (see Table 2). 

Organisation Recommended age for allergenic  
food introduction

UK Departments of Health9 6 months

World Health Organisation10 6 months

American Academy of Pediatrics12 6 months

Australian National Health and 
Medical Research Council13

6 months

American Academy of Allergy, 
Asthma & Immunology14,15

Between 4 and 6 months

Australasian Society of Clinical 
Immunology and Allergy16

Between 4 and 6 months

European Academy of Allergy & 
Clinical Immunology17

Between 4 and 6 months

ESPGHAN Committee on 
Nutrition18

Between 4 and 6 months



Table 2. Studies examining the effect of introducing solid foods 
before the age of six months

All four studies were observational, rather than randomised controlled trials 
(RCTs), which meant that data was collected retrospectively from parents. 
This introduces a potential source of recall bias whereby data may not be truly 
accurate. There is also the possibility of bias due to the fact that parents of 
infants with atopic conditions such as eczema may alter the age at which solids 
are introduced. Two of the studies used a ‘case-control’ design, meaning that 
children were assigned to one of two groups depending on whether they were 
diagnosed with an allergy or not. The diagnosed cases were then matched with 
asymptomatic controls based upon confounding variables known to influence 
allergy development, including parental history and demographic variables 
such as gender, ethnicity and parental education. The other two studies were 
‘prospective cohort’ in design and followed one group of infants from birth.  
All four studies used large sample sizes and were sufficiently powered to detect 
an effect. Whilst all four papers reported a difference in allergy rates between 
infants introduced to solid food before or after the age of six months, two of 
the papers did not publish p values (a measure of confidence in the statistical 
results).  After critical appraisal, I judged Grimshaw et al and Zutavern et al to be 
the most robust studies. Both confirmed the hypothesis that introducing solid 
food earlier than six months was associated with a reduced risk of allergy. 

It is difficult to draw firm conclusions from these studies because they mostly 
failed to distinguish between breastfed babies and those given formula milk, 
which is thought to affect allergy development. Another drawback was that 
the studies covered a range of outcomes from food sensitisation to asthma or 
eczema. The mechanisms underlying the development of allergic disease are 
not sufficiently well understood, and future research may need to focus on one 
outcome at a time in order to produce further insights. It may also be necessary 
to identify individually the different ‘ideal’ ages for introducing each food type.  

Grimshaw et al19 Introduction of complementary 
foods and the relationship to  
food allergy

Joseph et al20 Early complementary feeding and 
risk of food sensitization in a  
birth cohort

Sariachvili et al21 Early exposure to solid foods and 
the development of eczema in 
children up to four years of age

Zutavern et al22 Timing of solid food introduction in 
relation to eczema, asthma, allergic 
rhinitis, and food and inhalant 
sensitization at the age of six years: 
results from the prospective birth 
cohort study LISA



More recent studies have examined the timing of introducing individual food 
items. For example, the Learning Early About Peanut allergy (LEAP) study in the 
UK showed an 81% reduced risk of peanut allergy in children at high risk for 
peanut allergy who had regularly consumed peanut products from four months 
of age.23 The follow up LEAP-ON study demonstrated a continued protective 
effect to at least one year, even if children subsequently stopped consuming 
peanuts.24 LEAP was a well-conducted RCT which followed children from 
infancy to the age of at least five years. It also took into account confounders 
and mode of milk feeding, making the results more robust and reliable.

2016 also saw the results of the UK Enquiring About Tolerance (EAT) study, an 
RCT which investigated the impact of introducing certain allergenic foods (milk, 
peanut, sesame, fish, egg, wheat) into the diet of healthy infants from three 
months of age, alongside continued breastfeeding. In the intention-to-treat 
analysis, food allergy to one or more of the six intervention foods developed 
in 7.1% of the participants in the standard-introduction group (42 of 595 
participants) and in 5.6% of those in the early-introduction group (32 of 567) 
(p=0.32). The results demonstrated:

 “a significant reduction in food allergy prevalence in those that consumed 
sufficient amounts of allergenic foods from three months, compared to those 
encouraged to follow the UK infant feeding advice of around six months 
exclusive breastfeeding”25 

Closer scrutiny of the EAT trial results showed a protective effect from early 
consumption of egg and peanut, which is consistent with the findings of the 
LEAP study. There was no significant effect from the early introduction of other 
food items. 

Similarly, a systematic review and meta-analysis published in September 2016 
indicated that the early introduction of egg between four to six months of 
age, and peanut between four to eleven months, were associated with lower 
risk of allergy to these foods.26 The British Society for Immunology welcomed 
the findings as ‘encouraging’ but noted that ‘the number of reported studies 
that could be included in this analysis was small and there were important 
differences in the way each study was conducted. This means that, despite 
positive findings overall, additional evidence is now needed before any new 
specific recommendations on the timing of introduction of allergenic food can 
be made.’27     

On balance, the evidence so far appears to be insufficient to warrant altering 
the current UK guidelines supporting exclusive breastfeeding until babies 
are six months old. The Scientific Advisory Committee on Nutrition (SACN) 
Subgroup on Maternal and Child Nutrition, is carrying out a review of the 
scientific evidence underpinning the UK infant and young child feeding policy 
which is due to report in 2017. It is important, however, to acknowledge that 
global inconsistencies between national guidelines present a dilemma for 
parents and for those of us who work with parents. Some parents choose to 
ignore official recommendations, either through lack of knowledge, external 
pressures or simply a desire to parent their own way. But there are just as 
many parents with an external locus of control who find security in following 
guidelines, perhaps because it reduces their anxiety about making a mistake. 
We may find challenges in how we support parents, as we have no definitive 
answers to give. Babies are considered to be at risk of developing allergies 

Closer scrutiny of 
the EAT trial results 
showed a protective 
effect from early 
consumption of egg 
and peanut. 



if there is parental history or if there is already infant eczema. Parents may 
question whether they should offer solid foods earlier than the guidelines 
suggest as a prevention strategy. NCT practitioners are trained to negotiate the 
differing sources of advice and information that parents have to contend with, 
and we attempt to empower parents to make their own decisions. But how can 
we address the conflicting guidelines over introduction to solid foods? Perhaps 
with our limited contact time with parents, all we can do is acknowledge the 
conflict and begin conversations about how parents might respond. It could 
be that an individual approach is required, balancing the benefits of exclusive 
breastfeeding for six months against the potential risk of allergy from later 
introduction of solids, depending upon each baby’s individual circumstances. 
It is also worth noting that for breastfed babies, a potential increased risk of 
allergy needs to be weighed up against an increased risk of infections for babies 
who are not exclusively breastfed for the first six months.28

Many parents seem to welcome the discursive nature of NCT courses as we 
are able to consider guidelines within the context of modern parenting, and 
facilitate an exploration of the other factors that may influence a parent’s 
decision about when to introduce solid foods. By doing so we are truly 
empowering parents and equipping them with the resources to parent 
effectively in the long term. 
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Infant Feeding: Changing  
the Conversation
Anyone who works or volunteers in the field of infant 
feeding knows that a casual mention of their role will 
elicit a feeding story: frequently personal, sometimes 
about the experience of a partner, sister, daughter 
or friend. These narratives can help us understand 
the different meanings that feeding a baby has 
for each of us and often lead us to think about the 
context for women’s feeding decisions. How could 
services be improved? What might ‘good policy’ look 
like? Equally compelling, these conversations often 
have an undercurrent, they include explanations for 
feeding decisions, can be a form of ‘identity work’,1 
can involve a subtle mutual checking of positions, 
Which side are you on? Are you judging me?
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A level of alertness to being assessed and judged is only natural, considering 
the inflammatory language often used. It is commonplace for volunteer 
supporters, who freely give their time to listen and be alongside others, 
to be casually labelled ‘breastfeeding Nazis’2 (though not usually by the 
women they support). Equally, allow your eye to wander below the line of 
any newspaper or Facebook comment thread about breastfeeding and you 
risk finding women who use formula milk being subtly, glibly, smugly, overtly 
accused of not caring about their children.

This context can make it difficult to talk.

Call to Action                                                                                                                                        
We do need to talk. First, because talk can be a driver for mutual 
understanding, and is a form of mutual support. And second, because 
through talking we may find common threads in our feeding narratives, 
common issues which ought to be addressed.

UNICEF UK has launched a Call to Action for breastfeeding in the UK.3 This call 
builds on a series of articles published in The Lancet in 2016, which included 
a message that infant feeding policy should refocus on addressing social 
and structural causes of low breastfeeding rates.4 The call includes the plea 
to shift away from polarised debate and look to ‘change the conversation’ 
about the way that babies are fed:

by stopping laying the responsibility for this major public health issue in the 
laps of individual women and acknowledging the role that politics and society 
has to play at every level. The goal of our Call to Action is not to put pressure 
on women to breastfeed, but to remove the barriers that currently stop 
women who want to breastfeed from doing so.3

It is no small task to translate a call for a national-level policy shift into 
changes in individual day-to-day conversations. As health professionals, 
counsellors, peer supporters, parents, grandparents and friends, how might 
we even begin to do that?

A different sort of conversation
Perhaps we need a few conceptual tools to help us break the ice? The 
following series of linked articles offer a starter-size portion of ideas drawn 
from public health, psychology and philosophy. 

The first article, based on my research, crosses the fields of social science and 
public health. I describe ways in which the ‘ecological thinking’ underpinning 
UNICEF UK’s Call To Action may help us depolarise our conversations by 
shifting the focus from women’s individual health behaviours towards a more 
conducive social context and improved social rights. This way of thinking is 
congruent with NCT’s infant feeding policy, which emphasises supporting all 
mothers, however they feed their babies, while promoting and protecting ‘the 
conditions that make decisions to breastfeed more straightforward’.5

In the second article, Dawn Leeming, a psychologist, introduces the 
concept of ‘shame’ and considers how women’s feeding journeys are made 
more challenging by unrealistic expectations of breastfeeding, idealised 
representations of motherhood, and sometimes misunderstood terminology. 
She argues that an affirming and supportive context will be essential if 
mothers who are struggling are to feel encouraged to reach out for help.
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In the third article, Fiona Woollard views our society’s conversations through 
a philosophy lens. She argues that we commonly make the mistake of 
confusing having a reason to breastfeed with having a duty to breastfeed. 
This confusion stems from a wider problem: an underlying perception 
that mothers have a duty to perform any action which might benefit their 
children, such that each failure to perform requires defence, a notion that 
has negative consequences for maternal wellbeing. Eliminating underlying 
philosophical mistakes might help to strengthen the foundation for a more 
supportive context. 

Changing the Conversation:  
Ecological Thinking
Heather Trickey
Heather is a Research Associate at Cardiff University and is undertaking a 
PhD in Infant Feeding Policy. She also works part-time as a Senior Research 
Manager for NCT.

I never met a mother whose infant feeding decisions did not make 
sense in their own narrative context. Sometimes, breastfeeding 
comes easy, feels natural, even beautiful. Sometimes there 
are challenges to overcome. For some of us, breastfeeding is 
inconceivable, ‘not for me’, incompatible with family circumstances, 
competing priorities or our own ideas about our bodies; we decide to 
formula feed from the off. Frequently we plan to breastfeed but the 
baby won’t latch, or we find that we have run out of milk – and then 
perhaps we feel we are being shamed for that. 

Each feeding tale is unique. Every mother a central character, 
experiencing, deciding, acting. And yet, take a thousand mothers’ 
stories and map the plot-lines, and see how they cluster with aspects 
of our social ecology, according to the experience within families and 
social networks, how the patterns match the social and economic 
conditions within which we live and work.

Key Message:
In the UK, difficult experiences of feeding babies are common and decisions 
are frequently constrained. Mothers often feel pressured and judged. The 
ecological approach to public health, advocated by UNICEF UK’s Call to 
Action, has potential to improve the ways we think and talk about feeding. 
This approach means shifting the focus away from mothers’ decisions and 
towards improving facilities, support and services at community level and by 
addressing socio-economic, cultural, environmental and legislative barriers 
at national level. It also allows us to explore the common ground between a 
public health agenda and a broader agenda to improve the experiences and 
social rights of parents.6



Mothers are more likely to breastfeed if their own mother breastfed, or if 
they have friends who breastfeed. Mothers who are older, from higher socio-
economic groups, who have had more education, have higher breastfeeding 
rates and are more likely to delay introduction of formula milk and/ or solid 
foods.7 Geographically, low breastfeeding rates correlate with higher indices 
of deprivation.8  

From an international perspective, breastfeeding rates in the UK are 
exceptionally low.9 As in the western world generally, the practice of 
breastfeeding declined in the UK from the late 1800s onwards, with a sharp 
fall after the Second World War.10 By the early 1970s only around half of all 
babies in England and Wales were breastfed even once.11 There has since 
been a resurgence of public health concern, as well as a strategic policy 
development over the past two decades towards the implementation of 
UNICEF’s Baby Friendly Initiative. This is a global programme that aims to 
reform systems of maternity care to enable breastfeeding. In the UK Baby 
Friendly standards have been developed around care standards whose aim 
is to help all mothers build close and loving relationships with their baby, 
irrespective of their feeding method.12 

In spite of these developments, formula feeding, either exclusively or in 
combination with breastfeeding, continues to be the way that most UK 
mothers feed their babies beyond the early months. By 2010, only around 
a quarter of all British mothers were still breastfeeding at six months;7 
compared to 80% of Norwegian mothers five years earlier in 2005.13  

Decisions and disappointment 
From a public health planning perspective, breastfeeding initiation and 
continuation rates are useful measures of progress towards public health 
goals, including a World Health Organisation recommendation that babies be 
exclusively breastfed until they are aged around six months, with continuing 
of breastfeeding until the age of ‘two years and beyond’.14  

Figure 1. Prevalence of breastfeeding in the UK 2000-2010 
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The three curves in Figure 1, based on data from the Infant Feeding Surveys 
of 2000,15 2005,16 and 2010,7 indicate that between 2000 and 2010, there 
were incremental rises in the overall number of women initiating and 
continuing with breastfeeding at all time points from birth. In 2010 four in 
five mothers breastfed their babies at least once.7 However, all three curves 
display a rapid drop-off in breastfeeding prevalence during the early weeks. 
In 2010 around a quarter of mothers started and then stopped in the first 
six weeks – during the ‘adjustment period’17 when breastfeeding is being 
established. Few of these mothers are likely to have reached a point at which 
breastfeeding felt more convenient than using bottles. 

A related statistic with a cost in terms of maternal wellbeing is the 
proportion of mothers who stop breastfeeding before they intend to: the 
‘breastfeeding disappointment rate’. In 2010, eight in ten mothers who 
stopped breastfeeding in the first six weeks did so before they had planned 
to, while over the first nine months, around three quarters of mothers who 
stopped had intended to continue for longer.7 This disappointment rate 
is just one measure of the emotional temperature in the wider climate of 
feeding-decisions. There are other indicators. Mothers who use formula 
milk from birth also experience difficulties, being more likely than others to 
report problems with colic, vomiting or reflux, and also with their baby being 
unwell.7  In the next article, Dawn Leeming explores the psychological impact 
of breastfeeding problems and of unplanned mixed feeding.

Social and geographical patterning indicate that our feeding journeys are 
not only matter of biology. Furthermore, the mismatch between feeding 
intention and outcome demonstrates that they neither are they just a matter 
of individual ‘choice’. The notion of ‘choice’ here is problematic, suggesting 
a consumer decision18 - selecting an ideal feeding journey from an imaginary 
shelf. A ‘choice’ to breastfeed will appear more socially normal in some 
settings than in others, such as if we are Norwegian rather than British, or 
if we are rich rather than poor. Because our feeding journeys do not always 
take us where we plan to go, NCT tends to use the term ‘decisions’5 to 
acknowledge these constraints.

Of course, many mothers have straightforward feeding journeys and even 
difficult journeys usually include moments of closeness, joy, comfort, 
relaxation and satisfaction. But, as Dawn Leeming discusses in the next 
article, a high prevalence of challenging experiences has a considerable 
impact. On the one hand, women find it difficult to ask for help when they are 
struggling,18 while on the other, they may feel reticent about sharing positive 
or pleasurable feeding experiences of breastfeeding.19  How can we make it 
safe for mothers to tell all the parts of their stories, good and bad, without 
fear of judgment or of treading on each other’s toes? Perhaps ecological 
thinking can help us.

Introducing ecological thinking
An ecological approach to health promotion recognises that interventions 
directed towards individuals may fail to produce behaviour change in 
circumstances where there are countervailing forces affecting their 
decisions. These may be both cultural (for example, through the media) 
and structural (such as socio-economic conditions).  Ecological-based 
intervention identifies and addresses influences operating at different levels, 

Over the first nine 
months, around 
three quarters 
of mothers who 
stopped had 
intended to 
continue for longer.



often changing physical, legal, economic and social conditions.20  My own 
research explores what barriers may exist to taking an ecological approach to 
infant feeding policy, and has involved interviews with policy makers, health 
professionals, peer supporters and parents. Pilot interviews confirmed that 
participants found it difficult not to focus on the immediate experience  
of individual mothers. To overcome this, I developed a visual thinking tool – 
Figure 2 – in order to encourage participants to reflect on the  
ecological context.

Figure 2: Thinking ecologically and dynamically about  
feeding decisions 

The curve along the bottom of Figure 2 describes mothers’ journeys 
running through a layered landscape of influences – based on Dalgren and 
Whitehead’s classic ecological model.21 The curve ends with a feedback 
arrow; a prompt for thinking about the ways in which mothers’ experiences 
– positive and negative – become part of the context in which they may 
influence subsequent cohorts of mothers. Feedback includes stories (positive 
and negative) and actions such as helping a friend or instigating a campaign. 
Feedback from personal experience is the engine that drives many voluntary 
support organisations.  

The case for taking an ecological approach to breastfeeding policy is 
longstanding. The WHO Global Strategy for Infant and Young Child Feeding 
highlights structural causes for low breastfeeding rates, such as the need 
for lay support within a community setting, and for legislation to enable 
working mothers to continue breastfeeding, and the impact of commercial 
pressure from formula milk manufacturers.14  NICE guidance recognises that 
feeding decisions are shaped by the knowledge, skills and experiences within 
our social networks, by local social norms – for example acceptability of 
feeding in public places – as well as by availability of skilled support to solve 
problems, health service policy (including BFI implementation), the legislative 
context for maternity rights, regulation to restrict unethical marketing of 
breastmilk substitutes, and by cultural attitudes to the body. In spite of 
this, governments have been slow to translate this level understanding into 
strategic policy reach beyond the health service.4 



The BFI UK programme has successfully raised standards of hospital and 
community healthcare, providing a minimal foundation for infant feeding 
support across health services. However, BFI alone cannot change the wider 
ecology of infant feeding practices in the UK. The UNICEF UK BFI Call to 
Action recognises this limitation and asks UK Governments to take a more 
strategic and ecological approach.  

Can ecological thinking help us to change the conversation?
The UNICEF UK BFI call is underpinned by growing consensus that an 
ecological approach to infant feeding is needed. Might ecological thinking 
also improve our conversations? Well, perhaps, as Figure 3 illustrates.  

Figure 3. What difference can ecological thinking make? 

Take the left-hand columns as a stand-in for the polarised TV discussions and 
online threads about infant feeding that a mother might be exposed to – the 
‘explosion’ symbol represents the quality of the debate. The top-left quadrant 
shows a traditional health education position. From this standpoint, the 
evidence that breastfeeding is associated with improved health outcomes 
in the UK22 provides a compelling reason to educate and persuade more 
women to change their behaviour, for example by making a lifestyle choice 
to breastfeed for longer. In the bottom-left quadrant is a simplified social-
liberal perspective in which public health policy is perceived as overly-
paternalistic and a threat to maternal experience and autonomy.23 Messages 
to ‘educate’ all too frequently become a form of pressure,23 compromising 
the status of the mother as the only person legitimately positioned to decide 
whether she will (continue to) breastfeed her own baby. Interlocutors in 
both left-hand quadrants share an assumption that their desired outcomes 
(improved health vs. maternal autonomy) will be served by changing 
messages given to individual mothers. 

Ecological thinking shifts us into the right-hand side boxes in Figure 3. 
The top-right quadrant indicates intervention at higher ecological levels 
– assuming that if we change the social, environmental, structural and/
or service conditions around people they will become healthier because 
the context itself improves health outcomes and also because they will be 
better placed to make healthy decisions. Meanwhile, in the bottom right, is 



a position that prioritises improving maternal experience and extending 
social-rights. Here, a change to structural and social conditions may 
improve the experience of parenthood and/or lead to increased equality 
and opportunity. Interlocutors in the right-hand quadrants assume that their 
goals (improved health vs. maternal autonomy) will be served by policies that 
change the context in which mothers live. 

Shifting the debate into the right-hand quadrants reduces the focus on 
individuals and may lessen a concomitant tendency to blame (and to feel 
judgment or shame), perhaps allowing some depolarisation. This may 
open up conversational space in which to explore the synergies between 
public health goals and social rights agendas which include a focus on 
parent experience. For example, a policy to improve conditions that support 
breastfeeding at work aligns with public health goals, and potentially 
improves experiences of feeding and access to employment. 

An ecological approach does not exclude health education: informing 
and educating play a role so long as barriers to taking up advice are also 
addressed. Similarly, health education is not fundamentally at odds with a 
rights agenda. Provision of reliable, commercially independent, evidence-
based information about breastfeeding and formula feeding is potentially 
empowering. But an agenda which considers public health outcomes, 
maternal experience and women’s rights together will incorporate an 
understanding that ultimately mothers are best placed to decide, based on 
their own values and circumstances. Each mother’s decision-making process 
will encompass factors that extend beyond epidemiological considerations. 

Ecological thinking has the potential to help change the conversation and 
encourages a much-needed focus on maternal experiences of feeding 
alongside goals to improve health outcomes. But words will begin to ring 
hollow if policy makers retreat into health messaging and fail to address 
constraints which lie outside of a health service context. Good words will 
need to be backed by strategic action.
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Changing the Conversation: 
Shelving Shame
Dawn Leeming

In this article I consider how women’s experiences 
of breastfeeding difficulties interrelate with the 
concept of ‘shame’. Difficulties establishing 
breastfeeding are frequently interpreted by mothers 
as a sign that they have failed or are inadequate as 
a mother,24,25,26 an emotional experience which has 
often been described as ‘shame’ rather than ‘guilt’, 
though the two are closely related and are often 
experienced together. I suggest that overcoming 
shame will be a necessary condition for better 
conversations.

Shame and guilt
What is shame and how does it differ from guilt? Paul Gilbert27 argues that 
when we are ashamed we feel overwhelmed and even paralysed by a sense 
of a damaged, ‘bad’ or inadequate self, whereas when we feel guilty we focus 
negatively on our actions or lack of action. Therefore, we relate to others 
differently when we are ashamed.  Instead of a concern with how we might 
put things right, we want to flee or hide as we feel exposed before negative 
scrutiny, or potential scrutiny, and we lose our sense of connectedness or 
belonging with others. A woman may feel guilty for not giving her baby breast 
milk, whereas she might feel ashamed in front of another breastfeeding 
mother or a healthcare professional (or her image of them) for her perceived 
inadequacy as a mother in not being able to establish breastfeeding.  
Psychologists have therefore argued that if shame becomes chronic it can be 

Key Message:
Some women can experience a sense of shame about breastfeeding 
difficulties, as they feel they do not measure up to idealised representations 
of both breastfeeding and motherhood. Antenatal preparation, which 
anticipates and normalises problems in the early weeks, and provides 
opportunities to discuss difficulties and associated feelings, may help to 
dispel shame and mitigate against negative self-evaluation.

Dawn is a Senior Lecturer in 
Psychology at the University 
of Huddersfield.
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even more problematic than guilt,28 because our desire to hide from others, 
and sense of powerlessness and inadequacy, can both affect our mental 
health and leave us feeling unable to bring about change. We may even 
become caught in destructive cycles of blaming and shaming others in order 
to deflect criticism from ourselves.29 Shame about breastfeeding difficulties 
can therefore make it challenging for women to engage with breastfeeding 
supporters – professional or peer – because they may feel defensive or feel 
that they risk exposing what they see as a deficient self. This may still be the 
case to some extent even where shame is only fleeting.  

Why breastfeeding shame?
How might the current conversation around breastfeeding difficulties and 
motherhood contribute to women’s feelings of inadequacy and shame?  

Unanticipated challenges
There is evidence that some women find the reality of breastfeeding (e.g. 
experiences of discomfort or pain, or difficulty in latching a distressed baby 
to the breast) at odds with their idealised expectations of breastfeeding,24,30 
and are unsure how to make sense of their struggle without blaming 
themselves. Difficulties establishing breastfeeding in the early postnatal 
weeks are common. The last Infant Feeding Survey suggested that around 
30% of UK mothers who were exclusively breastfeeding, and 42% who were 
mixed feeding, experienced some difficulty in the early weeks.7 However, 
women often report limited antenatal discussion of potential challenges in 
establishing breastfeeding17,31,32 Although in some communities there may 
be vague negative expectations about the difficulty of breastfeeding,31 the 
lack of clear advanced discussion of the ‘normality,’ and the nature of initial 
challenges, may mean that some women interpret their difficulties as a 
personal shortcoming and sign of inadequacy or abnormality as a mother.32 

Breastfeeding as ‘natural’
If we are changing the conversation, we also need to consider the ways in 
which terminology might contribute to a sense of inadequacy and increase 
psychological barriers to support-seeking. In particular, my own research 
suggests that we may need to think about the use of the term ‘natural’. 

The term ‘natural’ is not always unhelpful. It can normalise breastfeeding and 
reinforce women’s right to breastfeed in varied places, drawing attention to 
the misalignment between biology and social norms – the latter, bizarrely, 
often built on the assumption that babies won’t be attached to their 
mothers’ breasts. But we need to guard against women interpreting their 
breastfeeding difficulties or decisions to use formula milk as ‘unnatural’; such 
an interpretation is likely to lead mothers to shrink away from the exposure 
that ‘support’ might bring. 

There is a danger that the word ‘natural’ applied to breastfeeding comes to 
mean ‘I shouldn’t need support’, as breastfeeding should be straightforward. 
If it is natural, perhaps it is also non-negotiable.34 Such interpretations can 
cause mothers who struggle with breastfeeding to feel that their identities as 
women and mothers are being undermined.24,30 For example, a participant in 
my own research described her early difficulties in breastfeeding in this way: 

I just cried and cried and cried …. I felt like I had failed really, almost as a 
woman really, you feel like this is a natural thing, why can I not do this?

Some women 
interpret their 
difficulties 
as a personal 
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mother.



Another mother added that topping up with formula,

made me feel very, um, just like a really crap mother, to be honest... I just felt 
that I couldn’t um, produce what she was needing... It just made me feel very 
inadequate.

There may be other terms whose use we need to reflect on. For example, 
‘poor attachment’, a term used by health professionals and volunteers to 
describe ineffective feeding from the breast, may be heard by the mother as a 
global judgment about the quality of psychological attachment between her 
baby and herself.

Idealised motherhood
Erin Taylor and Louise Wallace suggest that the experience of shame 
is related to unrealistic ideals of motherhood in general, and not just 
breastfeeding specifically.33 They argue that women are often encouraged 
to aspire to a version of motherhood where the total focus is on optimising 
children’s needs, with no space for their own needs or consideration of 
the challenges of achieving optimal parenting. Under such conditions, a 
sense of failure or inadequacy is difficult to avoid. Perfection is demanded, 
including breastfeeding where breastfeeding is seen as an inextricable part of 
motherhood, or the consequences are guilt and/or shame.

Opening the conversation
Shame in western societies is taboo – we don’t talk about it and we don’t 
like to acknowledge the places where we are vulnerable to feeling shame.35  
Brene Brown, who has written extensively about shame, argues that shame 
survives in secrecy and silence.  It can be through articulating our feelings 
of shame to others that we come to understand that what seemed shameful 
is in fact quite normal and human, and that we are not rejected as of less 
worth because of something about ourselves that we deem to be less  
than perfect.36  

The new Baby Friendly Initiative (BFI) guidance on having meaningful 
conversations with mothers37 seems useful in this respect. It places 
emphasis on using open questions to elicit feelings, showing empathy, 
using active listening and avoiding overt direction and judgment, all of 
which may help women to feel more able to disclose some of their concerns 
and feelings around infant feeding. Alongside this, the concept of an 
adjustment period in the early days of breastfeeding, suggested by Trickey 
and Newburn,17 seems a useful way of enhancing antenatal discussion – to 
normalise the possibility of initial breastfeeding difficulties whilst not 
presenting breastfeeding as something inherently so problematic that it is 
not worth trying. However, as previous research demonstrates,38 presenting 
breastfeeding in this nuanced manner is not a straightforward task and 
requires careful consideration of what kinds of information would be suitable 
for which women, and in which antenatal context. Making a space for 
meaningful conversation and nuanced anticipatory discussion will take time, 
and will require a creative approach to finding this time, given budgetary 
constraints and time pressures on fully stretched health professionals.

The concept of shame shows us that we need to focus on starting a 
new conversation before we can think about changing the existing one. 



Conversation itself may be the key to guarding against women viewing their 
difficulties with breastfeeding as a mark of inadequacy, but support givers 
need to ensure that this conversation does not inadvertently construct 
emotional barriers to seeking help by presenting breastfeeding as universally 
unproblematic, equating decisions to breastfeed with ‘good motherhood’ and 
using terminology in an unreflective manner. In particular, it is important that 
women do not see their breastfeeding difficulties as something deviant, to be 
hidden from others’ scrutiny, and as a result avoid seeking the very help that 
may enable them to overcome their difficulties.

References are provided at the end of the article by Fiona Woollard.
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Changing the Conversation: 
reasons not duties
Fiona Woollard

As a mother and as an academic working in 
the Philosophy of Pregnancy, Birth and Early 
Motherhood, I couldn’t agree more that we need 
to ‘change the conversation’ about infant feeding. 
I believe that the difficulties we experience – guilt, 
shame, blame, polarisation, judgment, pressure, 
exaggerated claims, feeling unsupported, fearful 
or silenced, feeling unable to share struggles and 
triumphs for fear of being perceived as smug or 
as having failed – are in part due to philosophical 
mistakes in the way we think and talk about 
mothers and maternal behaviour.
We mistakenly treat mothers as having a ‘defeasible duty’ to breastfeed 
when the benefits of breastfeeding actually give mothers reason, but not a 
duty, to breastfeed (don’t panic – all terms will be explained). Recognising that 
reasons to breastfeed do not give rise to duties allows us to make sense of, 
support and celebrate, women’s considerable efforts to breastfeed without 
implying criticism of those who do not.  It draws the focus off the mother’s 
actions, allowing us to talk about the benefits of breastfeeding and the need 
for support, and address barriers to breastfeeding without implying judgment 
of those who do not breastfeed.

Key Message:
The health benefits of breastfeeding are a reason to breastfeed. Reasons 
show us why we might want to do something, help us to make sense of the 
efforts other people make, and sometimes lead us to provide support and 
encouragement. But having a reason is not the same thing as having a duty. 
When we confuse reasons with duties we are contributing to a problem of 
misplaced burden on mothers.

Fiona Woollard is an 
Associate Professor of 
Philosophy at the University 
of Southampton.
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Guilt, Shame and Infant Feeding
Anecdotal evidence of the guilt, blame and shame surrounding infant 
feeding is easy to find simply by talking to new mothers. There’s also plenty 
of sociological evidence. A systematic review39 of studies on mothers’ 
experiences of bottle-feeding found,

Mothers who bottle-fed their babies experienced negative emotions such 
as guilt, anger, worry, uncertainty and a sense of failure. Mothers reported 
receiving little information on bottle-feeding and did not feel empowered to 
make decisions.39

Indeed, the evidence shows that mothers face negative emotions and 
perceived judgment whatever decisions they make about infant feeding.7 

The current conversation surrounding infant feeding decisions is 
characterised by defensiveness and fear of judgment: women feel required 
to defend their infant feeding decisions, to defend themselves against the 
charge of being bad mothers.40 Insofar as the message about the benefits of 
breastfeeding is being taken up, it is understood as focused on the choices of 
individual women: ‘breast is best’… and if you do not breastfeed, you’d better 
have some good excuse.  

Defensiveness is a natural response to pressure. It is little surprise to see a 
pushback, in which any attempt to inform about the benefits of breastfeeding 
is seen as judgmental and any discussion of breastfeeding is seen as an 
attempt to be superior.  Even online photographs of oneself breastfeeding – 
or ‘brelfies’ - are often construed as ‘showing off’.41 

Diagnosis
Part of the problem here is a philosophical mistake in the way people think 
and talk about maternal behaviour.  These discussions often mistakenly 
assume mothers have a defeasible moral duty to breastfeed. A moral duty 
is something that I am required to do: if I do not do my duty, then I am liable 
for moral censure - others can blame me and I should feel guilty.  If a duty is 
defeasible, that means that some sufficiently strong consideration could 
override the duty: should I fail to do my duty there are circumstances under 
which blame and guilt are inappropriate.  

So justification is required when I fail in my defeasible duty. Other people are 
entitled to ask me to account for my failure. 

Similarly, there are ways in which our conversations about infant feeding 
imply that mothers have a defeasible duty to breastfeed. Sometimes we hear 
mothers justifying their decisions not to breastfeed by citing circumstances, 

I have a defeasible duty to turn up to deliver my lectures. Teaching 
is part of my job and my students rely on me to be there. But suppose 
I failed to turn up because I was stopped en route to save a child from 
a burning building. My students wouldn’t blame me and feeling guilty 
would be inappropriate. But if I failed to turn up without a good reason, 
just because I preferred to spend the day watching telly, then my students 
would blame me and I would be right to feel bad about it.

Mothers face 
negative emotions 
and perceived 
judgment whatever 
decisions they make 
about infant feeding.



for example physical conditions or severe trauma.  If a mother who doesn’t 
breastfeed fails to produce a justification, she may be (or perceive herself to 
be) treated as blameworthy, she may feel guilty. 

I argue that the idea that women have a defeasible duty to breastfeed stems 
from a more pervasive belief that mothers have a defeasible duty to perform 
any action that might benefit her child.42 It follows from this assumption that 
if it is generally agreed that breastfeeding benefits the child, the mother has a 
defeasible duty to breastfeed. 

The mistake here is to confuse reason with duty. The health benefits of 
breastfeeding may give mothers a reason to breastfeed.  But not all reasons 
give rise to defeasible duties.  

You might be thinking that my marathon example is not a good analogy 
for breastfeeding. After all, mothers have special duties to look out for the 
interests of their children, don’t they? 

Well, I agree that a mother (a parent) has a special duty to benefit her child. 
But this is a general duty… it cannot be translated into an endless series 
of specific defeasible duties to do each single thing that might benefit her 
child. Such a duty would be a maximal defeasible duty.   

Placing a parent under maximal defeasible duty to benefit a child at 
every opportunity would be to make the task of child rearing intolerably 
burdensome and would set the parent up to fail. Pretty much everything 
a mother does has the potential to harm or benefit her child. A mother 
operating under a maximal defeasible duty would have to be prepared to 
defend and justify every decision she makes, managing decisions in a context 
of uncertainty, and lacking the information she needs to weigh competing 
risks, let alone time to do the research before the next decision comes along. 
The mental and emotional energy required to parent under such conditions 
could be considered Herculean. Sound familiar?

I have a reason to run a marathon. I could raise a lot of sponsorship 
money for cancer research. But if I decide not to, other people won’t be 
entitled to quiz me, they can’t ask me to produce some justification for 
my failure to run. Even if I don’t have any such justification (maybe on 
balance it would be good for me to run) I don’t have to feel guilty. I don’t 
have a defeasible duty to take this opportunity to benefit others.

I have a maximal defeasible duty not to lie. There may be times I would 
like to tell a lie, but I have a duty not to. However, sometimes I have a very 
good reason to lie. An extreme example, but say I can save my friend’s 
life by lying. That would be okay. In that case you should not blame me 
and I should not feel guilty. But my duty to lie is still defeasible (I need a 
justification) and also maximal (I need a justification for each lie I tell).



Let’s talk about reasons not duties
Thinking about breastfeeding in terms of reasons instead of duties can help us 
to change the conversation. If we think in terms of reasons rather than duties 
we can promote (the good reasons) to breastfeed, without requiring mothers 
who don’t breastfeed to feel guilt, shame or judgment.

Reasons show us what is good about a certain course of behaviour and help 
us to make sense of the efforts people make. Others have reason to help and 
support us when we try to act on such reasons, and to admire and celebrate 
us when we succeed.  My friends and family have reason to help me train for 
my marathon and post celebratory comments on social media afterwards.  
And we can say all this without implying that there is a duty to run marathons, 
that anyone who hasn’t run a marathon should feel guilty, or even that the 
marathon runner is better than people who do not run marathons.  After all, we 
recognise that there are many other ways of being a good person. 

Similarly, if we recognise that there are reasons, but no duty to breastfeed, 
we can say:  if you decide to breastfeed it is worthwhile putting up with a 
good deal of discomfort or inconvenience.  Others have reason to help and 
support women who want to breastfeed and to admire and celebrate them 
when they succeed.  We can say all this without implying that there is a duty 
to breastfeed, that anyone who doesn’t breastfeed should feel guilty, or even 
that the breastfeeding mother is better than mothers who do not breastfeed.  
After all, we recognise that there are many other ways of being a good parent. 

UNICEF UK’s Call to Action asserts that a policy approach which places the 
burden of responsibility on individual mothers to improve breastfeeding 
rates, rather than addressing social and structural barriers to breastfeeding, 
is mistaken; when we make the assumption that a mother has a defeasible 
duty to breastfeed we contribute to this problem of misplaced burden. When 
we think about maternal duties, we think justifications, guilt and blame. We 
ignore wider social factors.  Moreover, in a climate where a duty to breastfeed 
is assumed, discussion of health benefits and calls to remove barriers to 
breastfeeding are difficult to hear above a sense of implied criticism of 
women who do not breastfeed. A mother who uses formula milk, but who 
also assumes that if she does not breastfeed she should feel guilty, might 
take anything that highlights the benefits of breastfeeding as an attempt to 
induce guilt, even when the message givers are clear that they do think she 
should feel guilty. Thinking in terms of reasons can help to switch this focus.  
If potential benefits give mothers sufficient reason to breastfeed, they also 
give her friends, family, community, and society at large, reasons to support 
her decision.
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