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ABSTRACT 
 
The focus of the research is to find ways to support families within their local 

community to improve experiences and outcomes of breastfeeding. Such a study is 

important in order to continue and supplement community development research into 

the suitability of breastfeeding services and their approaches for new mothers. The 

research method is a focus group analysed within a grounded theory approach.  

The findings from this research are themes of priorities, expectations, and 

comparisons of mothers’ infant feeding experiences explored through vignettes and 

conversation. The discussion centred around health services, cultural differences 

and similarities between experiences of breast and formula feeding, giving and 

receiving of advice and information regarding infant feeding. 

The main conclusions drawn are that language used to talk about breastfeeding 

must be carefully considered to make helpful support. The balance and relationship 

of knowledge and power of mothers and community workers is crucial to creating 

positive outcomes. Overall policy and practice is moving in a positive direction. 

The dissertation recommends that listening to and sharing experiences can be useful 

community development. Policy makers and professionals must be flexible and 

adaptable to accommodate all.  

 

Keywords: breastfeeding, community support, listening, mothers, culture 
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INTRODUCTION 
 

SUPPORTING BREASTFEEDING – EXPLORING MOTHERS’ EXPECTATIONS 
AND PRIORITIES WITHIN THEIR LOCAL COMMUNITY 

 

 
In this introduction I explain the focus of my community based research and discuss 

and introduce current issues about breastfeeding support in the UK. I will specifically 

examine the situation in Sheffield; developing the ideas into the aim and objectives 

for a community research question. I will reveal and contemplate my own interest in 

the area. The introduction will conclude by assessing the benefits and value of my 

intended research and locating its place within various disciplines and fields of 

knowledge. 

 

Breastfeeding issues in the UK 
Breastfeeding is widely regarded as being the best form of infant nutrition although it 

has been undermined in the UK for many years due to the popular culture of formula 

feeding. (Palmer, 2009; Robinson, 2008) 

 

Renfrew (2011) shows 81 % of babies born in the UK in 2010 had at least one initial 

breastfeed and that all breastfeeding rates are steadily increasing in the UK. Despite 

this only 35 % of UK babies are being exclusively breastfed at one week, 21 % at six 

weeks, 7 % at four months and 3 % at five months. (UNICEF, 2009; Bolling, K., 

Grant, K., Hamlyn, B., Thornton, A., 2007) These figures are extremely low and 

cause concern for public health. (La Leche League International, 2010; Evans, 2008; 

Minchin, 1989) 

 

Increased breastfeeding rates would decrease the gap of health and social inequality 

in society. Hoddinott (2011) introduces the multi-layered puzzle facing those working 

to encourage breastfeeding: 

 

Breastfeeding is a highly complex physiological, emotional, social and cultural 

behaviour, and so, in many ways, it is not surprising that to design and deliver 
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effective behaviour change interventions to improve breastfeeding rates are 

challenging. (Hoddinott, 2011, p. 221) 

 

There are many factors which may have led to and influenced increased formula 

feeding and decreased knowledge and undertaking of breastfeeding. These include 

misinformation from health professionals (Beake, S., Pellowe, C., Dykes, F., 

Schmied, V., Bick, D., 2012; Kronborg, H., Vaeth, M., Olsen, J., Harder, I., 2008) 

media portrayal of infant feeding (Palmer, 2009), psychological issues (Robinson, 

2008), health problems (Minchin, 1989), medical interventions (Pugh, L., Milligan, R., 

1998), pressure from partner, parents and peers (Bailey, 2004), employment (Del 

Bono, E., Lacouou, M., Rabe, B., Sevilla, A., 2011), lack of education (Dykes, 

2005a), advertising and commercial interest in the production of formula (Palmer, 

2009; Scott, 2003).  

 

All of these topics are huge areas of discussion and research which there is not the 

space to cover here but are worth mentioning to illustrate the complexity of the issue 

and to understand the assortment of situations which can result in a woman 

questioning her ability to breastfeed and to make informed decisions. (Dykes, 2005c) 

 

Rogoff (2003) describes how cultural processes are clearly connected with biological 

processes from the beginning of life and makes links between cultural and 

community context to infant feeding. Formula feeding may come with a different set 

of cultural beliefs around sleep, routines and practices of care for mother and baby to 

that of breastfeeding (Dykes, 2005b). In the UK the message the government and 

health professionals have been promoting is “breast is best” but nearly a quarter of 

babies are never breastfed. (Department of Health UK, 2011) So the message is 

either not being received by this quarter of mothers or there are barriers to 

breastfeeding present in the individual, the community and the culture.  

 

The UK government has recently published a report entitled “Behaviour Change” 

with emphasis on public health investigating methods to change public behaviour 

(Science and technology committee appointed by the House of Lords, 2011). There 

will no doubt be more policy and campaigns to promote breastfeeding. But what 

does this mean for families?  How can policy complement, understand and relate to 
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the realities women face in their communities and homes whilst learning to 

breastfeed? 

 

One of UNICEFs seven points of its plan for sustained breastfeeding in the 

community is to: 

“Promote co-operation between healthcare staff, breastfeeding support 

groups and the local community.” (UNICEF, 2012) 

This guidance from UNICEF has been utilised by Sheffield City Council in developing 

their city specific policies. 

 

Infant feeding in Sheffield 
Sheffield City Council’s own breastfeeding policy (Burrows, C., Horsley, S., 2010) 

was revised in 2010 to implement UNICEF’s seven point plan. The set of policies 

aim to create a norm of breastfeeding in the culture for families and health workers in 

Sheffield. Of course a policy is only as successful as how and by whom it is 

implemented, but it is certainly a healthy foundation and starting point for the 

communities of Sheffield. How does a government policy directly impact the actions 

people take in their communities?  

 

In 2009, Sheffield was awarded nearly five million pounds from the Department of 

Health to tackle health problems linked to obesity. This amount was match funded by 

Sheffield City Council and NHS Sheffield providing a total of ten million pounds. 

The money was channelled in an initiative entitled “Change for Life”. One of its main 

objectives was to create a breastfeeding friendly city and to “increase support for 

breastfeeding in communities, public places and workplaces”, (Change for life, 2009) 

Some of the funding provided a contract for the charity, “Action for Children” to 

deliver a breastfeeding peer support programme throughout the City of Sheffield. 

Nearly one hundred peer supporters have been trained and now work on a mostly, 

voluntary basis, at children centres and other breastfeeding drop-ins. Peer 

supporters can be a valuable source for new mothers. (Dobbs, R., Newburn, M., 

Muller, C., 2010; Bolton, T., Chow, T., Benton, P. A., Olson, B. H., 2009; Dyson, L., 

Renfrew, M., Mcfadden, A., McCormick, F., Herbert, G., Thomas, J., 2006) 
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Approaches to community support 
Gorney (2010) conducted a project with vulnerable new mothers in Sheffield called 

“Babies First Year” using home visits and creative group work to create peer 

friendships to support mothers. It covered issues of identity and the journey into 

motherhood. “If we can respect and harness expertise at neighbourhood level more 

new young families will gain more empathetic support and easier access to the 

knowledge required to get it right for the baby from the start.’  (Gorney, 2010, p. 26) 

New mothers do not always need professional advice but the confidence and 

encouragement to look deep inside and value their innate natural instincts which 

Gorney’s (2010) project highlighted. When supporting new families finding the 

appropriate time to introduce ideas about breastfeeding is critical. Is it antenatal, 

postnatal or perhaps before pregnancy even occurs? 

Abu-Lughod (1995) considers the importance of timing when it comes to women 

looking for meaning; “I claimed to be, and was, very interested in women’s 

experiences. But I barely noticed anything about their pregnancies except their 

protruding bellies.” (Abu-Lughod, 1995, p. 339 – 340)  

A persons’ lens has to be in the right place to make sense of something in a certain 

way. If support and advice comes too early or too late it may miss the need of the 

family completely. When breastfeeding is embedded within a culture the need for 

professional community support is reduced as the culture aids the breastfeeding 

relationship in many subtle ways.   

Kamnitzer (2009) explores the Mongolian culture of breastfeeding. Mongolia has an 

extremely high rate of extended breastfeeding. (UNICEF, 2009)  Kamnitzer (2009) 

explains how breast milk and breastfeeding are a huge part of community life and 

very much celebrated and respected. This is very different from the attitudes about 

breastfeeding in the UK. Looking to the Mongolian example we can see that if 

breastfeeding is embraced by the community it will continue to prosper and thrive. 

Although being an embodied experience involving the exchange of bodily fluid, 

breastfeeding is also a food source; “Food is not just a way of keeping our bodies 

going, it has great significance to our identities” (Palmer, 2011, p. 67) 

Both how we eat and how we feed our babies is embodied in our identity. Any 

woman becoming a mother for the first time is entering a time of identity change and 

her position within her community will be altered physically and emotionally. 

(Stadlen, 2004) 
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The community in which a new mother is situated within is made up of partner or 

husband, family, parents and parents-in-law, children, neighbours, health 

professionals, general public, friends, other new parents both in person and 

sometimes virtually on internet forums such as Mumsnet.co.uk and Netmums.co.uk. 

All of these members of their community have impacts and influences over the 

breastfeeding relationship. 

Does the lack of breastfeeding coincide with the loss of the traditional community? 

Are mothers experiencing isolation at home?   

Pugh and Milligan (1998) found breastfeeding rates increased as a result of a 

scheme in which nurses visited postnatal women in the community and helped them 

for a couple of hours in any way they required such as house work or childcare. The 

likely hood of these schemes being available is governed by policy and funding 

implications. Any scheme needs money, commitment, staff and resources which are 

scare due to government cuts and priorities.  

To understand how schemes such as Pugh and Milligan (1998) can fit into the 

complex workings of society. I locate Ledwith (2005) and the “Model of Critical 

Praxis” which has a framework “within which smaller project can be seen as 

contributing to the bigger whole.” (Ledwith, 2005, p. 40) To use community 

development to change a situation work must be done both within the community 

(practical schemes) and outside the community (national policy and cultural). 

 

A community development question 
There are two main areas where breastfeeding rates could improve. The first is the 

initiation of breastfeeding and the second is the point when breastfeeding stops. The 

Breastfeeding Manifesto Coalition (2007) states that “In the UK nine out of ten 

women who stop breastfeeding their baby before six weeks would have liked to 

breastfeed for longer.” Bolling et al (2007) also found these women would have liked 

to continue with breastfeeding. It is this second area that I wish to expand upon in 

my research. 

What factors make women stop breastfeeding so soon? What suggestions do 

mothers in the community have to enhance the experiences of new mothers? 

The research aims and objectives below endeavour to generate ideas which could 

increase breastfeeding confidence and decrease negative experiences. After birth is 

such a vulnerable time that many women are emotionally unprepared for and find 
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unexpected changes and lifestyle in their identity as they begin their role as a 

mother. I want to find out what advice and suggestions mothers would make to a 

new mother using their own experience as hindsight. 

How did expectations of breastfeeding compare to the actual experience?  

What advice or reflections would you give to a new mother in your position? 

 
The research aims to find ways to support families within their local 
community to improve experiences and outcomes of breastfeeding. 
 
The research’s four objectives are:  
 
To identify community services, support and education currently available for 
parents about breastfeeding in Sheffield. 
 
To listen and understand mothers’ experiences of feeding babies.  
 
To explore mothers’ expectations and priorities around breastfeeding. 
 
To formulate recommendations and suggestions for new parents to assist 
them in creating a more positive relationship with breastfeeding within their 
local community. 
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My positionality 
As I begin to answer these objectives I consider it to be important and relevant to 

explain my positionality in the area of breastfeeding. An explanation of the context in 

which I ask this community research question is vital to situate my position and 

ability to research and access the community. I would currently describe myself as 

inside the Sheffield community of young families as I am a mother of two preschool 

age children. I breastfed my first child till he was over two years old and I am 

currently still breastfeeding my daughter. Although I choose to breastfed my first 

child it was not an informed decision, more of an unconscious move towards 

breastfeeding as I thought it would be easier than preparing formula feeds. I did grow 

up seeing my mother breastfeed my two much younger siblings so I believe this may 

have influenced my choice as I had experienced breastfeeding as a norm in my 

childhood household. 

 

Initially breastfeeding was very painful for me; I remember persevering and having 

lots of trial and error moments. I was given advice by my community midwife and 

health visitor. I had no friends who were breastfeeding.  After a couple of months I 

found breastfeeding easy and very convenient and enjoyable. 

 

As I became involved with the NCT (National Childbirth Trust) charity and worked 

voluntarily to support other new parents the complexity of the breastfeeding situation 

slowly began unravelling before me. Through talking and listening to other mothers I 

realised that my enjoyable and on-going experience was somewhat unusual. 

Mothers were full of stories of disappointment, depression, lack of support and had 

turned to formula but not as a happy choice. I have seen first-hand how a successful, 

happy and healthy breastfeeding relationship empowers the mother and her family. I 

frequently witness incongruity and incompatibility between the health system and the 

community and the mothers’ needs and expectations for encouragement and 

support. I want to research this area with the vision to make breastfeeding a realistic, 

liveable and satisfying option for women today. 

 
Mahon-Daly and Andrews (2002) describe the “credibility gained by the researcher 

being a woman and a breastfeeder” from their experience a breastfeeding mother 
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researching other mothers’. I hope to bring empathy and trustworthy to the credibility 

I may have as a researcher. 

 

Value of intended research – beneficiaries of work 
The research which I have proposed here hopes to contribute to work concerning 

breastfeeding, community support and public health. It hopes to provide a profound 

and astute understanding of mothers’ experiences of breastfeeding and the issues 

which matter to them; leading to proposals for future community growth and 

development in these areas.  It may be of interest to health, community and 

breastfeeding workers volunteers and paid, both in Sheffield and nationally. 

 

I hope the data will provide an insightful picture of the participants’ views and 

experiences whilst making connections to the literature and theory to create 

meaningful and relevant suggestions.  
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Supporting Breastfeeding – Exploring mothers’ expectations and priorities 

within their local community 
 
 
Introduction 
My research aims to find ways to support families within their local community to 

improve experiences and outcomes of breastfeeding. To place this within a wider 

context I begin the literature review by outlining the history of breastfeeding 

community support, considering the importance of culture and illustrating why 

breastfeeding support is relevant, important and topical today.  

 
The first objective is to identify community services, support and education currently 

available for parents about breastfeeding in Sheffield. I evaluate various types of 

breastfeeding and health promotion, breastfeeding community support and 

education about feeding babies and their availability and accessibility for parents in 

Sheffield. 

 

The second and third objectives are to listen and understand mothers’ experiences 

of feeding babies and to explore mothers’ expectations and priorities around 

breastfeeding. I examine a selection of studies about breastfeeding which listen to 

mothers’ experiences of feeding babies commenting on the prevailing theories and 

the questions they ask. Next I showcase literature which investigates expectations 

and priorities around breastfeeding discussing their findings and outcomes.  

 

The final objective is to formulate recommendations and suggestions for new parents 

to assist them in creating a more positive relationship with breastfeeding within their 

local community. In the literature review I consider and appraise ways in which this is 

already being done and ways in which mothers’ views and ideas are being translated 

into policy and community action. 

To conclude the literature review, I explore the need for empirical research in 

breastfeeding and discuss the various disciplines which can work together in 

community development of breastfeeding support. 
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Criteria for selecting literature 
In a topic as wide as breastfeeding there is a vast amount of literature; both policy 

and peer reviewed academic empirical research. The vast majority of the selected 

literature was written in the last five years. 

The policy documents to which I refer specifically affect practice in Sheffield. These 

may be specific to Sheffield or national in the UK. 

I have chosen research peer reviewed literature from the UK to fit the context of the 

objectives. However I also draw upon research which took place in other countries 

where it seems there is either a lack of research in the particular area in the UK or 

because I feel the literature is of specific relevance and enhances my research.  

 

 

  

The history of community breastfeeding support 
In the western world, especially the UK, the intimate relationship between mother 

and baby has become the subject of political, cultural, policy and media discussions. 

This global exposure is a new phenomenon. Newspaper articles, television 

programmes and internet discussion forum threads about breastfeeding provoke 

heated discussion and strong opinions. How has this aspect of women’s and 

children’s health become so disputable and laden with controversy? 

Before the industrial revolution local communities supported a new mother by 

allowing her to concentrate solely on caring for her new infant by performing her 

daily tasks and caring for older children. In some cultures today new mothers still 

experience a rest period of approximately six weeks. During this time extended 

family take on the woman’s usual household tasks and shield her and the baby from 

the outside world. (Kendal-Tackett, 2007; Abel, S., Park, J., Tipene-Leach, D., Finau, 

S. Lennan, M., 2001)  

There is a stark contrast between this tradition and the pressures modern mothers 

face such as isolation, financial responsibilities and commitment to employment. The 

modern world has had a direct effect on breastfeeding. Medical and cultural 

influences have distorted the process of breastfeeding. (Palmer, 2009, p.19)  

After the Second World War production of goods and capitalism spread very fast. 

Dykes (2004) recognises the effects of capitalist society on the role and function of a 
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woman as a mother. “Women became increasingly engaged in the project of 

producing the adult for the factory.” (Dykes, 2004) 

During this process society has forgotten the importance of mothering the mother. 

(Kendall-Tackett, 2007) It is in the first few weeks after birth when lactation is 

established. We can see from statistics that this first six weeks is when most mothers 

stop exclusively breastfeeding. (UNICEF, 2011; Bolling et al, 2007) It appears 

cultural and community circumstances and practices may be linked to low rates of 

breastfeeding. So what can community breastfeeding support do to help with this?  

Although we cannot change all aspects of society I argue innovative and creative 

ways of supporting mothers during their pregnancy and early parenthood must be 

found to combat these challenges. Rogoff (2003) interweaves these demands on our 

society to find new ways of being. 

 

Across generations, child rearing practices and family relations commonly 

reflect the patterns and strategies of previous generations, when 

circumstances may have been different – challenging each generation to build 

on the cultural approaches they inherit to address their current needs. 

(Rogoff, 2003, p. 105) 

  

To summarise Rogoff (2003) we need to embrace and understand the cultural 

approaches to address to current needs. Within Sheffield there are many different 

cultures and communities so policy and community workers must be aware that 

flexibility is paramount as one approach will not suit all. One type of response to 

generational changes are grassroots breastfeeding support organisations such as 

‘La Leche League’ which began in America in 1956 giving a voice to breastfeeding 

mothers in a formula feeding culture and advocated mother to mother support. 

(Lowman, 2007) It is now an international organisation which addresses challenges 

such as described by Palmer (2009). 

Urbanisation, migration, family separation and hospital childbirth combine to 

disrupt such support systems. Without this emotional and practical support 

breastfeeding problems develop and failure becomes normal. More and more 

women lose confidence in their bodies when there is no one to reassure them. 

(Palmer, 2009, p. 37) 
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Urbanisation and hospital childbirth were part of the catalyst for the development of 

professional expertise and medical discourse in infant feeding.  

 

Peer reviewed research discussion of culture of breastfeeding 
Barclay, L., Longman, J., Schmied, V., Sheehan, A., Rolfe, M., Burns, E., Fenwick, 

J., (2012) warns against the professionalization of breastfeeding as detracting from 

the embodied and personal nature of the relationship between the mother and the 

baby. As the health benefits of breastfeeding have become increasingly scientifically 

researched and recorded the need for a discourse to promote the health benefits to 

the public has arisen. Barclay et al (2012) advise a risk of a discourse occurring 

which shows breastfeeding is in need of professional help; too difficult for women to 

achieve at home using their instincts. (Mahon-Daly and Andrews, 2002)  

Johnson, S., Williamson, L., Lyttle, S., Leeming, D., (2009) compares the competing 

discourses which are prevalent in the understanding of breastfeeding community 

support: 

A discourse of breastfeeding as a natural process which requires little support 

is also juxtaposed with a medical discourse which implies the necessity of 

close ‘expert’ supervision. (Johnson et al, 2009) 

These discourses must find ways to complement each other and collaborate to 

advance care for mothers and families. Labbok (2008) shows how women’s issues 

have been academically and professionally separated: 

..family planning, pregnancy and birthing and breastfeeding. These are 

issues that are intimately, biologically, gender linked in women's lives, and yet 

ones that are generally divided up to be addressed by a variety of different 

professional disciplines. (Labbok, 2008) 

The division of these issues makes for a complex web of advice which women can 

be confused or bombarded by and can make for contradictory suggestions from the 

professionals.  

Community breastfeeding support has developed as response to parents attempting 

to reclaim the power and skills of feeding by spreading knowledge and support for 

mothers learning to breastfeed in a formula feeding culture. 

In the next section I examine various forms of this breastfeeding support.  
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Policy literature discussion of breastfeeding promotion, community support 
and education 
Within the structure of the NHS professionals who care for pregnant women and 

their babies are often the obvious and primary source of support and information for 

new mothers. Breastfeeding support and help is usually given alongside other 

antenatal and postnatal health checks for mother and baby. These professionals are 

midwives, GPs and health visitors. There are three roles of people who are providing 

breastfeeding specific support both in hospitals and in the community; peer 

supporters, breastfeeding counsellors and lactation consultants. (Milk Matters, 2010) 

Peer supporters are the result of the “formalising of a role” which would have 

historically been performed by women close to the new mother in her community. 

(Rossman, 2007) 

This quotation establishes which of these roles are accountable for an individual 

mothers breastfeeding support in Sheffield: 

Health visitors have the primary responsibility for supporting breastfeeding 

women and helping them to overcome related problems. Breastfeeding peer 

support workers can support women with any issues arising from their 

breastfeeding but must refer back to the health visitor. (Burrows and Horsely, 

2010) 

This breastfeeding policy highlights the different functions between health 

professionals and breastfeeding experts; this indicates the health visitors do not 

have the training or time to perform the peer supporter role. Health visitors also have 

responsibility towards safeguarding children; this often detracts and understandably 

takes priority over breastfeeding support. If all health professionals were educated in 

breastfeeding rather than it being singled out as a “speciality subject” it would be a 

step towards normalising and increasing breastfeeding confidence in mothers and 

the health service.  

The aforementioned three professional breastfeeding roles are usually affiliated with 

and trained by one of the following four main charitable organisations which offer 

breastfeeding support; the NCT (National Childbirth Trust), the ABM (National 

Association for Breastfeeding Mothers), La Leche League and the BFN (The 

Breastfeeding Network.) These are all staffed by volunteers and offer a combination 

of telephone lines, support groups and one to one support. They vary geographically 
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with different counties and cities providing different levels of support depending on 

funding and numbers and commitment of volunteers.  

As well as the outsourced professional support above breastfeeding support may 

also come from family, friends and members of the public. Similarly mothers may 

find information, comfort and support in the form of books, leaflets, internet sites, 

DVDs, magazines and television.  

All of these forms of support can be extremely helpful to mothers but can also be 

hindering if the advice is not suitable or appropriate.  

The NCT values and infant feeding policy (2011) states “Information about health 

outcomes without good postnatal support can lead to mothers feeling exhorted but 

not able to breastfeed.” (Trickey, H., Allmark, H., Dodds, R., Figueras, J., Neil, H., 

Newburn, M. et al, 2011) This highlights the importance of breastfeeding information 

being combined with appropriate and mother centred support. (Small, R., Taft, A., 

Brown, S., 2011) This aforementioned information comes from government and NHS 

policy. “Healthy Lives Healthy People”; the governments’ current white paper on UK 

health recommends the “uptake of immunisations, breastfeeding” (Department of 

Health, 2011) The word “uptake” gives the impression breastfeeding is a concept to 

be brought into or pressured upon mothers “to do” or “to have done to them” as if 

they are passive in the decision. Breastfeeding is personal, a dance, a connection 

and a relationship between mother and baby. It is an expression of love and 

communication not just another box to be ticked. The use of language and how 

breastfeeding is described is incredibly important.  

 

The importance of language 
Language can transform cultures and the way people see and experience life. The 

quotation below reiterates this notion and introduces the model of health idea. “We 

cannot expect to create a breastfeeding culture if we do not insist on a breastfeeding 

model of health in both our language and our literature.” (Wiessinger, 1996). 

By viewing breastfeeding as a model of health we would not include it with 

vaccinations which are to inoculate against disease not to increase health. These are 

distinct philosophies or paradigms. Wiessinger (1996) argues for the importance of 

breastfeeding being constructed as normal for health not as a best or optimal 

alternative. One of these unhelpful constructions is the well-known mantra “breast is 

best.”  
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Here I bring in the thoughts of Kykla (2006) an American philosopher who addresses 

this question; why isn’t the “breast is best” message “working”?  Mothers surely want 

to do the “best” for their baby? These messages can be harmful to the autonomy and 

moral of mothers. (Kukla, 2006; Wiessinger, 1996) Women are disempowered by the 

notion of “don’t you want the best for your baby?” (Amir, 2011). The best may be 

unattainable, after all we cannot all the best at everything, being normal is less 

pressure and real.  

Community breastfeeding support must support the culture it is promoting with 

carefully thought out language. The following peer reviewed researchers have 

explored and evaluated various aspects of this support.  McInnes and Chambers 

(2008) found attempts to increase breastfeeding initiation without significant changes 

in the philosophies of maternity services may result in more mothers having negative 

breastfeeding experiences, and this in turn, may have a detrimental impact on their 

social group and ultimately lead to less breastfeeding. Hoddinott (2011) calls for 

attainable breastfeeding goals coupled with mother and family centred support to 

decrease these all too common negative experiences.    

Small et al (2011) found that women went to see the health professionals on a 

“good” day to create a good impression. Perhaps they are trying to live up to the 

expectation of being a “good mother”. (Marshall, J.L., Godfrey, M., Renfrew, M. J., 

2007) As a mother I can relate to this finding. A mother has high expectations placed 

upon her within the health care system to be capable, suitable, accountable and 

responsible for her children’s health. (Kukla, 2006) The power hierarchy between a 

health professional and mother as a patient can itself be problematic. If a mother 

feels intimated or undervalued she may not feel comfortable to reveal she is 

struggling or unsure of what she is doing. Peer support can be extremely useful in 

these situations. (Dennis, 2002) 

 

To gain understand of negative and positive experiences of breastfeeding we must 

be prepared to listen to mothers expectations and priorities. 
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Listening to the views of breastfeeding women; experiences, expectations and 
priorities 
I begin this section with a quotation from Spencer (2008) which for me symbolises 

the relevance and importance of listening to and understanding the views of 

breastfeeding women. 

 

Breastfeeding is an intense and profoundly human experience that as a 

phenomenon encompasses women's perceptions of themselves as women 

and mothers, and their relationship with their infant and their closer family. 

(Spencer, 2008) 

 

Supporting breastfeeding is not just about facilitating optimal nutrition but how we 

relate to each other as human beings within our families and communities. (Grille, 

2005) 

  

So how do mothers describe their experiences of community breastfeeding support? 

  

Graffy and Taylor (2005) studied mothers who attended a doctor’s surgery in East 

London in the UK. They employed a questionnaire method to find qualitative data to 

explore the following question; what information, support and advice do women want 

with breastfeeding? The sample of participants was new mothers. The mothers were 

approached for taking part in the study whilst pregnant and were questioned both 

before and after the birth of their baby. 

 

They did not receive many postnatal responses from women who had turned to 

formula feeding and as this was crucial data for the study they decided to telephone 

them to encourage completing the questionnaire verbally. Their stories were 

abundant with regret, guilt and lack of support from the health system. It is 

interesting that this group of participants had neglected to initially respond on the 

written questionnaire perhaps alluding to them feeling withdrawn and holding their 

thoughts internally. Possibly their initial choices and aspirations had not been met?  

 

Sheehan, A., Schmied, V., Cooke, M., (2003) researched mothers in Sydney, 

Australia and addressed these questions of choice. The research listened to 
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antenatal women articulating whether they had chosen to breastfeed or formula feed. 

Although only a small specific sample of women were studied; one of the main 

prevailing themes was the concept of embodied expression of breastfeeding which 

Sheehan et al (2003) dub the theme of “embodiment”. The importance of the 

appearance of this theme shows how breastfeeding is not simply a physiological 

process but is a “sensual, emotional and social entity that has conscious and 

unconscious needs, desires and boundaries.” (Sheehan et al, 2003) This shows a 

woman’s breastfeeding expectations are a construction and personification of their 

own meaning making and priorities. Although the research took place geographically 

very far away from Sheffield in the UK where my research is taking place I believe 

the culture in Australia to be very similar to England. Many details of the research 

resonated with me so I thought it important to introduce the ideas here. 

 

Meaning making and priorities were explored by Kortuck (1988) asking mothers in 

Turkey for their opinions on the advantages and disadvantages of breastfeeding. 

The field of questioning here makes a subtle yet crucial point; the mothers’ opinions, 

not what the health professionals consider the advantages to be. This study’s 

findings advocates the need for mother centred advantages to breastfeeding. If 

women’s priorities and opinion are understood and considered in this way then the 

support can be tailored to reflect them. Dyson, L., Green, J. M., Renfrew, M., 

McMillan, B., Woolridge, M., (2010) validate the need for community support to be 

tailored to meet the individual needs of a group in their study of breastfeeding 

experiences of teenage mothers in the UK. Although some priorities were identified 

as specific to teenage mothers the study produced a model of phases with positive 

and problem experiences leading to either continued breastfeeding or weaning 

retrospectively. This model was similar to findings of other peer reviewed empirical 

research of other social groups. (Small et al, 2011; Bailey, 2004; Tarkka, M.T., 

Paunonen, M., Laippala, P., 1999) This highlights the importance of learning from 

mothers’ lived and real experiences.  

 

Bailey (2004) looked at cultural expectations and experiences of breastfeeding in 

among low income women in the UK to try and better understand why so many 

cease breastfeeding very early on. The participants were interviewed in their own 

homes. Bailey (2004) collated the responses to overall describe a culture of “give it a 
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go” which although still had low breastfeeding rates was described as promisingly 

moving in the right direction for the future. In terms of breastfeeding education it was 

seen to be most effective where it “enables women to talk and professionals to 

listen.” (Bailey, 2004) This suggestion is as a result of listening to the mothers own 

encounters with the health service. 

 

 The final section looks in more depth at research which has combined 

understanding of experiences with recommendations for community action. 

 
Recommendations and suggestions for creating positive relationships and 
community action 
Hoddinott, P., Craig, Leone, C. A., Britten, J., Mcinnes, R. M., (2012) research 

developed proposals for health service changes constructed from mothers’ ideas 

and experiences: “our explicit focus was to ask what would have made or would 

make a difference to breastfeeding experiences at each interview and to inform 

future intervention studies.” (Hoddinott et al, 2012) Redshaw and Henderson (2012) 

asked the question: “If there was anything about your postnatal care in hospital that 

you could change, what would it be?” (Redshaw and Henderson, 2012) 

Both Redshaw and Henderson (2012) and Hoddinott et al (2012) enter the debate 

over realistic or idealistic. Their research found mothers requesting honest and real 

advice and information to support them in their early breastfeeding.  
Hoddinott et al (2012) also urges for a move towards woman and family centred care 

to take the place of breastfeeding centred support. Tarkka, M. T., Paunonen, M.,  

Laippala, P (1998) indicated that family and mother centred support was helpful. 

Further research of breastfeeding in Finland by Tarkka, M.T., Paunonen, M., 

Laippala, P., (1999) stressed the importance of nurturing the relationships the 

mother and baby had for support which was generally the baby’s father and involving 

this person in giving positive and proactive support both in hospital and returning 

home to the community. Both Tarkka et al (1998) (1999) studies took place well over 

a decade ago yet Hoddinott et al (2012) study has received extensive media 

coverage and debate in the UK. This shows a consistency in opinion but it would 

seem a slow manoeuvre into policy and practice.  

Although slow progress is being made in the government policy there is much 

movement and activity in grassroots initiatives to promote and support breastfeeding. 
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Two examples from many are “Little Angels” and “The Breastfeeding Festival”. Little 

Angels are a Wakefield based CIC (Community Interest Company) started in 2004 

by five mothers who identified a local need. (littleangels.org.uk) The breastfeeding 

festival organisers describe themselves as: “We are a not-for-profit voluntary group 

made up of mothers of small children who are passionate about doing something 

exciting to change the world.” (breastfeedingfestival.btck.co.uk) 

Both of these organic groups are models of mothers’ expectations, priorities and 

experiences being translated into community action; the impetus coming from within. 

The existence of these social enterprises may suggest they are fulfilling a need 

which is not being met by the NHS and government policy. This is a move back 

towards traditional local support that is absent in the nuclear western family and back 

to mothering the mother by the mothers. 

Empirical research about breastfeeding is by no means confined to the realm of 

public health; sociology, geography, psychology, education, philosophy, cultural 

studies and communication studies are all entering the conversation. Labbok (2008) 

establishes trans disciplinary as important for advancing breastfeeding support. 

“Breastfeeding policy and programs would benefit from common messaging and 

protocols for breastfeeding and mutual support, no matter which discipline is 

involved.”  (Labbok, 2008) 

Here is an example of geographical empirical research into breastfeeding. Mahon-

Daly and Andrews (2002) used postmodern theoretical perspectives specifically post 

medical geography to investigate how breastfeeding experiences occur within the 

areas of time, space and body. The holistic empathy provided by this particular study 

is a superb illustration of how inter disciplinary perspectives can provide an 

examination of experiences without directly questioning the participants.  Mahon-

Daly and Andrews (2002) identified the likelihood for the medicalization of 

breastfeeding and for local medical advice to actually encourage the adoption of 

formula feeding. From a sub-disciplinary perspective, the value of qualitative medical 

geographical perspectives on breastfeeding is demonstrated. Indeed, breastfeeding 

lends itself particularly to geographical inquiry because it is a health-related activity 

which can occur in a variety of places and spaces, all of which potentially impact 

upon a mothers’ experience. (Boyer, 2011) Understanding on many levels can be 

valuable and wholesome for the subject as Spencer (2008) indicated below: 
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The development of a deeper understanding of the phenomenon of mothers’ 

lived experience of breastfeeding will deepen our understanding and enable 

appropriate strategies for practice improvement and health promotion to be 

generated. (Spencer, 2008) 

This deeper understanding includes combining research to ensure evidence based 

progress is made from breastfeeding initiatives funded by the Department of Health 

and research about women’s perspectives informing practice. (Spencer, 2008; 

Renfrew, M.J., Spiby, H., D’Souza, L., Wallace, M., Dyson, L., McMormick, F., 2006; 

Dennis, 2002)  

 

 Conclusion 

This literature review has produced a few central themes and arguments which are 

condensed here. 

Since the global commercial interest in formula milk began the culture in which 

mothers and babies are learning to breastfed has dramatically changed. These 

changes coupled with the increased knowledge of the benefits of breastfeeding have 

generated a community support response. This response is in various forms from the 

Department of Health, the NHS and charitable organisations. 

All community support must value the importance and significance of language in 

their interactions and the presentation of information and advice. Mothers are active, 

intelligent and knowing in their journey into the breastfeeding relationship. All cultural 

perspectives are valid and important. Breastfeeding is embodied within our culture 

and relationships. 

To advance its uptake and duration breastfeeding must be seen as a model of health 

and the normal. Many disciplines can aid research in this area and communication 

and clarity between them is vital. 

This summary will be crucial for analysing my forthcoming data. The next chapter will 

explore the method I will use to peruse the aim and objectives further and more in 

depth. 
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Introduction 
 

I begin this chapter by outlining the method I have selected to collect data to peruse 

the aim and objectives of the study. I will explain my research strategy illustrating 

why it is appropriate and advantageous for the objectives.  

Next I describe how and where I will collect the data; depicting what techniques I will 

use. This will be followed by how and why I will choose and manage the sample of 

participants.  

Then I combine the research strategy, the research objectives and data collection 

techniques together to illustrate the overall approach to the study. I will outline and 

situate the approach in relation to academic definitions of empirical research. I build 

on the understanding of this approach by outlining how I will analyse the data and 

what techniques I will employ. 

Next I highlight the ethical dimensions and considerations I have made to ensure the 

participants are treated fairly and safely. 

Finally I acknowledge the limitations of the research specifically recognising 

criticisms and constraints of the research strategy, participant sampling and data 

collection.  

 

 
Method – a focus group  
 
To place the methodology and method in the context of this research I reiterate the 

aim and inter related objectives below. 

 

The research aims to find ways to support families within their local community to 

improve experiences and outcomes of breastfeeding. 

 

The research’s four objectives are:  

To identify community services, support and education currently available for parents 

about breastfeeding in Sheffield. 

 

To listen and understand mothers’ experiences of feeding babies.  
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To explore mothers’ expectations and priorities around breastfeeding. 

 

To formulate recommendations and suggestions for new parents to assist them in 

creating a more positive relationship with breastfeeding within their local community. 

 

There are many methods available to elicit views of participants; in order to listen 

and understand mothers’ experiences it would be beneficial to utilise a method 

whereby I hear from the mothers in person. When formulating recommendations and 

suggestions a group discussion comprised of constructive interactions between 

mothers will hopefully create a fruitful environment.  

Wellington (2000) describes methodology as “the business of choosing, reflecting 

upon, evaluating and justifying the methods you use.” (Wellington, 2000, p. 22) Here 

I will justify my choice of method; a focus group. I am collecting my own data to see if 

I can make links with existing literature to identify further recommendations for 

breastfeeding community support. In my community work with the NCT I have 

spoken informally to many parents about this and I want to directly investigate the 

knowledge present in the Sheffield community. 

I hope to create a space for a group of mothers to safely discuss their views, 

expectations and priorities about infant feeding, ensuring anonymity and 

confidentiality throughout. A focus group is a gathering of participants discussing a 

predetermined, semi-structured agenda and with the aid of a range of stimulus and a 

group moderator. (Bryman, 2004) A focus group is a helpful method to gauge 

communities’ opinions on an issue of concern. Szmigin, L., Bengry-Howell, A., 

Griffin, C., Hackley, C., Mistral, W.,(2011) notes focus groups as useful for gathering 

data from the public about health issues, public health services and marketing 

communications.  

Fjeld, E., Siziya, S., Katepa-Bwalya, M., Kankasa, C., Moland, K., Tylleskar, T., 

(2008) outline the characteristics of the focus group method:  

 

Focus groups discussions actively make use of group interaction. Participants 

are able to build on each other's ideas and comments, thus the discussions 

give insight into collective meanings attached to a specific phenomenon that 

cannot be elicited by questioning individuals. Its purpose is to reveal both 
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consensus and diversity in the participants' knowledge, experiences, 

preferences and assumptions. (Fjeld et al, 2008) 

 

The above quote highlights the benefits of a focus group method for generating 

collective discussion. The method is a dynamic and multi-dimensional way to for a 

researcher to listen to and understand mothers but also the mothers to one another. 

Focus groups are suitable for gathering knowledge and finding out how ideas 

operate within a social and cultural context. (Robinson, 1999) 

 

Kitzinger (1995) explains that “focus groups are more suitable for examining how 

knowledge, and more importantly, ideas, develop and operate within a given cultural 

context.”  Breastfeeding is situated within a cultural and community context and so I 

feel it is appropriate to use a method which allows interaction between participants. 

However breastfeeding is an intimate and personal subject and the focus group 

environment must be carefully and ethically considered to allow for this. 

 

When interviewing participants individually it is dependent on the researcher’s 

interpretation to explain why one person may have felt differently to another. The 

focus group method means that differences “can be explored 'in situ' with the help of 

the research participants.” (Kitzinger, 1994, p. 113)  A focus group is still an 

interpretative approach with the researcher interpreting the situation and interactions 

but I hope a focus group will give more insight and increased understanding to these 

differences. 

 

Lehoux, P., Poland, B., Daudelin, G., (2006) draw attention to the importance of 

understanding a focus group for the “interactive processes” and “context dependent 

social interactions”. (Lehoux et al, 2006, p. 2091) Encounters between participants 

will give valuable insightful data into how mothers make sense, defend or justify their 

decisions and knowledge.   

How these encounters are collected as data and then subsequently analyzed will be 

imperative to the findings.  There are many ways of interpreting and representing the 

world. The collection of data and approach to the interpretation of data will be 

discussed further in following sections. 
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Applying the method 
Here I explain how I utilize this method to generate and gather data.  

 

I hope to encourage the participants to discuss ideas about breastfeeding together 

and whilst I record and gather this qualitative data. (Morgan, 1996) For the focus 

group I have prepared a series of four group tasks. These tasks can be found in 

appendix 5. The tasks have been designed to elicit opinions and probe the 

participants for their knowledge and ideas about support for feeding babies within the 

Sheffield community. The tasks are deliberately constructed to avoid asking the 

participants to give a direct account of their own experience. This design is taking 

into consideration the pressures mothers face to conform to a certain stereotype of 

mothering which may be “good” or “bad”. (Small et al, 2011; Marshall et al, 2007; 

Stadlen, 2004) I intend that the participants will be drawing their responses to the 

tasks from their own experiences and knowledge however they are not obliged to 

reveal personal anecdotes unless they so wish. I am aware that a forced exchanging 

of stories positive or negative can make mothers feel uneasy, guilty, competitive or 

perhaps boastful. This is not the emphasis or purpose of the research. 

 

The group lasts approximately an hour and will take place in a home environment; 

my house. I aim to provide a comfortable, relaxed environment with light 

refreshments. The hour is audio recorded with prior permission from the participants. 

I am the group facilitator. It is my role to ensure everyone has chance to speak. I will 

be prepared with phrases such as “We haven’t heard from X yet…” and “X had some 

good thoughts. Let’s hear from everyone?” If I notice an idea has been missed it will 

be my job to reinstate it to the discussion if it seems appropriate.  

In order to have minimal influence over the participant’s responses I will avoid giving 

verbal and nonverbal signals of approval or disapproval. I must give equal value and 

respect to all stories told and opinions given. Bearing in mind that what maybe trivial 

to one participant may be extremely important or sensitive to another. 

After the focus group has taken place I will summarise the issues discussed and I 

will take a copy of it to each participant and have an informal conversation with them 

about how they thought it went and thank them for their time and contribution. 
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Participant sample 
Wellington (2000) explains “members of the group, brought together in a suitable, 

conducive environment, can stimulate or ‘spark off each other’.” (Wellington, 2000, 

p.125) It is this “sparking off” which has motivated my choice and selection of 

participants.  

Four mothers will be invited to the focus group. All the participants will be a mother of 

a baby or/and toddler. The participants will be already known to me; however they do 

not know each other. I will be selecting them from my prior knowledge of their 

varying experiences of breastfeeding. This type of participant selection is called 

convenience sampling (Bryman, 2004, p. 100). They have had different experiences 

and potentially conflicting opinions. The participants will not have prior knowledge of 

each other’s experiences. By inviting participants with potentially conflicting ideas to 

the focus group and debating complex issues I hope to bring about some 

suggestions for change. 

 

The four mothers are all white, university educated and British. Two are married, one 

is a single mother and one is living with partner who is the father of her child.  

 

I originally supposed I would invite a woman who is pregnant for the first time to the 

focus group however I have subsequently decided against this. This change came 

about having met with the woman in question and listened to her talking about her 

preparations for her first birth. I realised that she is in a very special and precious 

place. Taking part in the focus group would have perhaps been topical, informative 

and interesting for her. However I realised the transition into motherhood is so 

sensitive that I did not want to risk participating in the research becoming a bad or 

negative experience for her. I would of course not be able or wish to censor the other 

participant’s stories and opinions and it may have been that they place extra or 

undue pressure on her.  

 

So I made an ethical decision not to invite her and I chose another mother to invite 

the group instead. Researching first time pregnant women would be pertinent and 

valuable for the research objectives but in a space together with other first time 

mothers would be more ethical and fair. Drawing on my own community experience I 
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feel the difference between their positions would be too great for debating the issues 

around breastfeeding. Although there is much they could learn from interacting with 

existing breastfeeding mothers, it is not my place or role to be educating them. I 

have to be responsible and treat them as I would wish to be treated myself.  

 

I will have approached the participants in person asking in an informal manner if they 

would be interested in attending the focus group and explaining the content and aims 

of the research. When they have expressed an interest I will give them an 

information sheet and a consent form to read. I will be available to answer any 

queries or questions they may have about the research. 

When I have their permission and they have an understanding of the research I will 

liaise with them again to find a suitable time for them to attend. As the participants 

will have young children I will have to be flexible and considerate with the 

arrangements. Babies will be welcome at the group to enable childcare and 

breastfeeding but I would suggest young children may not be present as they could 

distract from the group. I say this from my own experience of having young children 

as it is difficult to engage in long conversations with young children present. 

I have produced an information letter clearly explaining the aims and process of the 

project. This is included as Appendix 1. The participants will be given this to read 

and a chance to ask any questions. If they agree to the ideas presented in the letter 

they will then be asked to sign a consent form. This is included as Appendix 2. 

 

Ethics 
The University of Sheffield ethical committee has approved the research. A copy of 

this letter of confirmation can be read in Appendix 3. Here is an outline of the 

considerations made.  

There is no potential physical harm to the participants. I recognise that the issue of 

breastfeeding is emotional and personal. Whilst recalling experiences and discussing 

breastfeeding there is a possibility that participants may feel troubled or feelings of 

inadequacy I will have the contact details of a breastfeeding counsellor and NHS 

health professionals to give to the participants if they needed extra support. 

 

I do not believe any issues of personal safety will be relevant here as the participants 

are all female and I am a female researcher. The focus group will take place in a 



35 
 

home and all the participants are known to me. I acknowledge that babies may be 

present at the focus group, I will ensure they are comfortable and mothers are have 

relaxed surroundings to feed, change, play and put to sleep their baby if necessary. 
All the participants have English as a first language and can read and write. This 

means there will be no need for translations or additional support with interpretation. 

The consent form stresses that the participants have the right to withdraw at any 

time before, during or after the focus group. They will be given a copy of the letter 

and form to keep for reference for themselves. I will place a copy of the signed and 

dated consent form with the participants contact details in my research record which 

will be kept in a secure location. I have added to the consent form that any 

discussion within the focus group is confidential and is only to be discussed with 

myself. I expect the participants to respect the privacy of others and not to gossip or 

repeat details of other participants.  

 

Participants will be anonymous at all times during the analysis and write up of the 

research. The audio recording will be only for me to listen and refer to. When I have 

completed the research I will destroy the recording. Participants will be identified by 

their status of breastfeeding experience and a number. For example Mother 1 – 

breastfed will be called M1. The participants’ identities will remain anonymous 

throughout the transcription and write up of the research. This is explained to the 

participants in the information letter and then in the consent form which they agree to 

by signing. 

 

Data collection 
The focus group is audio recorded. I make notes throughout the discussion on key 

points and observations. The notes record any physical and nonverbal interactions 

that would not be available on the audio recording. Some of the dialogue is 

transcribed to aid the analysis.  

The data comprises of observations, what participants said, the interaction and 

dynamics between participants, any written notes produced during the group and the 

conclusions to the group tasks. 

The analysis of the data looks at all of the above data and comprises of my 

interpretation of this, reflexivity of my own influence and situating, relating and linking 
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the data within the current policy and academic peer reviewed research in the field of 

breastfeeding community support. 

 

Data Analysis and Conceptual framework 
In order to organise and structure the analysing of the data I will be referring to the 

objectives of the research to find themes in the data; particularly focusing on the 

following two objectives. Firstly exploring mothers’ expectations and priorities around 

breastfeeding and secondly formulating recommendations and suggestions for new 

parents to assist them in creating a more positive relationship with breastfeeding 

within their local community. These objectives are the purpose of the research; they 

are the nucleus which the data must gravitate towards. 

All data analysis must take place within a conceptual framework. There are plenty of 

ways of investigating, deciphering and demonstrating the world.  Situating the 

methodology within a theoretical perspective is essential to give meaning to the data. 

Crotty (2003) concisely summaries this need for situating as: “thus providing a 

context for the process and grounding its logic and criteria.” (Crotty, 2003, p. 3) 

The paradigm which provides the logical base for my methodology is interpretive 

research. Wellington (2000) clarifies the view point of an interpretive researcher, 

“The interpretive researcher, however, accepts that the observer makes a difference 

to the observed and that reality is a human construct.” (Wellington, 2000, p. 16) 

So the reality which I am describing is my construction of the situation, it is not and 

must not be depicted as the absolute truth.  My existing knowledge, literature 

containing the research of others, current policy literature and the data I gather will 

create a construction of knowledge.  

The construction is the epistemological position. Epistemology describes the “how 

we know what we know”. (Crotty, 2003, p.8) My epistemological view point has 

developed and will continue to form through my own life experiences and 

observations I have made of families with my community work for the NCT (National 

Childbirth Trust).  

As a researcher I have an epistemological position and so do the participants. I am 

interested in the meanings made by mothers from their own experiences. I am 

investigating their knowledge in conjunction with my own and each other’s. By 

contextualising the methodology within its theoretical perspective I give credibility 

and a sound platform for understanding the data 
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All of the findings are interpretative and will generate qualitative research data as the 

method is concerned with looking at words and language. “Language produces and 

constructs our experience of each other and ourselves.” (Burr, 2003, p. 62) This view 

of language as a tool which constructs our reality is the lens with which I shall 

analyse the data. I plan to listen and transcribe the data from the audio recording, 

then read it and break the information given by the participants into themes for 

discussion and analysis. 

This type of analysis is known as grounded theory. (Bryman, 2004, p. 401) The 

themes will come from the data rather than the data being made to fit existing 

themes. Themes are also known as codes. “Coding in the qualitative data analysis 

tends to be in a constant state of potential and fluidity.” (Bryman, 2004, p. 402) The 

findings of data will be described alongside the analysis.  

 
Limitations of research 
The focus group method is not without its own limitations. Morgan (1996) highlights 

the issue of conformity of participants within a group. The nature of being in a group 

may result in some participants over powering with their opinions and everyone not 

being able to give their full opinion. I aim to be mindful of this possibility both as a 

researcher and the group facilitator. As a researcher I can look out for instances of 

conformity in the analysis of the data and recognise where appropriate that 

participants may have stopped their flow of speech or deliberately censored their 

story due to the presence of the other participants. Group dynamics are an important 

part of the data and I will describe and value them as such. As the group facilitator I 

can use negotiating and chairperson skills to make sure everyone has a chance to 

speak and appropriately dilute any arguments with empathy for all parties. 

 

Within this methodology I have two roles; the group moderator and the researcher. 

This duality has several potential hindrances. As a researcher I have my own 

agenda and own preconceived ideas of what participants may think or say. In order 

to facilitate the focus group without this being present is impossibility. It is through 

the recognition and management of my presence and influence that gives credibility 

to interpretative research. The practicalities of operating within the two roles during 

the focus group may prove challenging.  
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My own lack of experience both as a researcher and a focus group facilitator is a 

possible disadvantage for the research. I am aware of this and acknowledge that it is 

unavoidable; all researchers have to begin somewhere. I will try to alleviate as much 

of this impact by thoroughly preparing for the practicalities of the running of the 

group. Considering and applying ethical strategies to all stages of the research will 

also hopefully mitigate lack of previous practice. 

My prior knowing of the participants comes with a great responsibility to ensure the 

research does not take advantage or damage these relationships. Mahdavi (2009) 

found that her identity “shaped her interactions with informants”. My identity as a 

fellow mother and as a breastfeeder is known to the participants. I know the 

participants and they also know me, they will have their own ideas about what I 

expect them to say and what I may want them to say and alter their perspectives 

around this. These kind of issues are all part of the social construction epistemology; 

reality is being created within the situation and that is the version of the truth at that 

time. I will carefully consider and record my own reflections and potential impact and 

impressions on the group. By acknowledging these difficulties hopefully goes a way 

to diluting their negative impacts and making the research as transparent, ethical 

and accessible as possible. 

 

I recognise that the sample of participants is very small and therefore not 

representative of all the Sheffield community. However the data is to be gathered 

within the time and size constraints of an MA dissertation so I have selected a 

manageable number of participants for this. The research is a starting point for my 

interests and future study. Bryman (2004) explains a major disadvantage of 

convenience sampling is that it is not possible to generalise the findings. If resources 

were greater the objectives would benefit from multiple focus groups using a wider 

variety of participants.  

The focus group method has the potential and ability to provide much rich data 

however there is a danger that I do not make the most of the data. (Bryman, 2004, p. 

358) To remedy this I hope to have set out exactly what I am looking for and what I 

will do with the data here in the methodology chapter. 

The focus group method depends on creating a carefully managed environment and 

expects the participants to perform to their most creative and astute within this 
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compact time slot. For exploring real life issues how fair and real approach is this? 

The combination of stimulus and input from the other participants will generate 

responses but are they enough to give a beneficial representation of their 

experiences? Being mindful of this is crucial but only through performing the 

research can a greater insight into its suitability be ascertained.   

Despite these considered limitations I believe in the methodology. I am hoping the 

focus group will itself be an act of community development, generating awareness, 

dialogue and conversation. The participants will perhaps continue to contemplate 

their experience in the research afterwards. Maybe it will draw their attention to 

services and ideas they had not examined and deliberated before. These findings 

will remain to be seen. 

 
Conclusion 
  
Qualitative data was gathered through the method of a focus group. Four mothers 

were invited to discuss a predetermined agenda comprising of four group exercises 

to elicit responses to the aim and objectives.  
The data analysis identified themes through a grounded theory approach. The data 

was analysed from an interpretative epistemological position of social 

constructionism. 

As with all research there are limitations to this design of research including my own 

identity, my own influence and the practicalities of the focus group method. The 

findings and analysis appear in the following chapter. 
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Supporting Breastfeeding – Exploring mothers’ expectations and 
priorities within their local community 

 

 

Introduction 
In this chapter I describe the data which I gathered from the focus group. I then 

introduce the significant themes which I have gleaned from the empirical data. 

The data is described, analysed and synthesised in relation to each of the four 

objectives, paying special attention to whether they were met and how. 

This analysis is undertaken according to the theoretical underpinning as highlighted 

in the methodology chapter. Verbal quotations from the data are embedded into the 

analysis. The ideas are correlated with the existing literature and theoretical 

concepts from the previous chapters considering how the data resonates with them.  

Finally I conclude with a brief summary of the most prevalent threads and themes of 

the data. 

 
Describing the data 
The focus group lasted fifty eight minutes and was audio recorded using two 

dictaphones. The transcription of the audio recording of the focus group can be 

found in appendix 4. I transcribed the recording. 

 

The focus group was attended by three participants who are referred to by numbers: 

Mother 1 (M1) one child breastfed, Mother 2 (M2) one child formula fed, and Mother 

3 (M3) two children breastfed. The quotations which appear throughout in the 

analysis are written in italic and a different font and size to indicate their verbal 

nature. 

 

After much examination of the data and using a colour coded system to assist in 

highlighting the themes I created eighteen themes. A theme was identified and 

established when it was found to be distinctively engaged with during the focus 

group on several occasions. This was usually in the form of a short story or 

vignettes, the giving of information, as a direct response to the group tasks or in 

conversation between the participants.  
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The themes found in the data are listed here in no particular order: 

 

Lack of community and isolation  

Horror stories  

Laughter  

Humorous and funny stories  

Problem solving and formulating recommendations  

Accessing and experiencing the health service  

Safe spaces for women  

Breast is best  

Pain and discomfort: physical and mental 

Cultural differences of breast and formula feeding 

Advice - Useful and unhelpful 

Expectations and reality  

Priorities for mother and baby  

Use of “they” – depicting a “them and us” culture 

Making comparisons   

“I did not know“– participants mentioned lacking information 

Positive and negative impacts from the general public 

Infant feeding linked to birth experience  

 

These themes are referred to throughout the findings and discussion section. Some 

of the themes resonate and link with the literature review. The themes are not all of 

equal significance and importance. The most significant themes will be recognised in 

the summary and conclusion of the research. 

 

To structure the data findings discussion I have linked discussed themes in the 

context of the four research objectives which are reiterated here: 

 

To identify community services, support and education currently available for parents 

about breastfeeding in Sheffield. 

 

To listen and understand mothers’ experiences of feeding babies.  
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To explore mothers’ expectations and priorities around breastfeeding. 

 

To formulate recommendations and suggestions for new parents to assist them in 

creating a more positive relationship with breastfeeding within their local community. 

 

 
 
Findings and discussion 
 
The research aims to find ways to support families within their local community to 

improve experiences and outcomes of breastfeeding. This aim is supported by four 

interrelated objectives. 

 

Objective 1: To identify community services, support and education currently 
available for parents about breastfeeding in Sheffield. 
The data did not provide much new information about this objective. Perhaps this 

was because I did not directly ask or perhaps the participants did not know. Maybe if 

a special or outstanding service had been provided to them they would have 

mentioned it. The first group task was designed to engage the participants in thinking 

about community services, support and education in Sheffield and their accessibility, 

trust and expertise. Here we can see discussion of the perceived route to services 

such as breastfeeding café and breastfeeding groups. 

 

 “I’ve	  never	  heard	  of	  any	  of	  these”	  –	  M2	  

“I	  suppose	  you	  have	  to	  be	  engaged	  with	  the	  children’s	  centre	  or	  NCT	  to	  find	  out”	  –	  M1	  

“Yeah”	  –	  M3	  

	  

Here M1 is acknowledging in her opinion access to services such as a breastfeeding 

cafe involves being connected to a children’s centre or the NCT. M1’s tone of speech 

and comment made this sound something special which she was not part of. Later 

on M1 says: 

 
 “There’s	  so	  much	  competition	  in	  those	  groups”	  –	  M1	  

“My	  birth	  was	  like	  that,	  my	  birth	  was	  like	  that	  they	  should	  relax	  and	  help	  each	  other”	  –	  M1	  
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She is a mother who may not be comfortable with a drop in group environment. 

Perhaps the latter comments reveal why she is not keen on group centred services. 

Dyson et al (2010) focusing on teenage mothers found group services were not an 

approachable form of support for all. This data suggests M1; a middle class, white, 

non-teenage mother may also prefer to not utilise group breastfeeding services; the 

environment is not friendly or helpful for her needs.  

 
Objective 2: To listen and understand mothers’ experiences of feeding babies. 
 
This objective of listening and understanding operates on three levels in the data. 

Firstly myself as the researcher, the group facilitator, a mother and as a friend I am 

listening and understanding the participants. Secondly the participants are listening 

and understanding each other and I and thirdly the participants understand 

themselves.  

   

One of the ways the mothers shared their experiences was with vignettes. I have 

identified fourteen vignettes in the data that give accounts of the participants’ 

personal experience or experiences of a friend. Ten of the vignettes were told by M2, 

these will be examined in more depth with objective three. It is significant that so 

many of these vignettes appeared in the data as they were not directly asked for in 

the tasks. The vignettes or short stories could be described as either humorous or as 

a story of shock and horror.  

There were twice as many horror stories than happy and funny stories. Both types 

often elicited a laughing response. There was a lot of laughter throughout the group. 

This surprised me; I had not anticipated laughter would feature so highly. Sometimes 

the laughter appeared to be in shear disbelief at a horror story or signified sympathy 

and understanding to a story or statement.  

 

By telling their stories the participants are conveying their understanding of a 

situation to represent their own world. Burr (2003) establishes “language constructs 

rather than represents the world.” (Burr, 2003, p.62) This construction comprises of 

both the context and the individual word choice.  
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The vignettes were used as a convenient, effective and fast method of delivering 

information about their individual situations in a way that allowed the other 

participants to quickly be able to listen and understand their outlook on motherhood 

and breastfeeding. 

 

As well as the vignettes, the sharing of information was another feature of mothers 

listening and understanding during the group. The participants used each other’s 

knowledge to clarify and enhance their answering of the group tasks. M1 gives a 

lengthy description of how she has come to understand homebirth may not be a 

viable option for all western mothers. M2 and M3 listened carefully and then 

responded to her ideas. M1 replies to their comments with: 

 
“so	  this	  was	  a	  long	  time	  after	  I	  gave	  birth	  and	  I	  was	  like	  so	  so	  it’s	  something	  to	  think	  about	  

which	  I	  didn’t”	  –	  M1	  

 

This quote is interesting because it shows M1 sharing her own knowledge although 

this is a theory she did not engage with during the time of the birth of her own child. 

She simultaneously acknowledges that it would have been useful for her to know this 

at the time and offers it out to the group for others to consider the implications of her 

revelation. This is the type of hindsight which I aimed to unearth during the research. 

All mothers hold a considerable wealth of knowledge and information which can be 

useful to new mothers and to instigate change for the better. By giving mothers a 

temporary forum to discuss these issues it gives opportunities for these exchanges 

to happen. I draw upon Bauman (2001) thoughts about the meaning of community; 

“But we never wish each other bad luck, and we may be sure that all the others 

around wish us good.” (Bauman, 2001, p. 2) 

 

M1 is passing on her knowledge by wishing good luck for others experiences. There 

are several examples of these sharing and caring conversations throughout the data. 

Here is another. M3 shared a story of breastfeeding her new baby in a pizzeria. The 

end of the story is below: 

 
 “And	  the	  waiter	  came	  along	  and	  said	  would	  you	  like	  me	  to	  cut	  up	  your	  pizza	  while	  you	  are	  
breastfeeding.”	  –	  M3	  
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All	  –	  gasps	  and	  laughter	  

“that	  is	  lovely”	  –	  M2	  

“honestly	  it	  makes	  me	  want	  to	  cry	  just	  thinking	  about	  it	  but	  honestly	  it	  was	  such	  a	  lovely	  
experience,	  the	  nicest	  experience,	  from	  that	  day	  it	  completely	  changed	  me”	  –	  M3	  

When good and positivity is present in community interactions it has a huge impact 

on the culture which a breastfeeding mother finds herself immersed in. M3 is seen 

throughout the data as a confident feeder of her children with lots of support for 

others. The pizzeria story could have ended another way, she could have been 

asked to leave the restaurant for breastfeeding or another diner at the restaurant 

could have expressed disgust at her breastfeeding at the table. This would have had 

another impact, “..from	  that	  day	  it	  completely	  changed	  me”,-‐M3, it	  could have been a very 

different outcome of feeling that breastfeeding was difficult and hard to manage in a 

public space. 

This story shows how encouragement and support within the community can be so 

valuable. Thinking back to the Mongolian culture we can see how vital holistic 

cultural support for breastfeeding is. (Kamnitzer, 2009) Breastfeeding must be able 

to be supported in all spaces and places. “Community is nowadays another name for 

paradise lost.” (Bauman, 2001, p. 3) Thinking of community in this way it is possible 

to imagine why breastfeeding and effective support is something which does not 

seem accessible for all. M2 quotations below describe and contrast her own 

“paradise lost” today but found in her mothers’ generation experiences.  

 
“…my	  mums	  said	  she	  still	  sees	  the	  five	  girls	  she	  was	  with	  before	  they	  gave	  birth,	  they	  all	  met	  

before	  they	  gave	  birth,	  they	  had	  laid	  up	  time	  in	  hospital	  and	  they	  had	  nurses	  and	  a	  nursery	  

and	  my	  mum	  wouldn’t	  let	  them	  take	  me	  but	  they	  had	  that	  kind	  of	  where	  you	  get	  help	  when	  

you’re	  tired	  and	  the”	  –	  M2	  

 
  “you	  get	  a	  week	  to	  come	  to	  yourself”	  –	  M2	  

	  

They were helped when they were tired and were part of a close happy community. 

This sounds ideal and very inviting compared to the description of: 
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“and	  when	  I	  was	  on	  the	  ward	  they	  put	  me	  in	  a	  corner	  with	  a	  bottle	  and	  just	  concentrated	  on	  

the	  ones	  who	  were	  breastfeeding”	  –	  M2	  

 

M2 elaborates on her hospital experience with feelings of isolation, being alone and 

remembers specific environmental features such as the intrusive bright lighting and 

her baby separated in a cot against her will. She paints a picture that in the past the 

postnatal experience was slower, more caring and generally better. This is fitting to 

Bauman’s (2001) portrayal of community. During the group I spontaneously 

described the innovative community breastfeeding initiatives which have been 

implemented by the government in Brazil. (De Oliveria Brady, 2003) This was not 

something I had planned to do but it seemed fitting with the group environment at the 

time. Here are their responses: 

 

	  “Makes	  me	  want	  to	  cry”	  –	  M1	  

	  “that’s	  amazing,	  the	  difference	  it	  would	  have	  made	  to	  have,	  you	  know	  somebody	  who	  was	  
just	  popping	  by	  who	  you	  could.”	  –	  M1	  

 

The participants were immediately embraced the value of these changes made in 

Brazil. I was surprised by their support and enthusiasms for these ideas as they are 

very different to any service we currently have in the UK. There was no mention that 

that kind of radical community work was not for us in Sheffield. These strong 

responses suggest a readiness in these mothers to embrace community change.  

 
 
Language use 
In the methodology chapter I derived that the data will be analysed through a lens in 

which language is a tool which constructs our reality. Whilst listening and 

understanding to the mothers talk about their experiences a reoccurring theme I 

observed was the use of the word “they”. Below are a few of many possible 

examples of this:  

 
“and	  when	  I	  was	  on	  the	  ward	  they	  put	  me	  in	  a	  corner”	  –	  M2	  
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“But	  they	  say	  if	  it	  hurts	  you	  are	  doing	  it	  wrong”–	  M1	  

	  

“because	  they	  are	  so	  busy	  I	  mean,	  they	  are	  kind	  of	  thinking	  we’ll	  concentrate	  on	  this	  other	  

one”	  –	  M3	  

 

In many instances the “they” refers to health professionals but sometimes this is not 

so clear. However none of the participants ever questioned each other as to who 

“they” was. I argue that “they” is different and opposite to “us”. Whoever the “they” 

may be says caring for your baby should be conducted in a certain way but the “us” 

may know a different way which is not so acceptable. Perhaps the “they” is a 

presumption of a culturally dictated norm.  

 

The “them and us” idea sets up a hierarchy of power relations. We are not the same 

as them. A dialogue in which the power is equally present has a greater potential to 

respect and support mothers in their personal decisions. Here the power seems one 

sided and not with the mother and her family. The literature review illuminated the 

relevance of language choice for describing and supporting breastfeeding. 

(Wiesenger, 1996) Both M1 and M2 had clearly remembered comments made and 

the language used by health professionals. 

 

“the	  advice	  I	  got	  beforehand	  if	  it	  hurts	  you	  are	  doing	  it	  wrong	  was	  the	  only	  thing	  I	  could	  hear	  

in	  my	  head,	  it	  hurts	  it	  really	  really	  hurts	  but	  it	  wasn’t	  wrong,	  she	  was	  feeding.	  Then	  you	  feel	  

like	  the	  first	  thing	  I’m	  doing	  after	  I	  give	  birth	  is	  wrong,	  it	  sets	  you	  off	  on	  a	  massive	  fail”	  –	  M1	  

	  

Notable here is that M1 knew it was not wrong but she still felt a “massive fail” 

because her experience was not in keeping with how “they” said it should be. 

Here is M2 recalling her breastfeeding decisions: 

“I	  said	  to	  mine,	  she	  said	  about	  breastfeeding	  I	  feel	  like	  I	  don’t	  want	  to	  do	  it	  but	  I	  feel	  I	  have	  to	  
give	  it	  a	  try	  and	  she	  said	  if	  you	  are	  not	  one	  hundred	  per	  cent	  then	  don’t	  bother”	  –	  M2	  

“gasp,	  really?”	  –	  M3	  
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“that’s	  what	  I	  was	  told,	  yeah	  I	  did	  say	  I	  felt	  it	  was	  best	  for	  her	  if	  she	  was	  breastfed	  but	  I	  
wasn’t	  keen	  on	  doing	  it	  so	  but	  I’ll	  give	  it	  a	  go	  and	  she	  was	  like	  no	  unless	  you	  are	  a	  hundred	  
percent	  then	  there	  is	  no	  point”	  	  –	  M2	  

“that’s	  not	  very	  encouraging	  though	  is	  it”	  –	  M3	  

“no”	  –	  M1	  

Laughter	  from	  all	  

 

Both these are examples of information being communicated to mothers at a time 

when they were in need of advice. However in practice the remarks were not helpful 

or appropriate, the comments were obstructive and had an adverse effect to what 

was probably intended. To use M3’s words; they were not very encouraging.  

 

Horton-Salway and Locke (2010) examined advice giving in antenatal classes and 

stated that “advice giving is a risky activity and often rests on an assumption that it 

has been requested through a description of a problem.” (Horton-Salway and Locke, 

2010, p. 1221) This quotation alludes to complex dimensions of advice being given 

and received. The data complements the idea of advice giving being a potentially 

precarious situation. Both parties, giving and receiving advice must be in complete 

understanding of the others position for it to have positive effects.  

 

Perhaps the participants’ interpretations of the comments were partly due to a lack of 

repertoire between the mother and the health professional. If every mother had one 

health professional assigned to their care through pregnancy and beyond; it would 

give space for a more understanding dialogue to occur.  

 

The themes of lacking information and receiving impractical advice are seen 

throughout the data. This can leave mothers on a quest for accurate, accessible and 

realistic knowledge and advice. Or it can result in them making choices with no or 

poor information as M2 explains here.	  

 

“I	  wasn’t	  given	  any	  information	  at	  all,	  I	  was	  just	  asked	  what	  do	  you	  want	  to	  do	  breastfeed	  or	  

bottle?”	  –	  M2	  

	  



50 
 

Later on she defines one of her reasons for choosing to formula feed. 

  
“my	  sort	  of	  excuse	  was	  that	  I	  was	  going	  straight	  back	  to	  work	  so	  my	  partner	  needs	  to	  be	  able	  

to	  help	  but	  I	  he	  could	  have	  couldn’t	  he?”	  –	  M2	  

	  

This is fascinating use of language; an excuse. A reason for this could be the 

comment is located within the “breast is best” culture. (Kukla, 2006; Wiesenger, 

1996) If breast is best then if you are not choosing the “best” then you need to make 

an excuse. For example we may excuse ourselves for buying a cheap present when 

a more expensive one would be deemed as nicer or better.  

 

Who was she excusing herself to? Herself? Her baby? The health visitor? Her 

mother? The general public? In the context of the data M2 is referring to her 

antenatal midwife. This reinforces the notion of health services are not regarded as 

an ally or peer but as a superior, people to be cautious around. This view was held 

by M1 and M2 whereas M3 was complimentary of her midwife. 

 
“you	  see,	  I	  had	  a	  really	  positive	  experience	  with	  my	  midwife”–	  M3	   	  

“you	  just	  don’t	  know”	  –	  M1	  

 

M1 describes the support during her breastfeeding journey from health professionals 

as a lottery; which is a gamble or luck of the draw; 

 
“it	  just	  depends	  on	  the	  person	  it’s	  what	  they	  believe	  it’s	  like	  a	  lottery”	  –	  M1	  

 

M1 is explaining inconsistencies in her encounters with the health service especially 

noting how a professionals’ own beliefs and experiences seem to affect their level of 

care and understanding.  

Several times the data shows a theme of distrusting health professionals; health 

professionals’ support had to be interpreted and negotiated with caution. I now use 

the work of Dykes (2005b) as a framework with which to engage with the negative 

experiences the participants encountered with the health professionals.  
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“Unrelenting pressure upon midwives’ time is a source of oppression.” (Dykes, 

2005b) 

 

A reason for the health professionals being tarnished with being unsupportive and 

inaccessible could be the mothers are not having their needs met by their cultural 

circumstance. The results of the fourth group task in Appendix 6 show there seems 

to be a contradiction of expectations. The participants stated the ideal as: birth at 

home or in a hospital or birthing centre with loving caring staff. But perhaps it is not 

possible to be loved and cared for in a wholesome way by a professional person; a 

husband, partner, mother or friend would be a more realistic option. Dykes (2005b) 

alludes to the pressures and difficulties in a midwives role. 

 

“In addition to experiencing temporal pressure, midwives were also 

endeavouring to support women who were relative strangers.” (Dykes, 2005b) 

 

This idea of being strangers applies to all health professionals’ not just midwives. 

The participants appear to perceive the health service should be supporting their 

emotional needs. I suggest this expectation and pressure on the health professional 

is because the mothers needs for breastfeeding support are unmet elsewhere in the 

community or culture. Small et al (2011) identifies the challenge of how much 

training and support to offer peer supporters without ‘professionalising’ their role. 

This challenge illuminates the fine line between friend and professional which is 

defined and experienced differently by the receiver and the giver of the support. The 

definition itself suggests there is a difference and perhaps the expectation should be 

as such. Expectations and priorities will be developed further in the next section. 

 
 
Objective 3: To explore mothers’ expectations and priorities around 
breastfeeding. 
 
 

The focus group provided many explorations of the participants’ expectations and 

priorities. Both individually and comparing and contrasting with each other. I begin 

with M3’s expectation that midwives help mothers with feeding their baby. 



52 
 

 
“I	  would	  like	  to	  think…	  …	  they	  are	  the	  people	  who	  would	  help	  you	  at	  the	  very	  very	  beginning”	  

–	  M3	  

	  

This expectation of helpfulness is disregarded by M1 and M2:  

 
“They	  were	  awful”	  –	  M1	  

“I	  found	  my	  midwives	  quite	  patronising”	  –	  M2	  

 

It seems that the expectations for their midwives being supportive and helpful were 

not met in all cases. This caused confusion and disappointment for the M1 and M2. 

However the data shows persons such as waiters, hairdressers and postmen could 

be unexpectedly supportive. Perhaps this is because the midwifery profession has a 

position of high expectation for supporting mothers whereas the others are generally 

associated with this role? In recent peer reviewed empirical research Hoddinott et al 

(2012) and Redshaw and Henderson (2012) debated realism versus idealism in the 

setting of breastfeeding community development. So referring to the midwife 

example the ideal is expecting excellent and personally tailored help and support 

whereas the realism they are patronising and awful. Expectations of health 

professionals also feature below in M2’s comment. 

 
“But	  not	  from	  what	  I’ve	  learnt	  from	  the	  people	  you	  should	  learn	  it	  from”	  –	  M2	  

 

Here we can see the expectation is that the health professionals are the source 

which a mother “should learn it from”. To help me consider this valuing of knowledge 

I summon the work of Fowler and Lee (2007) who consider the scientific and natural 

discourses of breastfeeding. M2 is seeking the scientific discourse as people she 

should learn it from but instead has found the natural discourse is where she finds 

her greatest support. She is pushed towards the latter but still feels that the scientific 

discourse is where her knowledge should come from and this manifests as 

disappointment. M3 and M1 reflect on their experiences of having a baby and 

learning to breastfeed. They wished they had had additional information and been 

more prepared for the change in their lives. 
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“I	  wish	  somebody	  had	  told	  me	  that,	  do	  you?”	  –	  M3	  

“Yeah!	  There’s	  loads	  of	  things	  I	  wish	  people	  had	  told	  me”	  –	  M1	  

Laughter	  

“Or	  maybe	  people	  did	  try	  to	  tell	  me	  but	  I	  didn’t	  listen”	  –	  M1	  

 

M1’s second statement is an enlightened reflection which does not attempt to blame 

others but is realistic that the information may have been given to her but her lens at 

the time was not open to such things. They thought they were armed with 

information and then discovered that indeed they did not know as much as they 

thought.  

 
“Yeah	  and	  also	  when	  you	  are	  pregnant,	  you	  want	  to	  ignore	  the	  negative	  things	  and	  focus	  on	  

the	  positive	  things.”	  –	  M3	  

 

During pregnancy priorities are focusing on happy birth; not trouble shooting possible 

problems with infant feeding. After birth mothers said their priorities shifted 

immediately from pregnancy to caring for the baby and the skills associated with this.  

This is a significant shift. The baby and mother are no longer a physical whole but 

two separate beings. If a mother is planning to formula feed then her expectations 

and experiences will be shaped by this. If a mother is planning to breastfeed and 

then experiences breastfeeding problems coupled with lack of suitable support a 

sense of failure and disappointment may be more apparent than if her expectation 

did not initially exist. 

Expectations and priorities are situated amongst and linked to comparisons.  It is 

impossible to have an expectation if you have nothing to compare it to or what you 

think it may compare to. The theme of comparison to others mothers’ experiences 

was identified throughout the dialogue. I have located various topics in the data 

which the participants compared their ideas or experiences against. These are other 

countries customs, cultural practices, the experiences of different generations, their 

peers’ stories and knowledge and media accounts and imagery. 

 

Here M2 compares details of her own experiences with that of her friend who had a 

baby at a similar time but in a different city. 
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“Even	  her	  notes	  were	  packaged	  nicer	  than	  mine”	  –	  M2	  

Laughter	  all	  

“seriously	  she	  had	  a	  plastics	  folder	  and	  I	  just	  had	  this	  paper	  thing	  but	  they	  did	  say	  they	  didn’t	  
have	  enough	  money,	  coz	  I	  said	  two	  hours,	  just	  two	  hours	  to	  give	  birth	  and	  to	  look	  after	  it	  and	  
they	  shut	  both	  hospitals	  the	  night	  I	  gave	  birth	  coz	  they	  were	  so	  full”	  –	  M2	  

“gosh”	  –	  M3	  

	  

Although this is a light hearted comment about the presentation of medical records; 

there is a more solemn picture of lack of resources both in the antenatal care, two 

hours of classes only and the hospitals shutting due to lack of beds.  This does not 

give confidence in the level of care. Nor does it make for a pleasurable, relaxing and 

comforting situation to give birth. When probed about whom in the community would 

provide trust and expertise in infant feeding M2’s reply was: 

 
“See	  I	  probably	  would	  have	  said	  health	  visitor	  or	  GP	  prior	  to	  having	  my	  daughter”	  –	  M2	  

 

This shows the experience of having her baby within the current system has left her 

cynical and distrusting. Comparisons are also visible when articulating the mothering 

experience. (Stadlen, 2004) M2 evaluates that other mothers were more competent, 

organised and generally better than her in the statements here. 

 

“and	  all	  the	  other	  mums	  with	  their	  babies	  have	  got	  their	  rain	  covers”	  –	  M2	  	  

“so	  I	  was	  quite	  embarrassed	  about	  bottle	  feeding.	  I	  felt	  like	  I	  wasn’t	  being	  a	  very	  good	  mum”	  

–	  M2	  

 
Johnson et al (2009) grapples with the notion of “good” mothering being associated 

with breastfeeding and “bad” mothering with formula. We can see above that M2’s 

feelings match this model.  
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A detailed exploration of M2’s experiences 
I have chosen to explore the disclosure of M2’s journey of feeding her baby to the 

group as it reveals much about the contrast between the priorities and experiences 

of a formula feeding and breast feeding mother. M2 never breastfed her child, she 

opted to formula feed. She has thought hard about the reasons for this decision 

since. The focus group provided a platform to divulge her experiences in the 

company of unknown two mothers who had breastfeed. The combination of these 

factors provides an interesting dialogue. M2’s experience is revealed throughout the 

hour. Throughout the course of the four group tasks M2 gained information and 

seems to use it to answer her dilemmas and questions. This is remarkable as it was 

not the purpose of the focus group but an untended consequent. Of course hindsight 

has a part to play in her being able to engage in such a reflective manner with her 

own story but the group acted as a stage for this exploration.  

 

I suggest that providing opportunities for pregnant mothers to engage with other 

mothers in temporary forums during pregnancy could have such positive outcomes.  

I do not advocate persuading, coaxing or pressuring mothers to choose 

breastfeeding however aiding them to make an informed decision which is 

compatible and favourable for their lifestyle and health is essential. 	  

 

Dykes and Flacking (2010) say culture is the largest factor which can make or break 

a breastfeeding relationship. Popular culture and literature would indicate the UK 

predominately as having a formula feeding culture. (Palmer, 2009) So if conducting a 

cultural norm you would think it would feel good and correct and society and its 

systems would make the situation easy and manageable. On the other hand 

breastfeeding is portrayed as the “best” yet not as socially acceptable or easy to do. 

This is confusing and contradictory.  

Perhaps the unbalance here can be explained by global masculine and corporate 

domination thus making the way society is structured not compatible and 

accommodating for new mothers. This is a massive theoretical area for debate and 

investigation where there is not the space or time here but it a worthy and notable 

point. It points towards mothers being unsupported in both breast and formula 

feeding as M2’s story shows. 
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“they	  hurt	  anyway	  whether	  you	  breastfeed	  or	  not,	  mine	  were	  square,	  I	  took	  my	  top	  off”	  –	  M2	  

“	  awww”	  –	  M1	  

“and	  showed	  my	  mum	  and	  my	  mum	  was	  like	  oh	  my	  god	  you	  that	  horrendous,	  get	  in	  the	  bath	  
and	  try	  and	  massage	  it	  out	  whereas	  my	  other	  friend	  was	  told	  to	  strap	  them	  up”	  –M2	  

“strap	  them	  up?”	  -‐	  Me	  

	  “gasp”	  –	  M1	  and	  M3	  

	  “so	  she	  strapped	  them	  up	  so	  regardless	  whether	  you	  breastfeed	  or	  not	  they	  hurt”	  –	  M2	  

“yeah	  yeah”-‐	  M1	  

 

Pain and discomfort are often stated as reasons for giving up breastfeeding however 

they are not commonly associated with dialogue about formula feeding. The idea 

that a woman’s breasts will hurt and have discomfort after birth whether she chooses 

to breastfeed or not contests the common perception of formula feeding as being 

pain free and a way to bypass the breasts. (Dykes et al, 2010; Bailey, 2004) Below 

M2 states her feelings towards breastfeeding when she was pregnant. 

 
“the	  thought	  of	  it	  made	  me	  feel	  really	  ill”	  –	  M2	  

  

To assist in understanding M2’s reasons for feeling uncomfortable with the idea of 

breastfeeding her baby I introduce the work of Esterik (2002): 

 

Breastfeeding is accomplished by a gendered body. This obvious fact means 

that women's decisions on how they use their bodies to nurture their children 

are framed by attitudes toward their bodies and their breasts that may have 

nothing to do with breastfeeding. These attitudes were formed long before 

decisions about child feeding arise. (Esterik, 2002) 

 

So M2’s attitude has been being formed and molded all her life. It is an embedded 

and multi layered set of emotions. Kukla (2006) philosophic discussions construct 

the idea that mothers are being told to breastfeed but yet the space for them to do so 

does not exist or is not easily accessible. This space can be translated as both 

physical and mental. 
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M2 is wrestling with her priorities and making sense of the new identity she has as a 

mother and comments: 

	  

“I’m	  a	  mum	  and	  if	  I	  haven’t	  got	  time	  to	  mash	  this	  food	  and	  do	  these	  things	  then	  why	  am	  I	  

being	  a	  mum”	  –	  M2	  

“and	  you’d	  relate	  that	  to	  breastfeeding?”	  –	  M3	  

“well	  yeah	  coz	  if	  I	  felt	  like	  that	  coz	  breast	  milk	  is	  better	  then	  maybe	  my	  attitude	  would	  have	  

been	  a	  bit	  different	  but	  I	  was	  told	  formula	  is	  just	  as	  good	  as	  breast	  milk.	  You	  just	  pick	  one	  or	  

the	  other”	  –	  M2	  

	  

M2 appears to feel cheated by her lack of antenatal information, her choice was 

potentially flawed. Bailey (2004) research identified a culture of “give it a go” 

breastfeeding however M2 was told “don’t give it a go unless you are one hundred 

per cent”. 
	  

 
“I	  would	  have	  given	   it	   a	   go,	   I	  was	   fifty	   fifty	   if	   I	   had	   someone	  positive.	   I	   know	   it’s	   the	  best	  

thing,	  but	  she	  said	  don’t	  give	  it	  a	  go.	  	  

“As	  soon	  as	  she	  was	  born	  she	  was	  put	  on	  me	  to	  feed.”	  –	  M3	  

“Told	  me	  to	  get	  a	  bottle	  off	  reception.”	  –	  M2	  

“I	  think	  you’ve	  had	  a	  bad	  experience,	  that’s	  not	  what	  midwifes	  should	  be	  doing.”	  –	  M3	  

	  

Here are M2’s own potential solutions to her dilemmas. 

 
“Well	  I	  was	  getting	  my	  milk	  out	  in	  the	  bath	  coz	  my	  boobs	  hurt	  so	  much.	  I	  could	  have	  done	  it.	  

Would	  have	  been	  easy	  wouldn’t	  it	  coz	  it	  was	  everywhere.	  That’s	  interesting”	  –	  M2	  

 
“But	   if	   I’d	   expressed	   it	   he	   could	   have	   fed	   her	   the	   milk.	   I	   didn’t	   think	   about	   that	   at	   all,	  

interesting”	  –	  M2	  	  

 
“If	  I’d	  have	  gone	  to	  a	  counsellor	  and	  got	  to	  the	  bottom	  of	  it	  and	  I	  still	  couldn’t	  put	  her	  on	  it	  

then	  that	  would	  have	  been	  a	  perfect	  option”	  –	  M2	  
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“I’d	  definitely	  try	  it	  next	  time”	  –	  M2	  

These four statements clearly show display M2 believes she could have breastfed 

with more information, support and understanding.  

Although M2 is an isolated story and as thus cannot be generalised it is an example 

of huge inconstancies between different mothers’ experiences and reinforces the 

notion of entering a lottery when you enter the health care system. Listening and 

engaging with M2’s journey made me realise that the statistic of women never 

breastfeed are so much than just a number. The image and description of her in the 

bath trying to get rid of her breast milk is a travesty, so unsupported and yet truly 

trying her best. It made me even more determined to help women to breastfeed and 

with their feeding choices.  

M2’s story is an amalgamation of many of the themes identified in the data. A tale of 

not having the right information to choose yet choosing something she thought would 

be easier and more socially accepted but then feeling isolated and unsupported in 

her choice and realising she would do things differently if there was a next time. 

The following section expands on these themes by formulating suggestions and 

recommendations for community development change. 

 

 
 
 
Objective 4: To formulate recommendations and suggestions for new parents 
to assist them in creating a more positive relationship with breastfeeding 
within their local community. 
 
In this section I review the recommendations the participants made. I then construct 

suggestions for creating more positive relationships with breastfeeding in the 

community from analysing the data. 

The recommendations and suggestions made here may not be unique; in some 

areas of the UK similar ideas may have been trialled or put into operation however 

these are the suggestions directly from the data. 
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Participants’ recommendations and suggestions. 
The mothers were eager to put forward suggestions with little prompting. 
The first practical suggestion is to replace “bounty packs” with non-commercial and 

useful information on infant feeding and caring for a baby. The information must be 

simple yet thorough with pictorial diagrams and to be honest, factual and fair. 

The reasons for replacing bounty packs are twofold. Firstly bounty packs are 

available to all and if a system is in place to access all parents then this could be 

utilised to distribute other materials. Secondly the bounty packs contain commercial 

materials, which the participants felt had a bias towards making profit no matter how 

well meaning they may seem. 

The negative feelings about bounty packs, the promotion of cow’s milk and 

commercially produced baby food found within the data demonstrates that these 

mothers are not passive but actively aware of when they are being targeted by 

advertisers. 

  

A suggestion of the type of information the participants would like to see is an NCT 

leaflet which lists the benefits of breastfeeding for both mother and baby at various 

time intervals for the first two years.   

 
“I	  think	  everybody	  should	  be	  shown	  that	  leaflet	  and	  then	  they	  can	  make	  an	  informed	  

decision”	  –M3	  

“rather	  than	  a	  bounty	  pack	  why	  don’t	  you	  get	  an	  NCT	  pack,	  that	  bounty	  pack	  was	  just,	  just	  

made	  me	  feel	  sick”	  –	  M1	  

“	  I	  remember	  laughing	  when	  I	  got	  mine”	  –	  M2	  

“whereas	  if	  you	  just	  got	  information	  like	  that”	  –M1	  

“	  yeah”	  –M3	  

“just	  broken	  down	  clear	  on	  a	  poster,	  big	  words,	  coz	  you	  can’t	  really	  read	  when	  you’ve	  had	  a	  

baby”	  –	  M1	  
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This discussion above shows the collaboration of ideas which generated this 

suggestion.  

Peer support for discussing life changing experience was another idea floated during 

the group. 

“it’s	  a	  massive	  massive	  life	  changing	  event,	  you	  can’t	  go	  through	  everything	  in	  two	  hours”	  –

M2	  

“Yeah”	  -‐	  Me	  

“nobody	  tells	  you	  that,	  nobody	  tells	  you	  how	  much	  your	  life	  is	  going	  to	  change”	  –	  M2	  

The current UK government is trialling a free parenting course which has one of its 

aims as “creating a culture where there is no stigma attached to seeking parenting 

advice and support.” (Department of Education, 2012) Using the ideas of the 

participants I suggest this policy and aims could also benefit from creating a culture 

where life changes associated with having a baby are comfortably explored within 

the public arena. Perhaps the role of the peer supporter is supposed to replace the 

original role held by elders and other women in the community. (Schmied et al, 2011; 

Rossman, 2007) Peer supporters are a compromise, a half way between a 

professional and a friend, stepping into both roles but also being neither. 
 

The participants suggested changing the name breastfeeding counsellor to “feeding 

counsellor”. This would make them more inclusive and approachable by mothers 

who may have chosen to formula feed. Also an opportunity to meet with a 

breastfeeding counsellor before the birth was felt to be beneficial. It seems the 

participants were in agreement that any information given to mothers postnatal 

needed to be clear, concise and simple due to tiredness and the responsibility of 

brand new baby to care for. 

 

My recommendations and suggestions 
My overall feeling from the data is participants are asking for power and knowledge. 

It seemed the women wanted more information, more support, and more time to be 

valued as an individual. They wanted to feel active, in control and informed while 

making a decision.  
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I suggest a local community development arrangement or scheme in which peer 

supporters could befriend new mothers in an intimate manner, perhaps at home but 

certainly on a one to one basis. The schemes focus being on the relationship with 

the mother rather than how to feed a baby. Perhaps there could be an option of peer 

supporters being matched with the mothers by social demographics to increase 

familiarity and understanding. Dykes and Flacking (2010) stress the relevance of the 

relationship aspect of breastfeeding. “When breastfeeding is seen as primarily a 

relationship we argue that attitudes will change, the pressure on parents will diminish 

and the baby will benefit.” (Dykes and Flacking, 2010) It would be incredibly valuable 

and advantageous in supporting new mothers.  

 

This would also be a move towards making peer supporters and professional 

breastfeeding counsellors as visible and accessible as midwives in the community 

setting. This would give an alternative to the drop-in group scenario which may not 

be of interest and suitable for all. I am sure lack of funding is a huge barrier to the 

implementing of this type of community support. There is not the space here to delve 

into the funding and practicalities of delivering these types of services. However I am 

not going to shy away from saying that these ideas could make a massive difference.  

 

Another suggestion is for mothers to know exactly what the role of a midwife, health 

visitor, breastfeeding counsellor and peer supporter are. Although these definitions 

appear in policy to a lay person they are not always clear. Perhaps publicity through 

a poster in the doctors’ surgery waiting room could be a way to draw attention to 

these roles so mothers can access them effectively and appropriately. 

 

I observed the participants stating that certain information or services were available 

to mothers if they were engaged with the NCT. I suggest services could be branded 

as belonging to the local Sheffield community rather than specific charities or 

organisations. I feel this may be more inclusive and inviting. The data demonstrated 

that all mothers face challenges and dilemmas regardless of how they feed their 

baby. On a practical level in the community the labelling of some groups as 

“breastfeeding” may not be helpful and could perpetuate the divide. If breastfeeding 

is seen to happen in an exclusive club then it is not inclusive and helpful. I would like 
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to see groups and services for entitled “new parent support”. This would provide 

more natural opportunities for all mothers to come together and help to dissolve the 

definite breast or formula culture. 

 

 

Conclusion to data analysis chapter 
After describing, analysing and synthesising each objective with the data and 

literature conclude I have covered the four objectives. I would have liked to hear 

more from the participants about ideas specific to Sheffield but the three other 

objectives were extensively involved in the data.  

 

The research aimed to find ways to support families within their local community to 

improve experiences and outcomes of breastfeeding. The data has provided insight 

into the role and impacts of the community in supporting breastfeeding. The 

discussions reported challenges with access to knowledge and information and its 

potential and ability to help or hinder choice. It has shown how experiences can be 

situated as positive or negative depending on how they are culturally placed and 

compared. Finally the participants worked together to make sense of, disclose and 

interpret their experiences. This interpretation has led to a few practical 

recommendations for community development. 

 

 
 
 

 

 

.  
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CHAPTER 4 
RELEXIVITY AND CONCLUSION 
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Introduction 
This final chapter begins with a reflexive account of the research process, giving my 

account and reflections on the fieldwork. It tells the story of how I experienced 

undertaking the research. I highlight problems which were encountered and provide 

insight to changes which could have been implemented by critiquing the research 

design. 

 

Next I consider how the research has developed my community work knowledge and 

skills. Also I describe further research questions which have evolved as a result of 

the process. 

 
Then I derive from the research implications for policy and practice in community 

development. I make recommendations and suggest who they would be of interest to 

and how this research could be distributed appropriately. 

 

I end the chapter with a summary of what I found out and the conclusions I have 

drawn. 

 

 

Reflexive account of the research process 
I had invited and gained ethical permission from four participants. I had to cancel the 

initial group once due to illness of my own children. The new rearranged group was 

unattended by one participant due to illness of her child. I accept changing 

arrangements at the last minute is expected and commonplace with mothers who 

have the responsibility of a young family. It was a disappointment and I was faced 

with the dilemma of whether to continue with the group on that day or rearrange 

again. 
  

I decided to continue with only three participants due to time constraints as I did not 

want to disillusion them from participating in the research by it becoming a hassle for 

them.  



65 
 

Despite there being fewer participants I felt the data engaged with the objectives. 

The discussion was very intimate, honest and action packed. I am grateful to the 

participants for sharing their stories.  

However it would have been valuable to have heard from another voice. If I were to 

repeat the focus group I would invite extra participants to allow for this kind of 

absence. 

 

I was satisfied by the function the group tasks performed.   The discussion deviated 

from the tasks in a natural and useful manner. The tasks served as a helpful 

icebreaker and gave a structure to the hour. The tasks were invaluable for being able 

to engage the group together in a short time and into the space required especially 

by thinking of imaginary scenarios and people. 

A weakness of the tasks was that some discussion may have been cut short by the 

need to “complete the task” both by me as group facilitator and by the participants 

themselves. This is shown below in a statement from M3. 

 
“I	  can’t	  remember	  what	  we	  were	  talking	  about,	  we’ve	  gone	  a	  bit	  off	  topic”	  –	  M3	  

	  

Perhaps one or two tasks may have been enough and allowed for more in depth 

discussion. Or maybe I could have split a group into smaller groups, giving them a 

subject and asking them to report back to the others. There are many useful ways to 

engage a focus group, with more time and resources I would pilot the tasks to find 

out which worked best before using them directly in a research method. 

 

The participants 
The participants opened up and shared. They supported each other in their 

disclosures and often questioned each other’s decisions and experiences which I 

had expected to be mainly my role. Here M1 is questioning M2 about her decision to 

formula feed: 

 

“what	  do	  you	  think	  would	  have	  made	  a	  difference?	  Do	  you	  think	  more	  information	  before?”	  
–	  M1	  
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As the participants did not know each other they were able to discuss the issues 

without any preconceived ideas about what the others had or had not done. They 

were able to ask questions without assumptions of how they would answer. As I 

knew the participants I found it slightly problematic questioning them as I already had 

prior knowledge but I knew the others did not. I could not be sure if they would want 

to reveal a certain opinion within the group. The revealing of their stories and the 

negotiations of meanings from questioning each other was a significant part of the 

data. 

 

A massive benefit from the research design was the selection of the participants. I 

created a safe space where mothers could engage with the research objectives as I 

knew them on an individual basis first. The home environment meant the baby could 

be present in a social and fun way. I was pleased with how the baby’s presence had 

enabled the mother to attend the group without childcare worries and 

inconveniences. After the group the participants all commented that they enjoyed the 

discussion, had fun and it had given them new things to think about.  

 

My prior knowledge of the participants and choices I made in selecting participants 

was essential and being able to delve into in-depth issues immediately. I do not feel I 

would have been able to ask strangers these questions in this environment without a 

much more drawn out process of me getting to know them and them become familiar 

with me. I felt that knowing me and being in a home environment allowed the 

participants to feel relaxed and able to engage in the discussion of an intimate and 

personal topic such as breastfeeding. The group felt more intense and personal than 

I was expecting.  

 

One of my concerns prior to the group taking place was the possibility of one 

participant dominating the group or participants being coerced into agreement by 

stronger members of the group. M2’s story did dominate however this worked as a 

platform for the others to bounce ideas and suggestions from.   
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My role 
This was my first time facilitating a focus group so it was a new experience for me. 

During the focus group the largest challenge for me was keeping my input to a 

minimum. I have my own story as a breastfeeding mother to share and in an 

everyday conversation I would have been giving my thoughts too. I was very 

conscious of “wearing the hat” of a facilitator and keeping in this role. If at times the 

participants made a reference to my experiences I nodded and kept the conversation 

back to them. 
 

I am so immersed in investigating the subject of breastfeeding that whilst listening to 

others talk it I observed they sometimes gave each other “facts” which my prior 

knowledge knows to be “wrong”. I avoided correcting such information to allow the 

participants interactions to flow rather than it become a lecture from me. It certainly is 

a skill to allow a topic to unfold without inputting one’s own information and 

knowledge but yet provoking thought simultaneously. 

 

In the methodology I reported I would be making notes throughout the group. I found 

that I did not have time to do this as well as facilitating the group. I needed to be 

present and concentrating on the group dynamics, tasks and conversation which 

were taking place. An alternative method would be a more observational approach 

by visiting an existing community group and listening to the conversation taking 

place there. Or still implementing a focus group method but using separate person 

acting as group facilitator to allow me to observe the group. 

 

There are many ways I could add to the data with further study. I could interview 

other mothers using the themes gathered from the focus group as the structure. I 

could interview health professionals such as breast feeding counsellors. The telling 

of stories featured highly in the data and I could centre the methodology on ways of 

storytelling to bring about change for community development. Perhaps a focus 

group could look at alternative endings for mothers’ stories and glean 

recommendations from this. 

  

It would also be beneficial to undertake the research with participants unknown to 

me. I could perhaps access participants through a doctor’s surgery, midwife or 
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children’s centre. It would be essential to speak to the participants on an individual 

basis first. Spending time with them and perhaps interview them individually which 

the aims and objectives to find out what they would like to bring to the focus group 

discussion first. This new sample would of course require a different ethical review 

process. 

The sample of participants I studied was white, middle class and British, I would like 

to repeat a similar approach with different ethic and social backgrounds. It would 

also be advantageous to perform multiple focus groups to discover if the prevalent 

themes were visible in more groups of mothers; this would allow me to make 

generalisations from the research. As this piece of work stands the sample is too 

small to make broad statements about the Sheffield community. 

 

 

Development of my community work knowledge and skills 
The research has increased my awareness that mothers with different experiences 

still share commonalities of understanding and empathy. I feel the divide made in 

literature between breastfeeding and formula feeding mothers is unjust and unhelpful 

in its approach to supporting mothers.  

 

Listening to the participants talk made me very aware that mothers have a need to 

support and understand each other. As a community worker situated in this research 

process I have discovered first hand that it is vital to create opportunities for people 

to talk, listen and understand each other. Finding time and space for this is crucial for 

individual development as well as the community. It is a useful way to combat 

feelings of isolation. It can be challenging to locate the resources of time and space 

in our increasingly busy culture but it is an investment. 

 

It may be interesting and fruitful to find methods to present my research findings to 

first time pregnant mothers to be. How would they feel listening to the participants 

experiences? Would they feel disillusioned?  Empowered? Interested? Which bits 

would they hear? After all it is new mothers to be which would benefit from the 

recommended changes in the community. 
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This research has allowed me to gain skills in the entire research process; 

understanding the importance of thorough prior preparation, selecting of relevant 

literature from the wealth which is available and communicating ethical requirements 

both to academic bodies and potential participants. I have practised my abilities in 

facilitating a focus group; managing the time, the topics and acting as an 

intermediate. 

I have mounted the first hurdle of completing an academic research dissertation 

which has been an illuminating and demanding journey. The data has given me an 

appetite for furthering my community development knowledge. The following are 

three areas which I could explore further:  

 

• Explore media and celebrity impacts, pressures and influences on 

breastfeeding decisions and experiences,  

• Investigate implications of globalisation for supporting a breastfeeding culture 

and mothers’ experiences of infant feeding and  

• Situate the different social and cultural acceptance of breastfeeding practices 

between social groups living within the same geographical area. 

  

 

Implications for policy and practice 
I begin this section by stating that my sample was small and therefore I am not able 

to formally generalise as a result of my empirical work.  

 

However the ideas from the research may well be of interest to several persons or 

organisations. The infant feeding co-ordinator in Sheffield, the research department 

within the NCT and any community workers in Sheffield who are interested in 

improving or starting up new breastfeeding support initiatives. I could contact them 

and inform them of the research I undertook with a summary of the findings and my 

small story. I could suggest my assistance with writing for funding applications or 

researching new ideas for the area.   

 

My study of inter disciplinary research literature has lead me to discover and make 

links between innovative ways of supporting breastfeeding through community 
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development. Communication and conversations between associated disciplines and 

organisations is vital to break through the stagnant statistics and cultural barriers of 

breastfeeding. This wider search has shown broad and extensive understanding of 

women’s decisions and experiences can be transformed in positive ways if the 

appropriate support and understanding is there.  

 

Summary of findings 
The NHS, and health professionals which deliver its service, are not always seen by 

the mothers as meeting their needs. Experiences are inconsistent with a discourse 

emerging of a “lottery service” where luck is seen to play a part in whether a 

mother’s care is supportive and helpful to her requirements. This is a complex issue 

as the interpersonal nature of breastfeeding support means perceptions, attitudes 

and beliefs will sometimes create disconnect between the mother and her supporter. 

One approach will not suit, so policy makers and professionals need to be flexible 

and adaptable to reflect this. 

 

Mothers are active agents in their decisions and negotiate a complex balance of 

compromises and priorities to find the best way for themselves and their families. 

Formula feeding mothers and breastfeeding mothers both had challenges, regrets 

and concerns regardless of their method of feeding. The mothers communicated 

plenty of sharing and caring stories. Sharing can itself be very educational and 

supportive if competitive and judgemental attitudes are put to one side. 

 

Breastfeeding is a culturally embedded practice with historical, psychological, 

geographical and medical influences all shaping each individual experience. 

However in the UK today there is a clear understanding that breastfeeding is 

beneficial for babies, mothers and their families. Overall policy and practice is 

moving in a positive direction. The changes in language and more family centred 

support are generally progressive, optimistic and encouraging. Community 

development research can help this process through continuous evaluation and 

listening 
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Conclusion 
The research has illuminated a selection of mothers’ intimate stories and situations 

about breastfeeding. The synthesis of the literature and the data reveals community 

breastfeeding support as having an essential role to play in a mother’s journey to 

becoming a parent. Community breastfeeding support must continue to evolve to 

meet the needs of the culture, families and communities it reaches. It must be fluid, 

flexible and initiative in its approaches in order to meet the equally varied needs of 

mothers and their babies.  
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Appendix 1: Information letter to invite participant to the focus group 

 
 

 

Dear M1/M2/M3/M4,  

 

I am writing to you to invite you to take part in a research project. The project is 

called Supporting Breastfeeding – Exploring mothers expectations and 
priorities within their local community. 
 
Before you decide whether you wish to take part it is important for you to understand 

why the research is being done and what it will involve. Please take time to read the 

following information carefully and discuss it with others if you wish. Ask me if there 

is anything that is not clear or if you would like more information. Take time to decide 

whether or not you wish to take part. Thank you for reading this. 

 

The purpose of the project is for my MA dissertation. On completion of this project I 

will gain a qualification from The Dept. of Education at the University of Sheffield 

called an MA Working with Communities. It involves me doing some research and 

writing up a fifteen thousand word discussion of my work, it is due for completion in 

August 2012. 

 

The research aims to find ways to support families within their local community to 

improve experiences and outcomes of breastfeeding. 

 

The research’s objectives are:  

• To identify community services, support and education currently available for 

parents about breastfeeding in Sheffield. 

• To listen and understand mothers’ experiences of feeding babies.  

• To explore mothers’ expectations and priorities around breastfeeding 
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• To formulate recommendations and suggestions for new parents to assist 

them in creating a more positive relationship with breastfeeding within their 

local community. 

 

In order to study the above objectives I am going to use a method known as a focus 

group. A focus group is small group of people discussing a topic together. Various 

images and texts will be shown to the group to simulate thought, questions and 

discussion. 

 

I have chosen you to participate as I know you are a mother who is interested in 

breastfeeding and the issues surrounding this. I believe your opinions, experiences 

and ideas to be extremely valuable and interesting. I have also chosen three other 

women to join the group. Some have similar experiences to you and some have 

different ones. I ask that during the group you and the other participants are 

respectful of each other’s opinions, views and experiences.  Information disclosed in 

the group is confidential so please do not share others identities outside of the 

group. If you need to discuss anything please do so privately with me. I will have all 

the participants’ personal details but these will not enter the writing up of the project 

and I will store them in a secure place at home. 

 

Taking part in the research is entirely voluntary and you can leave the project at any 

stage and you do not have to give a reason why. Just please keep me informed. My 

details are at the top of the letter. It is up to you to decide whether or not to take part. 

If you do decide to take part you will be asked to sign a consent form. You will be 

given a copy of this sheet to keep and a copy of the consent form for reference. 

 

If you decide to take part and sign the consent form you will be required to attend an 

hour long focus group. The group will take place at my house.  

 

I will make an audio recording of the group which will be used only for analysis. No 

other use will be made of it without your written permission, and no one outside the 

project will be allowed access to the original recording. After I have finished the 

project completely I will destroy the recordings. 
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After the group has ended I will bring together the audio recording and my notes 

taken during the group and write up a summary of what we discussed. I will visit you 

at a convenient time to give you a copy of this to keep and have a chat about the 

group and how you felt it went.  

 

It is possible that some of the discussion may touch upon sensitive issues around 

birth, breastfeeding and parenting. I hope that nothing will be upsetting or distressing 

for you but if at any time you feel uncomfortable or distressed please know you are in 

a safe space to say so and the group can either be stopped completely or paused to 

accommodate this. Although I have invited you as I am aware of your experiences 

you do not have to disclose or share anything in the group which you do not feel 

comfortable. The focus of the group will be giving opinions and ideas around the 

images and text I will provide. However if you would like to disclose personal 

information and/or experiences you are very welcome.  

 

All the information that I collect about you during the course of the research will be 

kept strictly confidential. You will not be able to be identified in any reports or 

publications. 

 

Whilst there are no financial or obvious benefits for those participating in the project, 

I sincerely hope the group will be interesting, informative and thought provoking. I 

hope it may give you and the other participants a chance to think and reflect on the 

wider issues about breastfeeding. I intend that it will be a generally positive 

experience. 
  

If the project has to be stopped or delayed for any reason this will be thoroughly 

communicated to you. If something goes wrong during the research or you wish to 

complain please do contact myself. The details are at the top of this letter.  

 

If you wish to make a complaint about me you can contact Jayne Rushton at The 

School of Education, The University of Sheffield, 338 Glossop Road, Sheffield, S10 

2JA Tel: 01142228167 Email: MAWWC@sheffield.ac.uk 
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When the project has been completed it will be marked at Sheffield University and if 

it gains a pass then it will be bound a copy put in the university library. Your identity 

will not be identified in any report or publication at all. 

 

The project has been ethically reviewed by the Department of Education at Sheffield 

University according to the University’s Ethics Review Procedure. This is a process 

which ensures the research is fair, responsible, safe and as considerate as possible. 

 

Thank you for being part of this project. I hope it may be enjoyable and informative. 
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Appendix 2: Consent form 

 

Supporting Breastfeeding – Exploring mothers expectations and priorities 
within their local community. A research project by Rebecca Westland. 
 
Consent form. 
 
Participant Identification Number for this project: 
          
 
I confirm that I have read and understand the information in the letter 
dated February 7th 2012 for the above project and have had 
the opportunity to ask questions. 
 
 
I understand that my participation is voluntary and that I am free to withdraw 
at any time without giving any reason. If I chose to do so I must contact the 
researcher named above. 

 
 

During the focus group I will respect the view, opinions and experiences of the other 
participants and also respect their confidentiality. 
 
I agree to be audio recorded during the focus group. 
 
I understand that my responses will be anonymised before analysis.  
I give permission for Rebecca Westland to have access to my anonymised 
responses.   
 
 
I agree to take part in the above research project. 
 
 
________________________ ________________         ____________________ 
Name of Participant Date Signature 
 
 
 
_________________________ ________________         ____________________ 
 Researcher Date Signature 
 
To be signed and dated in presence of the participant 
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Appendix 3: Copy of Ethics approval letter from the University of Sheffield 

        The School Of Education.  

 

Rebecca Westland 

MA Working With Communities  

Head of School  

Professor Jackie Marsh  

Department of Educational 
Studies  

388 Glossop Road 

Sheffield S10 2JA  

23 April 2012  Telephone: +44 (0)114 222 8167 
Email: mawwc@sheffield.ac.uk  

Dear Rebecca, ETHICAL APPROVAL LETTER  
 
DISSERTATION: Supporting Breastfeeding – Exploring mothers’ expectations and 
priorities within their local community.  
 
Thank you for submitting your ethics application. I am writing to confirm that your 
application has now been approved, and you can proceed with your research. 
  
This letter is evidence that your application has been approved and should be included 
as an Appendix in your final submission.  
 
Good luck with your research.  
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Appendix 4: Transcription of focus group dialogue 

Throughout the dialogue there was intermitted baby noise and small talk about the 

baby present and his wellbeing such showing him toys and feeding him. I have not 

transcribed these. I have not recorded pauses and other features of conversation. 

The three participants are referred to by numbers: Mother 1 – one child breastfed – 

M1, Mother 2 – one child formula fed – M2 and Mother 3 – two children breastfed – 

M3. 

One ten month old baby was present. 

Group began with name introductions and a description of the tasks. 

Details of the tasks can be found in Appendix 5. 

M2- well I would say my mum but the obvious one is a breastfeeding counsellor 

M3– that’s the one that would jump out for me, I think probably because I know how 

much training they go through as well 

M2 – do they just have training on breastfeeding or do you go to them if you were 

bottle feeding 

M3 – ah. See you wouldn’t would you 

M1 – you might be scared to go to them. You might feel that you shouldn’t go to 

them 

M3 – a breastfeeding counsellor? 

M3 – but they are probably most informed aren’t they but maybe they are biased 

M2 – but if they were called a feeding counsellor, laughter, but with breastfeeding 

counsellor you would feel you could only go there if I was to breastfeed 

M3 - yes, but I suppose is what they are there for isn’t it really, yes, shall I suggest 

we put the postman at the bottom, laughter, and the father in law next 

M2 – very sexist aren’t we 

Me – do you want me to tell you why the postman is in there.. Explanation of 

postman being trained as breastfeeding support in Brazil 

M1 – that makes me want to cry 
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M2– but my postman would deliver to all the rest of the village and come back to 

deliver mine last because he knew I had a new born baby. I had a lot of work 

delivered and I had to sign for it and he would do me last on his round. “We know 

what it’s like for you new mothers” 

Me – adding to information also about fire service and expressed milk 

M3 – awww, that’s amazing 

All – gasps  

M1 - that’s amazing, the difference it would have made to have, you know somebody 

who was just popping by who you could 

M2 - I found my midwifes quite patronising. Whereas a postman? 

M1 – yeah, I found, I would have put them right at the bottom. They were awful. 

M3 – your midwife? 

M1– yeah, they are the people.. 

M3 you see I had a really positive experience with my midwife 

M1 – you see you just don’t know 

M3 – and I would like to think, as a student midwife to be, that midwifes are, as they 

are coming to see you at those early crucial times, they are the people who would 

help you at the very very beginning 

M2 – I said to mine, she said about breastfeeding I feel like I don’t want to do it but I 

feel I have to give it a try and she said if you are not one hundred per cent then don’t 

bother 

M3 – gasp, really? 

M2 – that’s what I was told, yeah I did say I felt it was best for her if she was 

breastfed but I wasn’t keen on doing it so but I’ll give it a go and she was like no 

unless you are a hundred per cent then there is no point 

M3 – that’s not very encouraging though is it 

M1 – no 

Laughter from all 

M1– quite the opposite 

M1 – it just depends on the person it’s what they believe it’s like a lottery 

M2 - and when I was on the ward they put me in a corner with a bottle and just 

concentrated on the ones who were breastfeeding 

M3 – because they were breastfeeding 
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M3 – do you think that’s a resource issue, do you think the ulterior motive behind it 

would be well if she’s not actually keen to do it then there no point because the 

failure rates are so high or is it that that mothers who are not committed to doing it 

then they are not likely to carry on feeding so what’s the point me putting my time 

into helping when the resources are so constrained anyway 

M2 – with the midwife that I saw every week or the midwife I saw in the hospital? 

M3 – the one in the hospital, because they are so busy I mean, they are kind of 

thinking we’ll concentrate on this other one 

M2 – it was just the way that they would come in in the middle of the night and not 

put her side light on next to her bed but put all the lights on 

M3 – to help her feed 

M2- yes to help her feed, they would wake me up with those, well they are bright 

lights aren’t they 

M3 – yes 

M2 – coz I was bottle feeding they just left me there really. Laughter 

M3 – gosh it’s such a shame you had such a bad experience 

M2 – it is really coz I would have given it a go. I was willing to try it. I was fifty fifty so 

I could have gone anyway, really if I had someone positive supporting me, maybe I 

would have do it. 

Me – do you think you would have?? 

M2 – the thought of it made me feel really ill, until maybe I would have, I’d definitely 

try it next time 

Me – it’s such a sensitive time when you’ve just had a baby to try to make that 

decision and learn to breastfeed 

M1 – the advice I got beforehand if it hurts you are doing it wrong was the only thing 

I could hear in my head, it hurts it really really hurts but it wasn’t wrong, she was 

feeding. Then you feel like the first thing I’m doing after I give birth is wrong, it sets 

you off on a massive fail 

M3 – yeah, see nobody every tells you how much it hurts do they? 

M1 – but they say if it hurts you are doing it wrong 

M3 – which is true when they are six months old or when they are a few, you know, 

those first six weeks, I would say it takes six to eight weeks to get established in 

breastfeeding. It does hurt and if you can get through those first six to eight weeks 

then you know a three month old baby it shouldn’t hurt when they latch on 
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M1 – but maybe they don’t tell you like lots of things. They don’t tell you it’s going to 

hurt or you could get this that and the other 

M2 - see I would never have thought that it would hurt 

M3 – do you think that’s why? 

M1 – I don’t know, I don’t know 

M3 – but I wish somebody had told me that. Do you? 

M3 - I wish somebody had told me that, do you? 

M1 - Yeah! There’s loads of things I wish people had told me 

M3 - Laughter 

M1 - Or maybe people did try to tell me but I didn’t listen 

M3 -Yeah 

M1 - Coz you want to believe its going to be different for you 

M3 - Yeah and also when you are pregnant, you want to sort of ignore the negative 

things and focus on the positive things. Like giving birth, you don’t want to think of 

the negative as that encourages the fear cycle. You know, so yeah so. Pause So 

how do we think to put at the top then? How about best female friend 

Me - so we are thinking about expertise and trust 

M3 - ok, go on 

M2 - I would say best friend or mum for me 

M1 - but my best friend wouldn’t have had a child at that time 

M3 - no mine wouldn’t as well, I wouldn’t have talked to them about it at all 

M2 - that is the obvious one that stands out isn’t it – breastfeeding counsellor 

M1 - this one 

M3 - peer supporter 

Me – what’s the difference between a breastfeeding counsellor and a breastfeeding 

peer supporter 

M2 – see yes I would say I would trust them more by the sounds of it sounds like 

someone you would have a relationship with and they would support you where as 

the counsellor is there to tell you  

M3 – where as I know breastfeeding counsellors train for three years to become a 

breastfeeding counsellor whereas peer supporters have an eight week course 

M2 - oh right 

M3 – pretty much the breastfeeding peer supporters are there to listen and to be 

somebody you can talk to but not necessarily give advice is that right 
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Me – yeah that is right yeah 

M3 - yes it quite an extensive course 

M2 - you see I know nothing about these two 

Me - and why would you though 

M2 - just by the name 

Me - the only reason I know is through my work with the NCT 

M3 - that’s why I know as well yeah 

Me - like a health visitor you would know what is supposed to do 

M2 - a health visitor I would put near the bottom, laughter, based on my experiences 

Me - why is that then 

M2 - because, well, I just found them really patronising 

M1 - GP, put this near the bottom 

M3 - let me tell you my friend had a baby two weeks ago and she went to her GP 

yesterday, her baby has got conjunctives and a little bit of a cold and then GP said 

and how is he on the tit 

All laughter 

M2 - what 

M3 - so how is he on the tit, more laughter, she was mortified 

M1 - Jesus! so maybe below father in law 

M3 - father and father in law maybe in the same sort of place, I would say neighbour 

near the bottom as well 

M1 - mother in law depends on relationship again 

M3 - see my mother in law bottle fed her three boys and was when I wanted to carry 

on feeding after a year and made comments that she should be on real milk and I 

was quite upset 

M2 - as in cow’s milk 

M3 - yeah so I have a slightly negative experience of my mother in law 

M1 - that whole attitude is 

M2 - I wouldn’t talk to my mother in law 

M1 - it’s so strange how people are so grossed out by breast milk but cow milk is so 

normal 

M3 - yeah 

M1 - there is some seriously good marketing that has gone on, coz its gross, haha, 

but you know 
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M2 -so we are going to put mother in law there 

Me - what about health visitor then and what if you had looked at this list 

M2 - what about the dad 

M3 - probably the GP above the dad I would have said 

Me - if you had looked the list before having a child who would you have said would 

have been knowledgeable about these things? 

M1 - I would have put health visitor at the top, I didn’t know about 

M2 - see I wouldn’t have known about any of this and that seems like it’s all towards 

breastfeeding not just feeding. See I probably would have said health visitor or GP 

prior to having my daughter 

M3 - you see I probably would have as well, I didn’t even know 

M1 - and midwife 

M3 - yeah and midwife. I didn’t even know what breastfeeding peer supporters and 

breastfeeding counsellors were at that time 

Me – so is this our order then 

M1 - what’s a breastfeeding café? 

M3 - where they would have breastfeeding counsellor 

M2 - and other mums 

M3 - yes so it would be held in maybe like a children’s centre, like a mother and baby 

group where other mums could chat, other breastfeeding mums, there would be a 

breastfeeding counsellor there so you could get support 

M1 -OK 

M3 - so it would be somewhere you could get support from other mums who were in 

the same position as you or 

M2 - see id probably think that one was more beneficial as you are getting that and 

other mums 

M3 – yeah but then not a lot of people would know about that, oh I don’t know they 

are quite well 

M2 - I’ve never heard of any of these 

M1 - I suppose you have to be engaged with the NCT and or children’s centres to 

find out 

M3 -yes 

M2 -it should start here shouldn’t it really when you go to your midwife and she 

should tell you about these 
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M3 -yes 

M2 -and you can make an informed choice 

M1 -possibly before you give birth 

M2 -yes 

Laughter 

M2 - it should start with her but I wouldn’t put her at the top 

M3 - breastfeeding antenatal education should be done at thirty six weeks by your 

midwife that is part of the NICE guidelines; I think it’s around then 

M2 -we had two hours 

M3 -around that sort of time when it’s suggested 

M2 -I had my daughter in Leicester but my friend who had her daughter in Sheffield 

had eight weeks of on-going support,  

M3 - of breastfeeding support? 

M2 -just going for an hour to find out about the birth and all 

M3 -is that antenatal education 

M2 -yes 

M3 -so they did a course 

M2 - but through her GP not like anything they had paid for whereas we just got two 

hours 

M1 - yeah I did that coz I couldn’t afford the NCT at the time 

Me - I think it depends probably on where you live as well doesn’t it 

M2 - even her notes were packaged nicer than mine 

Laughter all 

M2 - seriously she had a plastics folder and I just had this paper thing but they did 

say they didn’t have enough money, coz I said two hours, just two hours to give birth 

and to look after it and they shut both hospitals the night I gave birth coz they were 

so full 

M3 -gosh 

Me - right so are we ready to move on to the next one, these should be at the top 

M2 -but they are not 

Me - but they are not7 

M3 -not sure about the best friend though 

Me - so these are the bottom then, let me put them in the right order 

M3 -I would be inclined to put the friend nearer the bottom 
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M1 -but then 

M3 -but only because I didn’t have any friends who were coz I was the first to have a 

baby 

M2 -I was the first to have a baby 

M3 - But you are not necessarily going to have the expertise, you are going to have 

the trust but they are not going to have the expertise so put that there then 

Me - what about husband 

M2 -oh well below all of them 

Laughter all 

M2 - Mine just kept saying whatever you say is the right thing to do; whatever you 

say is the right thing to do 

M3 - aww 

Me - that’s nice 

M2 - every mum knows best 

 

M2 – Explain the second group task to everyone. See appendix 5. 

 

Me - right what do you think she should know? 

M2 - stick a bottle in its mouth 

Laughter all 

M3 - right I know it’s a bit of a random one to start with but it’s just popped into my 

head, I think that 

Me - right 

M3 - I feel I need to reassure her that she doesn’t need to be embarrassed about 

exposing herself when breastfeeding because because she can actually put a shawl 

around herself 

M2 - I was going to say aren’t there those things you can buy 

M3 - she doesn’t need to show anything and also to reassure her that it’s a perfectly 

natural thing and she shouldn’t be embarrassed, There is no reason to be 

embarrassed and she should be confident coz at the end of the day if I was stood 

here eating a sandwich and you know you wouldn’t be embarrassed by that so if the 

baby is having his milk then that’s his food and its nothing to be embarrassed about. 

I would try and reassure her about the embarrassment coz it 
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M2 - there’s no need to now, like you said there these things you can buy. I’ve seen 

women in cafes with these sort of things like like 

Me - like a tent 

M2 - like a tent, you know what they are doing 

M1 -it does feel weird to begin with id tell her but it just becomes normal after a while 

the first few times is really weird and then you just get used to it. I did 

M3 - yeah that’s true actually that is true 

M1 - because I remember the first couple of times I breastfed in public because my 

friends who id seen do it their boobs were quite small and mine were twice as big as 

the baby’s head 

Laughter all 

M1 - they just did it, they just got the boob out and breastfed without any shawl or 

anything so I thought I’ll just breastfeed my baby here in this café and I had this 

enormous boob and this tiny babies head 

M2 - and there is such a thing about breastfeeding at the minute it can be 

embarrassing to get a bottle out. Not breastfeeding are we, bottle fed is she 

Laughter all. 

M1 - yeah yeah 

Me - she has heard that breast milk is best for her baby, what would you say about 

that then? 

M2 -I think if more emphasis was put on this, like before I was working then I had a 

breakdown in Tesco and gave up my job it was because I was going to give my 

daughter jarred food because I didn’t have time to mash my food and I thought that 

was wrong. Obviously buying and mashing her carrots is better than giving her 

whatever is in those jars coz whatever it is its sat on a shelf it’s not even in the fridge, 

so that made me change my lifestyle and really think. I’m a mum and if I haven’t got 

time to mash this food and do these things then why am I being a mum 

M3 - and you’d relate that to breastfeeding 

M2 - well yeah coz if I felt like that coz breast milk is better then maybe my attitude 

would have been a bit different but I was told formula is just as good as breast milk. 

You just pick one or the other 

M1 - what do you think would have made a difference? Do you think more 

information before? 
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M2 -Yeah I think, more from the midwife, if she had said to me if you aren’t quite 

sure about it why don’t you go and see the breastfeeding counsellor, get informed, 

maybe I’d have given it a go 

M3 - That’s what they are there for 

Me - do you think it is a choice? Are women having a fair choice between formula 

and breast milk Is it fair choice to make with information? 

M2 - I wasn’t given any information at all; I was just asked what do you want to do? 

What are you going to do breastfeed or bottle 

M3 - really 

M2 - yep that’s why I said I’m not that keen on it but I’d like to give it a go and she 

said if you aren’t one hundred per cent then it’s going to be a lot harder for you, you 

have to be really focused, this is really what I want to do 

M3 -but if you really understood like how beneficial it is for the baby and how it 

benefits your baby and how it benefits you as well reducing risk of breast cancer and 

osteoporosis and lots of different things 

M2 - see I didn’t know any of that 

M1 - for me as soon as she was born she was just put on me 

M3 - that’s what they do automatically unless you say otherwise that’s what they will 

do, to encourage them to take that first feed 

Me – what did they do with your baby then when she was first born? 

M2 -They didn’t do that they told me to get a bottle off the reception. 

Me – told you to get a bottle of reception?? 

M2 -yeah and I took two in case one broke and they said no every time you need 

one you have to come to reception. I never... 

M3 - you see I think you’ve had a really bad experience and that’s not what, how it 

should be, that’s not what midwifes would should be doing, basically they should be 

encouraging, they should encourage skin to skin contact with the baby for the first 

hour. 

M2 - they handed the baby to me but they went to give it to my mum to start with. 

And mum was like. Laughter. See next time I wouldn’t be induced, I would give 

breastfeeding a try and that is just from being a mum and from my friends and 

seeing what they have all been through but not from what I’ve learnt from the people 

you should learn it from 

Me –so what are you going to say to Anita 
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M3 – I think the NCT produce a leaflet which tells how breastfeeding benefits your 

baby and yourself and different times and it goes from birth to a year. So it tells you if 

you feed your baby for a day and it gets the colostrum how that benefits and also 

benefits the mother. I can’t remember like all the details but it’s an amazing leaflet. 

Me – I know the one you mean 

M3 – and it says like if you breastfeed your baby for a week its getting the first 

antibodies from you and it helps its immune system and lots of different things and 

its benefits for you. At different time points all up to a year so it’s like after a few 

hours, after a day, after a week, after a month and it shows you that if you breastfeed 

your baby up to this point you have given your baby all this benefit and I think that 

leaflet should be made available to everybody. 

ALL – Yeah 

M3 – I think everybody should be shown that leaflet and then they can make an 

informed decision 

M1 – rather than a bounty pack why don’t you get an NCT pack, that bounty pack 

was just, just made me feel sick 

M2 – I remember laughing when I got mine 

M1 – where as if you just got information like that 

M3 – yeah 

M1– just broken down clear on a poster, big words, coz you can’t really read when 

you’ve had a baby 

Laugher all 

M3 - no you can’t 

M1 – simple with picture but something 

Me – I like what you are saying coz if they can manage to get that bounty pack to 

everybody which they do 

M1 - yeah 

Me - they do manage to get the bounty pack, everybody gets the bounty pack don’t 

they. There’s no reason why they can’t get something else, Right, got anything else 

she needs to know, what about breastfeeding hurts? 

M1 - Yeah 

M3 - yeah it does hurt, it kind of tingles at first when you let down which means when 

the milk comes, the baby sucks a little bit and then your milk comes, kind of tingles a 

little bit 
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M1 - I found it excruciating 

M3 - did you 

M2 -they hurt anyway whether you breastfeed or not, mine were square, I took my 

top off 

M1 - awww 

M2 – and showed my mum and my mum was like oh my god you that horrendous, 

get in the bath and try and massage it out whereas my other friend was told to strap 

them up 

Me – strap them up? 

M1 and M3 – gasp 

M2 – so she strapped them up so regardless whether you breastfeed or not they hurt 

M1 – yeah yeah 

M2 – coz they are full of milk 

M1 – cracking skin and that it felt like I really had to push through to do it 

M3 – and I could recommend Lansinoh (a brand of nipple cream) after every single 

feed, even if your nipples aren’t hurting it does help protect them and stop them 

cracking 

Me – well she’s sorted then isn’t she 

 

Me – Introduce the third task. See appendix 5.   

 

M3 - and as I’m getting my boob out for my son, I’ll say friend’s house is fine. 

Laughter all 

M1 - I ended up being a militant breastfeeding and just like fuck you everyone, I used 

to do it everywhere, you get looked at funny, you get, a friend of mine was doing it in 

a pub and the people behind the bar brought some people out from behind in the 

kitchen to look and laugh 

M2 and M3 – gasps oh no the disgraceful 

M1 – yeah yeah 

M2 - would they laugh at everyone else eating their dinner? 

M1 - so so people need to breastfeed 

M3 -absolutely I strongly agree with you  

M1 - laughter 
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M3 -coz then it won’t be the more people that breastfeed and the more people that 

do it the less people will look and stare and it will become normal. I agree with you 

M1 -because boobs have just become things to play with and look at and ooo aren’t 

they lovely rather than 

M3 -to feed your baby 

Me – what about bottle feeding in these places? 

M1 - fine 

Me – have you ever bottle fed a baby in any of those places 

M1 -I don’t think I’ve ever bottle fed at all 

Me – no  

M2 - I was quite embarrassed at the toddler group coz most of them were 

breastfeeding 

Me – yeah 

M2 - so I was quite embarrassed about bottle feeding. I felt I wasn’t being a very 

good mum 

M1 - oh god 

M3 - where as I felt it was one of the most comfortable places to feed at first  

M2 - but not bottle 

M3 - no isn’t it weird, no no to breastfeed yeah 

Me – but you don’t know what in that bottle, people don’t know whether is expressed 

breast milk? 

M3 -yeah it’s true yeah 

Me – some people feed their babies expressed milk when they are out and about  

M3 -but I don’t feel that they should feel like they need to do that 

M3 - somebody has looked at me funny feeding in church before 

M2 - you would have thought that was the most natural place to be 

M3 -but actually it only happened to me once and I’ve fed lots of times in church and 

lots of mums have been very very supportive so it was kind of one little incident but 

since I’ve found a lot of support in church so yeah I think in a place of worship I 

would feel fine 

Me – what about restaurant in the evening? 

M3 -ah, now I’ve got a really good experience about feeding in a restaurant because 

I was in Meadowhall about teatime ish about six or seven o’clock and I was really 

embarrassed about feeding in the restaurant coz my daughter was quite young and I 



102 
 

was going to feed her in the loo in the disabled toilet coz she was quite tiny and I 

was just chatting to a mum and she turned out to be a breastfeeding counsellor and 

she said to me don’t you dare feed in the toilet it’s not right you should sit and be 

proud, your baby is having its food. Just sit in the restaurant and feed your baby and 

I did. The waiter. It makes me want to cry just thinking about it. And the waiter came 

along and said would you like me to cut up your pizza while you are breastfeeding. 

All – gasps and laughter 

M2 – that is lovely 

M3 - honestly it makes me want to cry just thinking about it but honestly it was such 

a lovely experience the nicest experience, from that day it completely changed me 

M2 - now tell me was the waiter Italian if you were eating pizza 

M3 - I’m not sure, it was a pizzeria 

M2 - because Italians are very big on family and lots of children and yeah. Like my 

hairdresser he’s Italian and he was talking about breastfeeding and they are very 

positive towards it 

Me – what did your hairdresser say about breastfeeding then? 

M2 -well just that his wife did it and he was very positive towards it. I told him I 

wanted to bottle feed so my partner could help me at night. he said at night he did 

the feed and used expressed milk in a bottle. He would find a way to prop it with a 

pillow to leave it in the baby’s mouth. Laughter. He said he got it to a tee so he could 

sleep next to the baby. But even that really. I was put off by the thought of my 

daughter on my boob it freaked me out a bit but I could have expressed my milk and 

still fed her with a bottle so why wasn’t that suggested to me coz my whole thing was 

probably psychological really than anything else so I could have just expressed if I 

really didn’t like the thought of it. Even if id only done it for a few weeks. 

Me – hummm 

M3 – yeah 

M1 - did they say that at the breastfeeding thing you had before you gave birth? 

M2 - no and my sort of excuse was that I was going straight back to work so my 

partner needs to be able to help but I could have couldn’t he 

M3 - or he could have helped you in other ways not necessarily with feeding her in 

other ways 

M2 - but if id expressed it he could have fed her the milk. I didn’t think about that at 

all, interesting 
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Me – Well it’s not something people talk about in the UK we haven’t got a 

breastfeeding culture like Brazil which I talked about before. You don’t see 

characters on Coronation Street saying I’m just off to express. Why would you have 

thought of it really? 

M2 – now I think about, my main reasons for doing it were I was a bit freaked out to 

be honest. It grossed me out to be honest to put her on my boob but that’s because 

of society making me feel these are more of a sexual thing than for a baby. If I’d 

have gone to a counsellor and got to the bottom of it and I still couldn’t put her on it 

then that would have been a perfect option 

M3 – even if you had just done it for a week or two weeks 

M2 – Well I was getting my milk out in the bath coz my boobs hurt so much. I could 

have done it. Would have been easy wouldn’t it coz it was everywhere. That’s 

interesting. 

M1– Yeah I don’t think I’ve ever seen anyone breastfeeding on telly 

M1 - no not on the soaps 

M3 - that’s a really really good point 

M2 - it is 

M1 - you can’t see boobs before nine o’clock, laughs 

M3 - but that’s really wrong If we did see people breastfeeding on the soaps during 

the day it would be seen as more normal 

Me - breastfeeding in the park? 

M3 and M1 – Yeah yeah fine 

 

Me – explain exercise 4. 

 

M1 – a birth without intervention, without  

M2 – pain 

Laughter 

M1 - without tearing or anything so she could recover and feed comfortably 

M3 - that would make such a difference it would 

Me – what about her pregnancy? How’s she going to feel? 

M2 – definitely no hormones 

Laughter all 

M2 - I was a nightmare 
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More laughter 

M1 – loving support from her partner while she’s getting massive 

M2 – I have to say my partner was really good with that when I was getting really fat, 

he said but I still love you 

Laugher all 

Me – loving support from partner all the way through 

M3 yeah 

M1 - so she can feel womanly and goddess like and like a creator rather than a 

whale 

M2 - there was this woman when I was pregnant, where was she from now, Poland? 

I’m not sure but they basically get two years off and anyone who is carrying a baby in 

their culture is amazing. You are a goddess. There is nothing like a baby in the belly. 

But people do like to come up and touch your belly though don’t they 

M1 – oh yeah 

L- she said two years 

Me – so would we wish that for our lady then 

M2 – yes yes not to feel the pressure to have to go back to work and do everything. 

Like next time I would be strict. After I had my daughter and people kept coming to 

the house I felt like I had to be dressed and I had to prepare some food and 

everything had to be tidy 

M1 – yeah supportive family and friends around you to help you to do stuff 

M2 - when my friend who is a millionaire who has everything had her baby I went up 

with lots of homemade food coz that is what you need when you’ve had a baby. You 

don’t want to be thinking about cooking 

M3 - supportive friends and a good support network. You see she’s got us so she’s 

fine. Laughter 

Me – what about in terms of 

M2 -sleep sleep  

Laughter 

Me – how is she going to feed her baby? 

M3 – well hopefully she will have a lovely natural birth with no tearing and she’ll feel 

completely comfortable afterwards and the baby will pop out and crawl to the breast 

and have a lovely little feed as soon as it’s been born 

Laughter all 
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Me – so she’s going to have a breast crawl and feed as soon as it’s born 

M3 – yeah yeah coz at that moment you are full of endorphins and it’s all amazing 

and lovely and it actually doesn’t hurt that breastfeed coz you are full of endorphins. 

M2 - I bet that’s quite nice coz when I had my daughter obviously I didn’t have that 

bond of putting her to the breast and when I had her on the bed cuddling her and the 

midwife came in and said get that baby off the bed and back into the cot.  

M3 - gasps. Oh my Gosh you had such a terrible experience of midwifes. 

M2 -I’d wait till she went out and then pick her up again. 

Laughter all 

M3 -aw that’s such an important 

M2 -and in the morning I was like to my partner get here now I want to go home and 

I wanted to go straight home that day but she had pooed inside me so I couldn’t 

M3 - oh meconium 

M2 -but otherwise I would have gone 

Me – So where is our lady going to give birth? 

M3 -at home, it’s so much nicer at home 

M2 - yeah at home 

M1 -personally I wouldn’t think it would matter as long as the hospital was fine coz I 

had my daughter in the hospital and I was slightly glad they were there to clear up. 

M2 - but if you had supportive friends and partner 

Me – so if we are going to go to hospital we need  

M3 -midwife led unit. Lovely staff 

Me – lovely staff. Right is there anything I have missed off? 

M3 -oh we haven’t done much about the feeding afterwards? 

M2 -oh I think that’s when you need the most support when everything has dies 

down and you suddenly find yourself walking around the village crying 

Laughter all 

M2 -with your pram  

M3 - aww babe 

M2 -and then it starts raining and you think you are an even worse mother coz you 

forgot your rain cover 

Laughter all 

M2 -and all the other mums with their babies have got their rain covers 

Laughter all 
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Me – ok so what do we wish for when the baby is about two months old 

M3 -that the baby has established itself in a good routine 

M2 - yes I like a good routine, definitely 

M2 -and its feeding regularly and not feeding for ages like an hour at a time 

M2 -that’s what my daughter did, an ounce and hour for ages 

Me – nice routine  

M3 - but a baby led routine I would say 

M2 - you see my midwife said to me to carry on with an ounce an hour but my mum 

came round, oh no it was the health visitor that said that, my mum said don’t be so 

ridiculous this is ridiculous, establish a routine four ounces every four hours I 

probably would have carried on feeding her an ounce and hour coz hats what I 

thought you had to do. So yeah a nice routine 

Me - Ok, Right so now we have our perfect scenario. I just want you to have a look at 

this list and obviously this is not reality so what are the barriers which are probably 

not going to make this happen for our friend? 

M1 - Mental health care 

Me – how do you mean? 

M1 - depression and anxiety and feeling low down and not hum and well you don’t 

get the support off 

M2 - well no not really I got offered Prozac and put on an eighteen month list for 

counselling 

Me - what about the love and support from partner, like why is that possibly not 

feasible or realistic for all 

M3 - because they only have two weeks off work, it’s not enough is it 

M2 -see I had six weeks with my partner 

M1 - because they haven’t been brought up to treat women as goddesses 

Me - yeah 

M1 - yeah 

Me - culture has a lot to do with that do you think 

M2 - I had a really good experience with my partner, I can’t fault him the way he was 

really at all so I can’t say that and afterwards because he was self-employed he used 

all his Christmas holidays, like I say I had six weeks with him 

M3 - Yeah  
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M2 - Yeah so that was great he did everything with me in the beginning like going to 

Tesco every two hours – Laughter – to buy more formula ! 

Laughter all 

M3 - self-employed so  

M2 - yeah so he was able to 

M3 - but employment law is just two weeks paid 

M2 - is it paid as well? 

M3 -it is paid 

M2 -but it’s not enough that six weeks was great, when he was going to go back I 

was like ooo I’m not sure you are ready to go back 

M3 - umm I think we need good information about place of birth and options and 

good information about options and what your options are 

Me – because at the moment there aren’t the resources for these things to happen, 

there are not the resources 

M3 - yes exactly the homebirth rate in Northampton was recently 8.4% 

M2 - that’s good isn’t it 

M3 - yes in Sheffield it is between three and four per cent, it’s because in 

Northampton they’ve had a massive initiative and they are basically producing 

leaflets and getting out there into the community. Homebirth midwives are taking 

early labour assessments when they are seeing families and parents that are 

interested in maybe looking at their place of birth and they are doing all that and it’s a 

massive initiative, its really making a difference in north Hampton and if we did that 

all over the country it would mean people were more educated and 

M2 - can I just say? 

M3 - a lot of people haven’t got the option of going to a birthing centre which they 

have now closed in Darly Dale 

M2 - see I’m starting to realise exactly what a bad time I had coz I wanted to have 

my daughter at home and I am terrified of hospitals, I was terrified of going into the 

hospital more than the birth and I was basically told I was putting her at risk 

M3 -was there reasons why they said that to you 

M2 -no, just that the best place for you to be is in the hospital coz if anything 

happens you are in hospital 

M3 - was there any complications in your pregnancy or were you high risk for any 

other reason 
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M2 - no really I had a perfect pregnancy really apart from my twitchy leg 

Laughter all 

M2 - I had a really good pregnancy 

M1 - I think one thing about that when I was pregnant I was absolutely determined 

we should have our children at home and we should be able to choose wherever we 

want to choose our children and I was absolutely sure I wanted to have my baby at 

home then afterwards, a long time afterwards somebody explained to me that they 

always say women in other countries are just able to have their babies and they 

have their babies wherever they want but what has happened in other countries is 

that so many women have died over generations giving birth so things like small 

pelvis or whatever have been bred out of the culture 

M2 - they’ve evolved, they’ve evolved 

M1 - they’ve evolved so it’s easier to give birth 

M2 -that’s amazing 

M1 -whereas here because there has been so much intervention over however many 

years it’s actually more difficult for women to give birth because we haven’t been 

dying so actually there is a need for more intervention so 

M2 - that is amazing 

M1 -so this was a long time after I gave birth and I was like so so it’s something to 

think about which I didn’t 

M2 - yeah coz 

M1 - I was like homebirth homebirth homebirth 

M1 - so if we stop breastfeeding eventually we’ll have no boobs 

Laugher 

M1 -yeah quite possibly 

M2 -yeah eventually they’d go wouldn’t they? 

M1 -yeah 

Me - they would all have to be silicone wouldn’t they 

M2 - and I think it’s these celebrities; look at Victoria Beckham so wouldn’t come out 

of the house unless she was practically covered in a tent 

M3 - yeah that’s true 

M2 - you can’t see my bump 

M1 -you don’t see her breastfeeding 
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M3 – although she came out recently and said she had post natal depression and 

has done a few interviews talking about how she had post natal depression 

M2 - she did try to breastfeed this time didn’t she? 

M3 - and she made a big thing about breastfeeding which is really good, I think more 

celebrities should do that 

M2 -but was it a marketing ploy to get people to by her dresses to go back to her 

lollypop head 

Laugher  

M3 - I can’t remember what we were talking about, we’ve gone a bit off topic 

Me – it doesn’t matter we were just talking about reasons why these ideals wouldn’t 

happen for our friend 

M3 - oh antenatal educations important, it’s important to get good antenatal 

education so she can be prepared for the birth  

M2 - it’s a massive massive life changing event, you can’t go through everything in 

two hours 

Me – Yeah 

M2 -nobody tells you that, nobody tells you how much your life is going to change 

M1 - that would be quite good actually, like peer support for how your life is going to 

change, ha.ha 

M2 - see I just thought I was going to be able to carry on doing what I was doing 

Laughter all 

Me – so if you were going to have that kind of peer support who should decide 

what’s going to be on there, should it be up to the government to decide or should it 

be other mums, who should decide? 

M1 - women, women should get together and look after each other 

M2 - you know how after you have a baby you start going to all these groups and 

meeting all these new people 

M1 – there’s so much competition in those groups 

M2 - oh well 

M1 -my birth was like this, my birth was like that they should relax and help each 

other 

M2 - couldn’t you meet before, my mum said she still sees the five girls she was with 
before they gave birth, they all met before they actually had their babies, they had 
laid up time in hospital and they had nurses and a nursery and my mum wouldn’t let 
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them take me but if they had that kind of where you get that help when you’re tired 
and the 

M1 - so you were in confinement, that’s what they used to call it 

M2 -is it confinement, mum said laid up or something.  

M1 - yeah yeah 

M2 -you get a week to come to yourself 

M1 -yeah yeah 

M2 - and they were there to help and show you how to feed or what you want or 
different things like bathing, I had to ask my mum and sister how to bath her, I didn’t 
know you had to hold them by the wrist and I would have just plonked her in 

Laugher all 

M2 - I was in the bath and my sister came round and showed me how to bath my 
daughter, didn’t know how to put a nappy on 

Me – I ended the group by reminding everyone of the time and thanking them. 

END OF RECORDING 
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Appendix 5: The group tasks 

 

Task 1 - Sources and People 

Identify the following people 

What is a …. 

Who would offer you the best support with feeding your baby? 

Where can they be found in Sheffield? 

What kind of mother would need/use this if not you? 

Put in order of trust and expertise 

BREASTFEEDING CAFÉ 

PEER SUPPORTER  

BREASTFEEDING COUNSELLOR 

BREASTFEEDING GROUP 

HEALTH VISITOR 

MIDWIFE 

GP 

POSTMAN 

NEIGHBOUR 

MOTHER  

MOTHER IN LAW 

BEST FEMALE FRIEND 

HUSBAND 

 

Task 2 – Meet Anita  

She is seven months pregnant with her first child and has moved to Sheffield. She 
has no immediate family close and has yet to make friends in the area. She has 
been very busy and her only three main thoughts about her pregnancy are 

Breastfeeding hurts 
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Breast milk is best for her baby 

She is embarrassed about exposing herself when feeding 

Task 3 - Space and Places 

How do you think mothers would feel feeding their babies in these places? 

What would you think if you saw a mother feeding her baby by breast or bottle in 
these places? 

What could be done to make feeding in these spaces and places a more positive 
experience for all? 

PARK 

PUBLIC TRANSPORT 

CAFÉ 

PLACE OF WORSHIP 

FRIENDS HOUSE 

AT HOME 

DOCTORS SURGERY  

HOSPITAL AFTER BIRTH 

SOFT PLAY AREA 

RESTAURANT IN THE EVENING 

AT A BREASTFEEDING GROUP 

IN A PUB 

ANYWHERE ELSE 

 

Task 4 – Magic wand 

Imagine your best friend is pregnant and I have a magic wand to create the perfect 
pregnancy, birth and feeding experience for her. Make a list as a group. 

Then look at the list and explain what barriers exist in our communities to prevent 
this and suggest changes which could be made to get closed to the ideal. 
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Appendix 6: Group task results 

 

Here is the list of ideal circumstance for a new mother created by the participants in 
Task 4. 

Homemade food 

Birth without pain, tearing or intervention 

Breast crawl to begin breastfeeding very soon after birth 

Easy recovery from giving birth 

Birth at home or in a hospital or birthing centre with loving caring staff 

Supportive friends and network 

No hormones 

Love and support from partner all the way through 

Feel womanly and goddess like – not like a whale 

Two years off work, no pressure to go back 

Lots of sleep 

Baby feeding well and in a baby led routine 

Reasons given for barriers to these 

Mental health care – inappropriate 

Little time off work 

Poor information about resources, facts and options 

Celebrity portrayal in the media 

More antenatal education needed to include peer support for life changes that occur 
when having a baby 
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