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Abstract

The UK has one of the lowest breastfeeding rates in the world, with the majority of UK
mothers feeding their baby by a bottle at six months of age. However, for one group of
mothers circumstances are very different. When they wish to introduce a bottle to their
breastfed baby, their baby refuses to accept it. Little is known about bottle refusal by
breastfed babies, however a review of UK online forums and social media reveal large
numbers of mothers experiencing the scenario. Online discussions illustrate negative
consequences of bottle refusal, including mothers delaying their return to work,
spending time and finances on methods to overcome it, and experiencing stress, anxiety,
and resentment of breastfeeding. In addition, some mothers describe not wanting to
breastfeed with a subsequent baby due to the negative impact of bottle refusal. This
programme of research aimed to explore UK mothers’ experiences of bottle refusal by
their breastfed baby in order to generate an understanding of the scenario. A mixed
methods research study was undertaken, comprising of an online questionnaire
completed by 841 UK mothers, semi-structured interviews with 30 mothers, and 597
posts captured from three UK online parenting forums. The overall findings show that
mothers introduce a bottle to their breastfed baby due to breastfeeding not always
fitting with their lives. The majority of mothers view bottle refusal as a problem that
needs to be solved, however there is no easy solution and for some mothers their baby’s
bottle refusal is permanent. Support for mothers experiencing bottle refusal is not
always helpful, with breastfeeding appearing to be the priority rather than mothers’
individual circumstances. Most mothers experience bottle refusal negatively,
experiencing stress and anxiety, however some mothers are able to frame it more
positively. The reasons why mothers believe their breastfed baby refuses to feed from
a bottle include the physical differences between bottle and breastfeeding, their baby’s
individual personality, and the delaying of the introduction of a bottle to prevent nipple
confusion. The research findings point to bottle refusal being a complex scenario with
negative outcomes for mothers. It requires greater recognition within infant feeding
literature and practice, in order for mothers to be better supported when experiencing
it. In addition, a ‘normalising’ of bottle refusal as a natural response by a baby could help

mothers to frame it more positively.



Presentations

Harris, J, Germain, J, Maxwell, C, Mackay, S (2018) Online research methods: the world
at our fingertips? Public Health Institute, Liverpool. (Oral presentation and workshop)

Maxwell, C (2018) Exploring mothers’ experiences of bottle refusal by their breastfed
baby. Infant feeding: policy, politics and best practice, Royal Society of Medicine,
London. (Oral presentation)

Maxwell, C (2018) ‘Transferring research findings into practice: UK Mothers’
experiences of bottle refusal by their breastfed baby’. Masterclass in Health Research,
Liverpool John Moores University. (Oral presentation)

Maxwell, C (2017) 3 minute thesis: Mothers’ experiences of bottle refusal by their
breastfed baby, Liverpool John Moores University. (Oral presentation) (LIMU Faculty
winner)

Maxwell, C (2017) Mothers’ experiences of bottle refusal by their breastfed baby: A
mixed methods study. Midwifery Research Conference, Liverpool John Moores
University. (Oral Presentation)

Maxwell, C (2017) A UK online survey investigating mothers’ experiences of bottle
refusal by their breastfed baby, Royal College of Midwives Conference, Harrogate.
(Poster).

Harris, J, Maxwell, C, Germain, J, Mackay, S (2017) Should we be using online
methods? Faculty Research Conference, Liverpool John Moores University. (Oral
presentation).

Maxwell, C (2016) An online survey investigating mothers’ experiences of bottle refusal
by their breastfed baby, Royal College of Midwives Conference, Telford. (Poster)

Maxwell, C (2016) | loved breastfeeding but...” An online questionnaire investigating
UK mothers’ experiences of bottle refusal by their breastfed baby, Festival of Research,
Liverpool John Moores University (Poster) (winner).

Publications

Harris. J., Germain. J., Maxwell. C & Mackay, S. (co-authors) (2018) “Send Nudes”:
Barriers to research recruitment online (under review)

Germain.J., Harris.J., Mackay. S & Maxwell. C. (co-authors) (2017) Why Should We Use
Online Research Methods? Four Doctoral Health Student Perspectives, Qualitative
Health Research. 28, 1650-1657.

Appointments

Technical Advisor (infant feeding and maternity), WHO Collaboration Centre, London.



Acknowledgements

| would firstly like to thank the mothers who gave their time to participate in this
research and who shared their experiences with me. | would also like to thank my
husband Dave for his patience and support, my son Joe for being a great motivator
throughout, and my son James (my bottle refuser), who has observed me undertaking

this PhD for half of his life with only minor complaint.

| would like to thank Liverpool John Moores University for giving me the opportunity to
undertake my PhD full time, which allowed me to immerse myself in my research and

become a student again for the last three years.

| would like to thank my supervisor Valerie Fleming for your support and feedback
throughout, and Kate Fleming and Michelle Beacock for providing the same, when under
no obligation to do so. | would also like to acknowledge the OMG (online methods group)
who have provided an endless supply of advice to me. In addition, | would like to thank
Elaine Aspinwall-Roberts (my PhD twin), for her constant ability to look interested when

listening to me discussing bottle refusal by breastfed babies during the last three years.

Finally, | would like to thank my Director of Studies, Lorna Porcellato, for being a great
role model, for being endlessly enthusiastic about my study, and for introducing me to

a number of excellent places to eat in Liverpool during the last three years.



Contents

ADBSTIACE ...ttt ettt et h e s bt sttt e b e bt e b e e s he e eae e et e et e e reen i
Presentations............oooiiiiiiiii e e e s ii
PUDBIICAtIONS ...ttt et s e bt e e s b e e be e e sabeesbeeesareean ii
APPOINEMENTS.....coiiiiiiiiee e e e e e e st e e e e e e e s abaaeeeeeeeessanbasaeeaeeseessassennnaeeesennns ii
ACKNOWIEAZEMENES ... e e e et e e e s eate e e e s ebtae e e entaeeesntaaeeaans iii
CONTENTS. ....coiiiiiii it e e e s s e e e s a e e s ba e e s s ra e e s s iv
LISE Of FIBUIES ... e e e st e e st b e e e s baeeesaasaeeessnsaeeeesnnreeen ix
List Of £aDIES.......cooeiiiee ettt e s be e b s X
ADBDBrEVIAtioNS .........ooiiiiiii ettt b e b et sane e xi
Chapter 1 — INtrodUCHION..............ooooiiiie ettt e e e e re e e e ebae e e e e aree e e eanees 1
1.2 INErOAUCEION ...ttt e e st e st e e s bt e e s bt e ssabeesareesabeeesareenas 1
1.2 Background and CONLEXL ...........ccccciiiiiiiiie ittt e e e sbee e s e sree e e e nanes 1
1.3 Aim of the research and research qUestions...............ccccceiviiii e 4
1.4 Rationale for the research ..............cocoo oo 5
1.5 Overview of the research approach ...............ccoooiii e 5
1.6 Position of the researcher...............cocooiiiiiiiii e 7
1.7 Contribution to reSearch.............oooooiiiiiii e 8
1.8 Overview of the thesis ...........cociiiiiiiiiiii e 10
Chapter 2 — Literatur@ REVIEW ............cooouiiii ittt e ettt e e ate e e e eate e e e eateee e entaeaeeans 12
2.1 INrodUCHION.......coiiiiiiiii e s s 12
2.2 Literature review frameWork..........ccocooiiiiiiiienieec e e 12
2.3 Aim of the literature reVIEW ............c.cooceiiiiiiiiiieeeeeeee e e 13
2.4 Literature search Strategy ... 13
2.4 Benchmark data ..........ccoooiiiiiiiii e e e 16
2.5 Defining Infant feeding practices............ccuove i e 17
2.6 Infant feeding practices inthe UK ..o 19
2.6.1 How UK mothers feed their babies ...............ccccooiiiiiiiiiii 19
2.6.2 Maternal socio-demographics and infant feeding practices ...............cccceeeiieens 20

2.7 Potential influences on infant feeding practicesinthe UK ..................ccoiiiiininnn. 21
2.7.1 The UK: a bottle feeding/formula feeding culture...........c...c..ccooevvveveeveeneeecreennn, 21
2.7.2 The UK Baby Friendly Initiative (BFI)...........cccooeeiiiiriiieeiee et 23

2.8 Combining breastfeeding with bottle feeding ...............cccccooeiiiiiii e, 30



2.8.1 Evidence to ‘delay’ introducing a bottle to a breastfeeding baby until

breastfeeding is established .................coo i 30
2.8.2 The impact of bottle feeding on breast feeding - nipple confusion......................... 31
2.8.3 The impact of supplementary feeds by bottle on breastfeeding........................... 36
2.9 The context surrounding why UK mothers introduce a bottle to a breastfed baby...... 39
2.9.1 Why UK mothers express breastmilk ...............cccooceiiiiiiiiiiiii e, 40
2.9.2 Reasons why UK mothers cease to breastfeed and reasons why healthy breastfed
babies receive supplementation...............ccocciiiiiii i 41
2.10 Bottle refusal and weaning from breastfeeding ..............ccccovveiviviiiiiiiiiiiice e, 44
2.10.1 Bottle refusal.............cooiiiiiiiii e e e e 44
2.10.2 Weaning from breastfeeding...............ccccooeciiiiicciiie e 46
2.10.3 The use of bottles/teats as a method to overcome bottle refusal ....................... 49
2.10.4 Non-nutritional properties of breastfeeding .............ccccoovveviiiiiiiiiiieeee e, 51
2.11 Theories, concepts and models underpinning infant feeding ..............c..cccoeevverinnnnn. 54
2.12 CONCIUSION ..ottt ettt st st et b e bt e s bt e sateeabeebeenbeesaeesaneeaee 57
2.13 Conceptual FrameWOrK............oooi ittt e e e etae e e e b e e e e naeee s 58
2.14 Theoretical framework — Socio-ecological model...............cccoeeiiiiiiiiiiicee e, 60
Chapter 3 —=MethodoOIOgY ...........cooiiiiii e e e e e e aaaee e eans 65
BLLINTrOTUCTION ...t s s st 65
3.2 Philosophical underpinning ..............cc.oooiiiiii e e e 65
3.3 Research design - mixed methods research.................ccoooiiiiiiiii e, 67
3.4 Generic Qualitative ReSEArch ..............ooiiiiiriiiiieee e 73
3.5 Data Collection Methods .............c.cooviiiiiiiiriieee e e e 75
3.5.1 Online QUESEIONNAITE .......cooueiiiiiiiiiiee e e e e 76
3.5.2 Semi-structured iNterVIEWS............c.ooviiiiiiiiiiiee e e e 78
3.5.3 INtErvieW MOMES..........cooiiiiiieiiie e 80
3.5.4 0NliNe fOrum POSES......cccuviiiiiiiie et e e e s ear e e e srtaeeeean 84
3.6 SAMPIING STrateies .......coocuviiiiieee e e e e e 87
3.6.1 Online qUESLIONNAITE.............ooiiiiiiieeee e e e e e e e e e e e eanraaees 87
3.6.2 Semi-structured INEErVIEWS ............ccooriiiiiiiiiiiiee e e e 88
3.6.3 ONliNE fOrUM POSTES......ccuiiiiieiiiie ettt e e et e e e e ette e e e eare e e e eateeaesenteeaeeans 90
3.7 DAata ANAIYSIS ......evieieeiiieeecee e e e e e e e s r e e e e b re e e e abaeeeearreeeenraes 91
3.7.1 Online QUESHIONNAIIE .......cooueiiieiieeeeeee et e s 91
3.7.2 Semi-structured interviews/forum posts — studies two and three......................... 92
3.7.3 Final integration of studies ............ccccoevviiiiiiiciie e 98
BUB ETIICS ... be e e snee e sre e e sareeas 98



3L TrUSTWOITRINESS. .....eeniiiiiieeeeee et e e e ettt e e e e e et bbb s eeesesassaaaeseeesesssans 103

3.10 CONCIUSTON ...ttt ettt e et e e st e e be e e bt e e sbeeesabeesabeesaneeesabeeeneeas 106
Chapter 4 - An online questionnaire exploring mothers’ experiences of bottle refusal by their
breastfed baby (STUAY ONE)..........c.coooiiiieeeece e 107

4.1 INErOAUCHION.....couiiiiiieeie et ettt sar e s bt e e s e e sbe e e areesneeesabeeeans 107

4.2 Study aim and research qUESHIONS..............ccuviiiiiiii i e 107

4.3 StUdy PartiCiPants ...........oooociiiiiiiic e e et e e erra e e e e ertaeeeeans 107

4.4 Questionnaire design and development ...............cccocciiiiiiiiie e 109

4.4.1 Defining bottle refusal .............ccueiiiiiiiic e 110
4.4.2 Question development ................coooviiiiiiiiii s 111

A5 PIlOt STUY ... et e e et e e e e bte e e e e bte e e s ebteeeesntaeeeertaeaeaans 119

4.6 RECIUILMENT ...t s esmee e seneeeans 120

4.7 DAata ANAIYSIS ........ooeeiiiiee e e e et e e e ate e e e ertaeeeenrraeaeeans 123

4.7.1 Data screening and COAING...........ccovvuiiiiiiiiie e e e e e 123
4.7.2 MISSING VAIUES .....cooeiiiiiieiiie ettt ettt e e e bee e s s e e e s ee e e snbeeeeenanees 123
4.7.3 Coding of the variables ‘eventual acceptance’ and ‘refusal’..................cccoeee.... 123
4.7.4 Conversion of age and time related data................ccccoeeeiieiiccin e, 123
4.7.5 Coding of Job title.........ccoouiiiiiiie s 124
4.7.6 Merged and recoded data.............ccccuviiiiiiiiii i 124
4.7.7 Data Not ANAlYSEd ..........cooiiuiiriiieee ettt e e e e e e e e braaa e e e e e eeennnes 124
4.7.8 Qualitative data analysis..............cccocciiieiiiiiii e s 125
4.7.9 Tests used for preliminary and further analysis ..............cccccoeeiiiiieciic e, 125
BB RESUILS ...ttt ettt ettt et e 126
4.8.1 Demographics and background data................ccccoooiiiiiiiii 126
4.8.2 Reasons why mothers wanted to introduce a bottle to their breastfed baby ..... 129
4.8.3 Intended frequency to feed by bottle if accepted ..............ccoeeiiiieciiiiicee, 131
4.8.4 Age of baby at mothers’ first attempt to introduce a bottle................................. 131
4.8.5 Methods used by mothers to facilitate bottle refusal.................ccccoveriinnnnnnn 132
4.8.6 Length of time taken to eventual acceptance..............cccccoveiiviiiei e, 134
4.8.7 Age of baby at eventual acceptance...............cccoeeeiiiiiiicciiee e 135
4.8.8 Advice/support for mothers experiencing bottle refusal.............c..cccccveevvenennnn. 135
4.8.9 Impact of bottle refusal upon breastfeeding experience...............ccccceeeunnnrnnnn.n. 136
4.8.10 Hindsight — can bottle refusal be prevented?..............cccooiiiiiiiicciiec e, 137
4.8.11 Demographics and refusal/eventual acceptance...............cccceeeevieereenrienreenneenen. 138

4.8.12 Awareness and previous experience of bottle refusal and refusal/eventual
ool =] o] -] o Lol = PP UPPUTPPRPPPPPRE 138

Vi



4.8.13 Intended frequency to feed if accepted and refusal/eventual acceptance........ 139

4.8.14 Age of baby at first attempt to introduce a bottle and refusal/eventual

ACCEPIANCE ... 140
4.8.15 Impact upon breastfeeding experience and refusal/eventual acceptance ........ 140
B9 DiSCUSSION ......eeiiiiiiieeeiiieee ettt e ettt e s st e e s sb et e e s sb e e e s sabaeeessabeeeesabeeeessaneneessaneeeessannneessans 141
4.10 Limitations of the study ............coooiiiiiiiiiic e 153
4,11 CONCIUSTONS .....cuiiiiieiieie ettt ettt b e b st st e et e sbeesaeesane e 154
Chapter 5 - An exploration of mothers’ experiences of bottle refusal by their breastfed baby
using semi-structured interviews (StUdY tWO) ..........cccoeeiiiiriii i 156
DL INErOdUCTION.......ciiiiiiiiii ettt et st e st e st e s bt e e sabeesbeeesareenas 156
5.2 Study aim and research qUESLIONS................cocoviiiiiiiiii e 156
5.3 Interview schedule design and development ...............cccoeeiiiiiiicciee e 156
LI ] (o ] T 1 PSSP 158
5.5 Study participants and recruitment................ccccoiiriii i 158
5.6 Data @nalySis.........coociiiiiiiiii e e e e et e e e et e e e e e araee e e aaraes 161
LT A o1 T [ Y- PR 162
B5.7. 1 StUAY SAMPIE ... e e e bbb e e e earaee s 162
5.7.2 Theme 1: Finding a breastfeeding - life balance ...............cccccoiiiiiiiniicn e, 163
5.7.3 Theme 2: Finding @ SOIULION...........coviiiiiiiic e 167
5.7.4 Theme 3: Using bottles: it’s a taboo subject .................cccooreiiiiiiiiiccee e, 173
5.7.5 Theme 4: The CONSEQUENCES .............oeeeeiuiiieeeiiieeeecieeeeecteeeeeereeeeseraeeeessreeesensseeens 175
5.7.6 Theme 5: Why do they refuse?............oooviiiiiiiiiiiiiie e e 182
5.8 DISCUSSION .....coviiiiiiiiiiiiiiicitc e 187
5.9 LIMItAtioNS ....cooiiiiiiiii e 199
5.10 CONCIUSIONS .......ooueiiiiiiiiiti ettt sttt ettt e b e s bt e sat e st e s bt e be e bt e s bt e saeeeateenbeeseens 200
Chapter 6 - An exploration of mothers’ experiences of bottle refusal by their breastfed baby
using online forums (StUdY three) ............cooviiiiiiiiiicc e e e 202
6.1 INTrOTUCTION ...t s 202
6.2 Study aim and research qUESEIONS...............cccooooiiiiiii e 202
6.3 FOrUM POSt BUILE ......ooeiiiiieeee e e e e e et e e e e e e et e re e e e e e e e sennnraneees 202
6.4 Sampling of online fOruMS..............oooiiiiiii e s 203
6.5 Selection and capture of online threads and posts ...............cccccceiiiviiiiecciie e, 205
6.6 DAta ANAlYSIS ..........oeiiiiiie e e e e e e e e e e bt aaeees 207
6.7 FINAINGS......oooii i e e e e e e e e e s et ee e e e e e e e e s nnataeeeeeeeeesannrraaeees 208
6.7.1 Theme 1: | want my baby to have a bottle because... .........cccccovviiiiiiniininnnnn. 209
6.7.2 Theme 2: There’s no magic answer, but try this....... ........cccocooiiiiiiiiiiin 213

vii



6.7.3 Theme 3: You can work round bottle refusal - they don’t need one..................... 223

6.8 DISCUSSION .....oeiniiiiiiiiiee ettt e e st e e st e e s s anr e e e s s nr e e e s eeaneee e sanreeeeennnens 225
6.9 StUdy LIMItationsS..........coooiiiiiiiiiee et e e 235
6.10 CONCIUSTON ...ttt st sttt ettt e s bt e s e s s b e b e e nbeennees 236
Chapter 7 - Integrated findiNgs...........cooviiiiiiiiiii e e 237
2 1 4 e Te [F ot T o FO O TP P PP VPR UPROP 237
7.2 Integration of fiNdiNgS...........ooooiiiiiiii e 238
2% 5 R 1 1T T ] o] o Y- 1ol o (T 238
7.2.2 THE PrOCESS .......oeeeeetiieeeeiteeeeectteeeeeitaeeeeittaeeeeaatteeesssaeeesansaeeesassseeesanssneesanssaeesanssneens 239
7.3 Ensuring rigour during the process of interpretation of the findings .......................... 243
T A DISCUSSION ....coeiiiiiiiiiiee ettt ettt e et e e st e e e s eabe e e e e s bee e s sambeeessanbeeesesaneeeesanreeesennnes 244
7.5 CONCIUSION ...ttt b e st s et esbe e s bt e saeesate et e e beenbeeaneas 266
7.6 KBY MBSSABS. ... 266
Chapter 8 — Conclusions and recommendations..................ccccveeiiiiiieccciee e 269
8 L INErOTUCEION.......uiiiiiiieeee ettt e e st e et e st e e s sateesbeeeaee s 269
8.2 Enhancing understanding through the conceptual and theoretical frameworks........ 269
8.3 CONCIUSIONS ...ttt ettt b e st sttt e et e e sbe e s bt e saeesareeabeebeenbeeanees 272
8.4 Strengths and limitations of the overall programme of research................................ 274
8.5 Research recommendations for practice ............cccvveeeiiiiiiiiiiiieeee e, 276
8.6 Recommendations for further research...............cccccoviiiiiiinineee, 279
8.7 REFIECHION ... 281
8.8 CoNCIUAING reMaArKS............oooiiiiii e e e 282
REFEIENCES ...ttt e b e bt s ae e st s b e e sbe e sbeesaeesaeesane e 285
Appendix A Glass notice board mind Maps...........ccoccciviiiiiiiiiciiiieee e 320
Appendix B Screenshot of examples of coding .............cccovviiiiciiiiiiiiiii e 321
Appendix C Participant information sheet: online questionnaire...................cccccccceiee. 322
Appendix D Participant information sheet: Interviews..................cccocceeeeiiieiiiiiee e, 324
Appendix E Consent form: INTerVIEWS ..............cc.eoiiiiiiii ittt 326
Appendix F Risk assessment fOrm ............ccccoovciiiiiiiiiii e 327
Appendix G Online QUESLIONNAITE.............c..oeiiiiiiii i ere e e e saaeeeeeaes 329
Appendix H Age conversion Strategy...........ccueeveiiiiiiciiiieee e 339
Appendix | Notes from pilot study focus roup .............cccovveireiiiiiicciiee e, 340
Appendix J Coded, and merged and recoded categories.............ccccccceeerrciieeiiiiiieeccieeeeenns 342
Appendix K Coding and theming for ‘Other’ reasons to introduce a bottle ...................... 343
Appendix L Interview schedule.............ccccviiiiiiii e 344
Appendix M FOrum post SUIAE ............coooviiiiiiiiiei ettt e s srane e eans 346


file://///JMU.AC.UK/PFS/HS03H/STORE02/HS044780/research/PhD/Thesis/Full%20drafts/Final%20thesis%20plain%20text.docx%23_Toc2762762
file://///JMU.AC.UK/PFS/HS03H/STORE02/HS044780/research/PhD/Thesis/Full%20drafts/Final%20thesis%20plain%20text.docx%23_Toc2762763
file://///JMU.AC.UK/PFS/HS03H/STORE02/HS044780/research/PhD/Thesis/Full%20drafts/Final%20thesis%20plain%20text.docx%23_Toc2762764

List of
Figure 1.
Figure 2.
Figure 3.
Figure 4.
Figure 5.
Figure 6.
Figure 7.
Figure 8.
Figure 9.

Figure 10

Figure 11.
Figure 12.
Figure 13.
Figure 14.
Figure 15.
Figure 16.
Figure 17.
Figure 18.
Figure 19.
Figure 20.
Figure 21.
Figure 22.
Figure 23.
Figure 24,

Figure 25.

baby

Figure 26.

Figure 27.

figures

Overview of research design

Prevalence of UK exclusive breastfeeding, IFS 2010

Feeding methods 6-8 weeks, England, 2017-2018

Conceptual framework

Socio-ecological model

Mixed methods sequential design

Data collection methods

Sampling strategy for forums, threads and posts

Screenshots of demographic questions

. Screenshots of background questions

Screenshot of reasons for introduction of bottle

Screenshot of how often mothers to feed from bottle if accepted
Screenshots of age and time-related questions

Screenshots of method-related questions

Screenshots of support/advice related questions

Screenshot of impact related question

Screenshot of hindsight question

Maternal residence by UK region

Age in weeks of baby at first attempt to introduce to a bottle

Word Cloud depicting bottle brands used by mothers

Age in weeks baby eventually accepted bottle
Themes —study two

Themes — study three

Sequential mixed methods design

Overarching themes — programme of research

Length in weeks of time taken for baby to eventually accept a bottle

Word cloud Mothers’ reasons for introduction of a bottle to their breastfed

19

20

60

64

71

76

90

112

113

114

115

115

117

118

118

119

127

132

134

134

135

162

209

208

239

242



List of tables

Table 1. Literature review - search strategy and sources searched 15
Table 2. IYCF infant feeding practices and how they are referred to in the literature 18
Table 3. UNICEF Ten Steps to Successful Breastfeeding 24
Table 4. Methods used by US mothers to transition from breast to bottle feeding 48
Table 5. Evidence supporting bottle/teats marketed for breastfeeding babies 50

Table 6. Application of stages of programme of research to adapted quality framework for

MMR 104
Table 7. Demographics/background data and bottle refusal/eventual acceptance 127
Table 8. Reasons why mothers wanted to introduce a bottle to their breastfed baby 129
Table 9. Mother’s intended frequency to feed from a bottle if accepted 131
Table 10. Comparison between methods used and methods that worked 133
Table 11. Comparison between advice sought and advice that was helpful 136
Table 12. Impact of bottle refusal upon breastfeeding experience 137
Table 13. Hindsight to prevent bottle refusal 138

Table 14. Intended frequency to feed from bottle if accepted and median length of time

to eventual acceptance 140
Table 15. Interview sample: semi-structured interviews 160
Table 16. Online forum inclusion/exclusion criteria 203
Table 17. Selected forums 205
Table 18. Thread and post selection 207
Table 19. Key findings from the three studies 241
Table 20. Application of criteria for interpretive rigour 243
Table 21. Key messages 267



Abbreviations

BC Babycentre

bf Breastfeeding

BFHI Baby Friendly Hospital Initiative
BFI Baby Friendly Initiative

BPS British Psychological Society

CASP Critical Appraisal Skills Programme
Cl Confidence interval

Y] Childminder

DD/dd Dear daughter

DH Department of Health

DS/ds Dear son

EBM Expressed Breastmilk

ff Formula feed

GQR Generic Qualitative Research

IFS Infant feeding survey

IPA Interpretative Phenomenological Approach
IQR Interquartile range

IYCF Infant and Young Children Feeding
LO/lo little one

Mdn Median

MMR Mixed methods research

MN Mumsnet

N/n Number

NCT National Childbirth Trust

NHS National Health Service

NICE National Institute for Health and Care Excellence
NM Netmums

OH Other half

Xi



OMG
ONS
PHE
pnd
RCM
RCN
RCPCH
RCT
RR

rre

SEM
TA

UK
UNICEF
us

WHO

Online Methods Group

Office for National Statistics
Public Health England
Postnatal depression

Royal College of Midwives
Royal College of Nursing

Royal College of Paediatrics and Child Health
Randomised Controlled Trial
Risk ratio

Response rate

Socio-ecological model
Thematic analysis

United Kingdom

United Nations Children’s Fund
United States

World Health Organisation

xii



Chapter 1 — Introduction

1.1 Introduction

This programme of research aimed to explore UK (United Kingdom) mothers’
experiences of bottle refusal® by their breastfed baby, to gain an understanding of the
scenario. The knowledge generated by this research contributes to the literature
surrounding infant feeding, and ultimately informs practice. This chapter will provide
the background and context to bottle refusal by breastfed babies. It will discuss the aim
of this programme of research, the research questions developed, and the rationale
behind the research. An overview of the research approach will be given and the
position of the researcher will be explored. In addition, the contribution to research will
be considered. This chapter concludes with an overview of the subsequent chapters in

the thesis.

1.2 Background and context

The UK has one of the lowest breastfeeding rates in the world (Victora et al. 2016).
Despite 81% of UK mothers initiating breastfeeding, less than 1% of mothers exclusively
breastfeed (McAndrew et al. 2012), to the WHO (World Health Organisation)
recommended six months (WHO 2001). The UK has been described as a ‘bottle feeding
culture’ (Dykes 2006; Renfrew et al. 2007), and a ‘formula feeding nation’ (Brown 2015).
Such descriptions are effectively borne out by data from the 2010 Infant feeding survey
(IFS) showing that 80% of UK mothers have fed their baby with a bottle by 4 -10 weeks
of age (McAndrew et al. 2012). Thus, a picture is painted of the majority of babies within
the UK feeding by bottle rather than breast. For one group of mothers however,
circumstances are very different. They are breastfeeding and when they wish to
introduce a bottle to their baby, the baby refuses to accept it. Little is known about
bottle refusal by breastfed babies, however online discussions within UK parenting
forums illustrate thousands of posts and threads in relation to the issue e.g.
(Babycentre.co.uk; Mumsnet.com). In addition, YouTube contains thousands of videos

in relation to breastfed babies refusing a bottle, which in turn elicit hundreds of

1In the case of a healthy, well baby.



thousands of online views, e.g. https://www.youtube.com/watch?v=glusa0o9mRE

(YouTube.com). Furthermore, hundreds of posts are evident in UK breastfeeding
Facebook groups concerning bottle refusal by breastfed babies. Although it is not
possible to ascertain prevalence from this information, it strongly indicates that bottle

refusal by breastfed babies is not uncommon among breastfeeding mothers.

References to bottle refusal by breastfed babies in current literature are limited.
Furthermore, there is no single definition of bottle refusal by breastfed babies. Neifert
et al. (1995) refers to it as ‘nipple confusion type B’, whilst Egan (1988) refers to it as
simply ‘nipple confusion’. A review of the literature identified only one study in relation
to bottle refusal, a PhD thesis undertaken with six mothers in 1988 in the US (United
States) (Egan 1988). A search of the literature identified no published papers in relation
to this thesis. Although Egan’s study gives some insight into the scenario, its findings

and conclusions are now dated in relation to current UK infant feeding practices.

Few studies have focused exclusively on why mothers combine bottle feeding with
breastfeeding. However a mother’s return to work (Gatrell 2007; McAndrew et al. 2012;
Skafida 2012; Johns et al. 2013), her need for a break (Ryan et al. 2013; Crossland et al.
2016), and wanting to spend time with other children (Andrew and Harvey 2011), have
been cited. In addition, a dislike of feeding in public (Johns et al. 2013), physical pain
(Lee and Furedi 2005), and tiredness (Mclnnes et al. 2013) have also been reported.
Online discussions illustrate the decision for some breastfeeding mothers to introduce
a bottle can be complicated by illness, hospitalisation, or by taking medication contra-
indicated in breastfeeding. Such circumstances can present further challenges to

breastfeeding mothers when their baby refuses a bottle.

Owing to the lack of evidence surrounding the subject of bottle refusal by breastfed
babies, it is difficult to determine what mechanisms mothers are using in order to try to
introduce a bottle. Online discussions suggest a range of strategies such as using
expressed breastmilk (EBM) in a bottle, asking someone else to feed the baby, trying
different bottles and teats, and going ‘cold turkey’ (Babycenter.com; Netmums.com).

Egan (1988) described mothers putting sugar on the teat, trying different teats and

2
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formulas, and stopping breastfeeding entirely. Due to a paucity of knowledge
surrounding the scenario of bottle refusal, methods appear to be anecdotal and un-
evidenced. In addition, there seems to be little discussion or advice in relation to

mothers continuing to breastfeed and ‘managing alongside’ their baby’s bottle refusal.

It is clear that large numbers of mothers are consulting online sources of support in
relation to bottle refusal by their breastfed baby. However, little is known about the
nature of the advice and support mothers receive online. In addition, other mechanisms
of advice and support for mothers, particularly concerning health professionals, are
unknown. Health professional recognition of bottle refusal may be limited due to a lack
of literature and evidence. This was evident in Egan’s study, and led to poor support for
mothers (Egan 1988). Furthermore, advice regarding the introduction of a bottle to a
breastfed baby may present a potential dilemma to those who have a role in promoting
and supporting exclusive breastfeeding (Battersby 2014; Trickey and Newburn 2014). In
essence, although mothers appear to be accessing online support in relation to their
baby’s bottle refusal, the content of this support, and support from others is as yet

undetermined.

How bottle refusal impacts upon mothers is uncertain due to a lack of evidence. Egan
(1988) found bottle refusal affected family life, and that the mother’s relationship with
her spouse suffered. Mothers also experienced frustration, anger and resentment with
potential financial and career implications (Egan 1988). In addition it has been mooted
on online forums that some mothers will not breastfeed again if they have another baby
due to the experience of bottle refusal being so negative (e.g. Breaking Mom on
Reddit.com 2015). This would deny both mother and baby the health benefits

breastfeeding brings.

Physical consequences may occur if a mother decides to go ‘cold turkey,” a phrase used
frequently on online forums to describe mothers who cease to breastfeed until their
baby accepts a bottle. Not only could this be detrimental to a baby nutritionally (Staub

and Wilkins 2012), physically it could lead to engorgement and mastitis in the mother as



she has undergone an acute cessation of feeding rather than the advised gradual process

(Noonan 2010).

Why breastfed babies refuse to feed from a bottle is difficult to determine. The ‘non-
nutritional’ properties of breastfeeding are a potential contributor, as are the
differences between the mechanics of bottle and breastfeeding. However, why mothers
themselves think their breastfed baby refuses a bottle is an important yet unknown

entity.

This research has evolved from a significant gap in knowledge regarding bottle refusal
by breastfed babies, which appears to affect a number of breastfeeding mothers in the
UK. Although online sources provide a picture of the scenario, this is anecdotal and to
an extent fragmented. Moreover, the only substantive study on the topic was
undertaken three decades ago in the US (Egan 1988), with dated findings that are not
wholly applicable to the present day UK context. This programme of research, therefore,
intends to explore mothers’ experiences of bottle refusal by their breastfed baby in

order to provide a greater understanding of the scenario.

1.3 Aim of the research and research questions

The aim of this mixed methods research was to explore mothers’ experiences of bottle
refusal by their breastfed baby, with a view to providing an understanding of why
mothers wished their breastfed baby to feed by a bottle, how they managed bottle
refusal, and the support they received whilst experiencing it. In addition, an
understanding of the potential impact of bottle refusal on mothers, and why mothers
believe their baby refuses a bottle would be generated. The following research

guestions were developed in order to answer the research aims:

1. What is the context surrounding why mothers want their breastfed baby
to feed from a bottle?

2. How do mothers manage bottle refusal?

3. What support do mothers receive when experiencing bottle refusal?

4. What is the potential impact of bottle refusal?



5. Why do mothers think their breastfed baby refuses to feed from a

bottle?

1.4 Rationale for the research

At present, bottle refusal by breastfed babies appears to have limited UK recognition,
with knowledge of mothers’ experiences being heavily reliant on anecdotal evidence via
online discussions. From these online discussions, it appears that the scenario is not
uncommon, and has the potential to affect mothers physically, psychologically, and
financially. Evidence is needed to show that bottle refusal by breastfed babies is a valid
concern for mothers, and by undertaking this research the scenario will be afforded
recognition as a potential challenge of breastfeeding. By legitimising the scenario of
bottle refusal, mothers will be given a ‘voice’ concerning their experiences, which at
present are almost non-existent when consulting infant feeding literature. Furthermore,
by generating an understanding of mothers’ experiences of bottle refusal, this has the
potential to enhance the support mothers receive, and enable them to experience the

scenario more positively.

1.5 Overview of the research approach

This programme of research used a Socio-ecological model (SEM) (McLeroy et al. 1988)
as a theoretical framework to explore mothers’ experiences of bottle refusal. It
employed a mixed methods sequential design with the priority given to qualitative data
(see figure 1). It comprised of three studies exploring mothers’ experiences of bottle
refusal by their breastfed baby. Ethical approval was gained from the local University
ethics committee. An online questionnaire containing open and closed questions was
initially completed by 841 mothers. Semi-structured interviews were then undertaken
using telephone, SKYPE, FaceTime or face to face with 30 mothers. All mothers who had
completed the online questionnaire and interviews had experienced bottle refusal by
their breastfed baby in the last five years. Lastly, 597 mothers’ posts in relation to bottle

refusal were captured from three UK parenting forums.



Figure 1 Overview of research design

Study 1 (quan)

Online questionnaire
with mothers

N =841

Study 2 (QUAL) Study 3 (QUAL)

Online forum posts by
mothers

Semi-structured
interviews with
mothers

N =597

N =30

Each of the three studies were analysed separately. Online questionnaire responses
were imported directly into SPSS v 23.0 and preliminary analysis was undertaken using
descriptive statistics. Further analysis was undertaken to explore associations and
differences between bottle refusal/eventual acceptance and independent variables.
Interviews were transcribed verbatim and imported into NVivo 11 (QSR 2015). Online
forum posts were imported directly into NVivo 11 using NCapture (QSR 2015).
Qualitative data were analysed using a six stage approach to thematic analysis (TA) as
described by Braun and Clark (2013). A final integration of the findings of the three
studies was undertaken using a narrative approach of ‘weaving’ as described by Fetters
et al. (2013). From this, five overall themes emerged linked to the research questions.
In order to ensure a transparent process of trustworthiness, each stage of the research
was mapped against a mixed methods quality framework (Tashakkori and Teddlie 2010).
The process for the final integration of all three studies was mapped against a set of

criteria for interpretive rigour (Tashakkori and Teddlie 2009).



1.6 Position of the researcher

Upon commencement of this research, | reflected upon the multiple positions |
congruously held, and how they could shape and influence the undertaking of it. | am a
registered midwife and midwifery lecturer, | am also a mother who has breastfed my
own children and experienced bottle refusal with one of them. In essence, | had
experiential knowledge of the scenario of bottle refusal, and had accrued quite
extensive professional knowledge of infant feeding practice and theory over the years.
This knowledge and experience provides an essential underpinning to the research. | am
also aware however, that this knowledge and experience could ‘frame’ the study,

potentially affecting its exploratory nature.

To ensure that the study was not adversely influenced by my own knowledge and
experiences, | employed a number of practices. These included consulting a colleague
who is an infant feeding expert to peer review the three studies for any potential biases,
particularly in relation to my interpretation of the findings. The conceptual framework |
had developed enabled me to focus on what was important and meaningful to the study,
and was an aid memoire to refocus if need be. In addition, the application of a SEM as a
theoretical framework ensured | explored mothers’ experiences from a broad context.
However, the most important practice | employed was the undertaking of a process of
self-reflection and reflexivity throughout. This is evident explicitly within the thesis in
the form of ‘reflective’ and ‘reflexive stop offs’ taken from a reflective diary | used during
my three years of study. The reflective stop offs enabled me to explore my thoughts
concerning different events and stages during the research, whilst the reflexive stop offs
detailed how | acted upon the reflections | made. This process enabled me to view the
programme of research from a researcher position, which | considered was my primary
position. It did not dismiss my other positions however, and as is evident within the stop
offs, | was able to utilise my knowledge as a midwife and experience as a mother to
enhance the research. In essence, | employed a process of ‘critical subjectivity’ (Reason
1988, p.45), whereby my existing knowledge and experiences were neither supressed

nor allowed to overwhelm the programme of research.



1.7 Contribution to research

This programme of research is the first of its kind to explore UK mothers’ experiences of
bottle refusal by their breastfed baby. It turn it has provided a unique insight into the
mothers’ experiences, and its findings can make a valuable contribution to infant

feeding knowledge and practice.

The findings reveal a detailed picture of the reasons UK mothers wish their breastfed
baby to bottle feed. Few studies have previously focused on this, and none have been
undertaken in such depth with so many mothers. Reasons range from ‘mundane’
activities such as food shopping, taking a bath and having a haircut, to challenging
situations such as maternal illness/hospitalisation, jury service and wanting to attend a
job interview. These findings illustrate that the individual circumstances of
breastfeeding mothers can be complex, and need to be taken into consideration by

those supporting breastfeeding mothers who are experiencing bottle refusal.

The findings also reveal that the context surrounding bottle introduction is influenced
physically, psychologically and socio-culturally. They highlight the competing demands
made on mothers in contemporary UK society whilst they are breastfeeding. They also
depict the UK environment as one where breastfeeding is not the norm, and where a
bottle feeding culture prevails. These findings add to the growing body of evidence that
infant feeding is a multi-faceted practice, which is strongly influenced by the

environment a mother resides in.

The research findings provide a unique and detailed insight into the methods UK
mothers use to manage their baby’s bottle refusal. These methods have not been
investigated in such detail previously, either in the thesis undertaken by Egan (1988), or
by studies exploring weaning from the breast. The current research depicts mothers
going to great lengths to ‘solve’ bottle refusal, at times employing practices that are
potentially hazardous to their own, and their baby’s health. It also illustrates that bottle

refusal is not easily solvable, and for some mothers it can persist permanently.



Results from study one (the online questionnaire) evidence that timing of bottle
introduction, intended frequency to feed by bottle, previous experience of bottle refusal
and impact on breastfeeding experience are associated with bottle refusal/eventual
acceptance. This research is the first to investigate and subsequently find such
associations. These research findings generate valuable knowledge concerning the
management and impact of bottle refusal that can be transferred to mothers and those

supporting them, providing a more realistic picture of the complexity of the scenario.

The research findings show current support for mothers experiencing bottle refusal by
their breastfed baby is not helpful, particularly in relation to health professionals. This is
similar to findings from Egan’s study (Egan 1988), with both studies showing support to
be hindered by a lack of recognition and knowledge of bottle refusal. However, this
research differs from Egan’s in that support is found to be affected by a bias towards
breastfeeding, and by bottle feeding being viewed as a ‘taboo’ practice. Furthermore,
the ‘withholding’ of information by health professionals concerning bottle refusal is also
described by mothers. These findings expand those described by Egan, and highlight the
need for a more individualised approach to support for mothers experiencing bottle
refusal. In addition, the research shows that little attention is given to supporting
mothers to manage alongside bottle refusal, a gap in support, which if reduced, can

enable some mothers to continue to breastfeed.

Importantly, results from study one (the online questionnaire) highlight that the
scenario of bottle refusal, whether solved or not, can have a negative impact upon
mothers. Although the mothers in Egan’s study also experienced bottle refusal
negatively (Egan 1988), the current research finds that bottle refusal can impact
negatively upon mothers even when their baby eventually accepts a bottle. An
understanding of this can help those supporting mothers who are experiencing bottle
refusal to do so in a more informed way. In addition, the research finds that for some
mothers bottle refusal can have its positives; an important and unique finding, that is
not described by mothers in Egan’s study (Egan 1988). This is knowledge that can be

cascaded to other mothers and those supporting them.



The research illustrates the various reasons as to why mothers believe their baby refuses
a bottle, which has not been explored previously. Mothers describe their baby’s
individualised behaviour, the non-nutritional properties of breastfeeding, and the
differing mechanics of breast versus bottle feeding. In addition, mothers also believe
that delaying the introduction of a bottle to prevent nipple confusion can lead to bottle
refusal. These findings present a thought provoking insight into the complexities of
infant feeding which can contribute to bottle refusal. They open up a new debate
concerning why breastfed babies refuse to bottle feed, and from a practice perspective,
challenge the information given to mothers surrounding nipple confusion, which is at

present inconclusive.

1.8 Overview of the thesis

Chapter 2 presents a review of the literature concerning bottle refusal focusing on
relevant areas pertaining to the scenario. Current infant feeding practices in the UK are
investigated and the context surrounding them. The literature regarding breast with
bottle feeding is also reviewed. In addition, the literature concerning the scenario of
bottle refusal is explored. This includes weaning from the breast, the use of bottles/teats
to manage bottle refusal, and non-nutritional properties of breastfeeding. A review of
theories and concepts used to understand infant feeding practices is also presented. The
literature review concludes with the conceptual and theoretical frameworks, which

were used to develop and guide the research.

Chapter 3 presents the methodology underpinning the research. It includes a discussion
of pragmatism, which guides the research philosophically, and the mixed methods
design selected to frame the research. It also describes how a generic qualitative
research (GQR) approach is used in relation to the qualitative stages of the research. The
data collection methods of an online questionnaire, interviews and forum posts are
presented, and the sampling strategy for the three studies is included. How the data was
analysed is also described, including the final integration strategy for all three studies.

The application for ethical approval is discussed, including the potential challenges
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concerning the use of online forum posts. The chapter concludes with a discussion of

how ‘trustworthiness’ was ensured throughout the research.

Chapters 4, 5 and 6 present studies one, two and three. They include discussion of the
data collection techniques: an online questionnaire, semi-structured interviews and
online forum posts. They describe recruitment strategies used, how data analysis was
undertaken, and present the findings of the individual studies. They conclude with an

interpretation of the findings and limitations of each study.

Chapter 7 presents how the three studies were integrated, using a narrative process of
‘weaving’. It includes the five overarching themes developed from the integration
process, and a framework used to ensure rigour in relation to the interpretation of
findings. It concludes with a discussion of the overarching themes in relation to relevant

infant feeding literature and the key messages from the programme of research.

Chapter 8 presents the conclusions of the programme of research, including how
understanding was enhanced by using the conceptual and theoretical frameworks. It
also discusses the overall strengths and limitations, and recommendations for practice.
Further research is considered, and a reflection upon the undertaking of the programme

of research is presented. This chapter closes with concluding remarks.

The following chapter will discuss the literature reviewed in relation to the scenario of

bottle refusal and relevant areas of infant feeding.
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Chapter 2 — Literature Review

2.1 Introduction

This chapter will present a critical review of literature relating to the scenario of bottle
refusal. It will discuss the aim of the literature review and the areas the literature review
focused on. The literature review search and appraisal strategy will be presented, and
the complexity of defining infant feeding practices described. The literature reviewed
will then be critically discussed. This chapter will conclude with the conceptual and

theoretical frameworks used to guide the study.

2.2 Literature review framework

Kable et al’s ‘12 steps to developing a search strategy’ were used as a framework to
conduct the literature review (Kable et al. 2012). The 12 steps were developed in
response to a shift in publication expectations from the traditional narrative literature
review, to a more systematic approach. Kable et al. (2012, p.878) describe the steps as
‘providing the reader with evidence of a clear structure’ on how the literature review is
performed. In relation to the current thesis, by employing the 12 steps as a framework,

a detailed and methodical approach was adopted.

The steps commence with the development of a purpose statement for the literature
review, described as the ‘aim’ in this thesis. This was created around the central theme
of bottle refusal and is discussed in more detail under heading 2.3. Kable et al’s next
steps focus on the construction of a search strategy (Kable et al. 2012). This was
conducted by the development of search terms, the setting of parameters on the
literature to be searched, the creation of inclusion and exclusion criteria, the
documenting of search engines/databases used, and the detailing of levels of literature

included (discussed in more detail under heading 2.4).

Kable et al’s final steps highlight the need for a quality appraisal and critical review of
the retrieved literature (Kable et al. 2012). Quality appraisal was undertaken using CASP

(Critical Appraisal Skills Programme) tools (casp-uk.net), as advocated by Kable et al.
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(2012). Relevant CASP checklists were used to appraise both qualitative and quantitative
studies, the latter including checklists for RCT’s (Randomised Controlled Trials),
systematic reviews, case control studies and cohort studies. Studies were critically
reviewed in relation to aims, recruitment, methodology, ethics, rigour/validity, and
value and application of results and findings. In addition, each source of literature was
reviewed for relevance to the study’s five research questions, detailed in chapter 1.
Critical review of the literature was undertaken by presenting the studies in detail,
discussing similarities and differences, and by using headings to synthesise the studies’
findings, as described by Kable et al. (2012). In addition, gaps in the literature and

recommendations concerning future research were discussed.

2.3 Aim of the literature review

The literature review aimed to create an understanding of the influences and context
surrounding bottle refusal by breastfed babies. Only one study was identified in relation
to the scenario of bottle refusal, a thesis undertaken by Egan (1988) in the US. However,
five areas were recognised as being significant to the research questions: current UK
infant feeding practices, influences surrounding infant feeding practices in the UK,
combining breast and bottle feeding, the context surrounding bottle introduction, and
bottle refusal and weaning from breastfeeding. In addition, theories, concepts and
models that have particular relevance to mothers’ experiences of bottle refusal were
reviewed. The rationale for these chosen areas is discussed under their relevant

headings.

2.4 Literature search strategy

The literature was searched using both key words and combinations of key words
(descriptors). Truncation (*) was used in order to include words that shared the
truncated root word e.g. breastfed, breastfeeding, breastfeed. Search expanders were
used to search for terms within text, as well as title, and Boolean operators were utilised.
Search terms included the following: bottle refusal, bottle rejection, bottle resistance,
breastfeeding weaning, breastfeeding cessation, nipple confusion. No time parameters

were set in relation to the search, due to the subject of bottle refusal by breastfed babies
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having a relatively narrow literature surrounding it. Literature needed to be in English
or presented in the original language but with access to translation. The review focused
on studies pertaining to UK infant feeding, however references to global literature were
included where pertinent. The review was limited to healthy infants, born at term, which

were comparable to those in the current programme of research.

Primary literature was searched for using online databases via institutional access. In
addition, a manual search of textbooks, citations and references from identified papers
was undertaken. Key UK personnel in the field of infant feeding literature were searched
for by name, and a search of theses’ was employed. Grey literature was searched, with
conference proceedings and key documents specific to infant feeding being reviewed.
In addition, websites and social media relating to key national and international
supporters of breastfeeding were searched. Due to the nature of the subject of bottle
refusal, additional ‘Trade literature’ was also searched pertaining to the main bottle
manufacturers in the UK. The literature review was ongoing throughout the three years
of study, and alerts were set up with databases and journals (see table 1 for details of
search strategy and sources searched). Due to the paucity of literature concerning

bottle refusal, the majority of studies were included for review.
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Table 1 Search strategy and sources searched

Literature classification

Search strategy

Source

Academic literature

Online databases

Web of science

Psychinfo

Medline

Maternity and Infant Care
Cinahl plus

Cochrane Library (reviews and
trials)

NHS (National Health Service)
Evidence

Academic literature

Manual search, search by
citation/reference

Textbooks, Journals

Academic Literature

Google Scholar

Amy Brown, Fiona Dykes, Patricia
Hoddinott, Mary Renfrew, Gillian
Thomson

Grey Literature

Google Scholar, OpenGrey,
Dataset

UNICEF (United nations children’s
fund)

Baby Friendly Initiative (BFI),
Royal College of Midwives (RCM)
World Health Organisation
(WHO)

Department of Health (DH)
National Health Service (NHS)
Public Health England (PHE)
National institute for Health and
Care Excellence (NICE)

Nuffield Trust

Royal College of Nursing (RCN)
Royal College of Paediatrics and
Child Health (RCPCH)

Office for National Statistics
(ONS)

Ethos, Pro Quest (Theses’)

Online breastfeeding
support

Google, social media
(twitter, Facebook, YouTube)

National Childbirth Trust (NCT)
La Leche League GB and USA
Breastfeeding Network
Lactation Consultants of Great
Britain

Baby Milk Action

Trade Literature

Google

Tommee Tippee, Medela, Phillips
Avent, Mimijumi, Minibe, MAM
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2.4 Benchmark data

The UK IFS (2010) (McAndrew et al. 2012) is referred to extensively throughout this
literature review. The IFS has collected data every five years concerning infant feeding
practices in the UK since 1975. However, the last survey due in 2015 was cancelled by
the Government due to a lack of funding. Thus, benchmark data in relation to infant
feeding practices in the UK is reliant on data collected in 2010. McAndrew et al. (2012)
used a survey (hard copy and online) delivered in three stages to UK mothers to
investigate their infant feeding practices. Babies were between 4 weeks and 10 months
old. An initial unclustered sample of 30,760 mothers was taken from all registered births
for stage one, (August-October 2010), 15,724 mothers responded. Young mothers and
mothers from lower socio-economic groups were ‘over sampled’ in England and
Scotland due to predicted low response rates and in order to enable sufficient numbers
for data analysis (McAndrew et al. 2012). A total of 12,565 mothers responded to stage
two, and 10,768 mothers responded to stage three, 35% of the initial sample. There was
a low response rate from young mothers and those from areas of high deprivation
leading to non-response bias, although this was countered by the samples being

weighted to correct them.

A methodologically robust survey, which accounted for confounding factors such as age,
profession, ethnicity and socio-economic status, the IFS presents the only complete
picture of infant feeding practices in the UK at present. Due to the cancellation of the
IFS in 2015, Scotland undertook its own Maternal and Infant Nutrition survey in 2017
(GOV.SCOT.UK 2018), referred to in this review as the Scottish IFS. A questionnaire was
completed by three separate groups of women, antenatally (N> = 2,523, rr® =10%), when
their baby was 8-12 weeks old (N = 2520, rr =30%) and 8-12 months old (N = 2747, rr =
30%). Similar to the IFS in 2010, young mothers and those living in the most deprived
areas were underrepresented, and older mothers and those living in the least deprived
areas were overrepresented. However, samples were weighted to correct for this.

Consistency of response was highlighted by the authors as problematic at times. In

2 Number
3 Response Rate
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addition, some analysis was based on very small samples, although the study did not
report results based on a sample <30, and those <50 were highlighted to be viewed with

caution.

The Scottish IFS (2017) remains the most recent complete picture of infant feeding in
Scotland. Although rates of breastfeeding were slightly lower than those in the UK and
England as a whole, and the methodology of the Scottish IFS was not totally comparable
to the UK IFS, it provides an important reference in relation to trends in infant feeding

practices, which may be transferred to the rest of the UK.

2.5 Defining Infant feeding practices

Reviewing the literature surrounding infant feeding was not straightforward due to the
differing terminology used to describe the various practices. A review of the indicators
for assessing Infant and Young Child Feeding (IYCF) (WHO et al. 2010), and terms used
in the studies found in this literature review was undertaken. A range of infant feeding
practices mothers would use, attempt to use, or want to use, when experiencing bottle
refusal were included as a reference point (see table 2). The table depicts a wide and
interchangeable use of terminology, which made comparisons between studies
challenging. This is not a new issue however. Labbok and Krasovec (1990) noted the
inconsistency between infant feeding definitions and infant feeding practices. They
devised a schema and framework to denote mothers’ infant feeding practices, however
neither were universally adopted. Renfrew et al. (2007), in their systematic review of
80 interventional studies in relation to increasing breastfeeding duration, also noted
inconsistent definitions of breastfeeding in many of the studies reviewed. Furthermore,
Thulier (2010), undertook a review of terms used to describe breastfeeding and found
numerous differences between studies. In addition, consideration of changes in the way
mothers feed their babies is not always recognised or defined within or between studies.
An example of this is the act of feeding solely by expressed breastmilk (usually using a
bottle) which has been termed ‘breastmilk feeding’ by Thorley (2011, p.5). In an effort
to differentiate between ‘breastmilk feeding’, (which is defined as breastfeeding using

the IYCF definitions) and the physical act of breastfeeding, some studies are now using
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the term ‘feeding directly at the breast’ (Pang et al. 2017, p.2). Recently, Davie et al.

(2018), have added to the discussion surrounding the complexity of defining

breastfeeding within research, with particular reference to the UK. They describe how,

‘...breastfeeding behaviour has been conceptualised as an ‘all-or-nothing’ health

behaviour and drastically oversimplified as an operationalised variable as a

result. Such dichotomous and categorical measurements of infant feeding are no

longer fit for purpose in current investigations’ (p.7).

Table 2 IYCF infant feeding practices and how they are referred to in the literature

Infant feeding
method

IYCF definition
(WHO et al 2010)

Referred to in the literature as:

Breastfeeding only

Exclusive breastfeeding

Breastfeeding, Any breastfeeding
Exclusive breastfeeding, Total
Breastfeeding, Direct feeding at the
breast

Breastfeeding and
bottle feeding
(formula)

Breastfeeding and
bottle feeding
(EBM)

Breastfeeding, predominant
breastfeeding, partial
breastfeeding

Breastfeeding, Exclusive
breastfeeding

Breastfeeding, Combination/combi
feeding, Mixed feeding, Supplementary
feeding, Partial breastfeeding,
Predominant breastfeeding, ‘Top

ups/topping up’

Exclusive breastfeeding, Breastfeeding
Any breastfeeding, Direct feeding at the
breast, Breastmilk feeding,
Supplementary feeding

Breastfeeding and
bottle feeding
(EBM and formula)

Breastfeeding, predominant
breastfeeding, partial
breastfeeding

Breastfeeding, Any breastfeeding
Combination/combi feeding, Mixed
feeding, Supplementary feeding,
Predominant breastfeeding, Partial
breastfeeding, Complementary feeding

Bottle feeding
(EBM)

Breastfeeding, Exclusive
breastfeeding

Exclusive breastfeeding, Breastfeeding
Breastmilk feeding, Expressed milk
feeding, Bottle feeding

Bottle feeding
(Formula or
formula and EBM)

Liquid fed by bottle
(irrespective of nature of
liquid)

Bottle feeding, Formula feeding,
Artificial feeding, Expressed milk
feeding
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2.6 Infant feeding practices in the UK

In order to begin to understand the scenario of bottle refusal, it is pertinent to review
the literature concerning current infant feeding practices in the UK. This provides a
picture of who feeds their baby by which method. In addition, it gives background data
to refer to and compare with in relation to the sample of mothers in this programme of

research.

2.6.1 How UK mothers feed their babies

Although breastfeeding is clearly associated with short, medium and long-term benefits
for infants and mothers in high-income countries, breastfeeding prevalence in the UK is
amongst the lowest in the world (Victora et al. 2016). WHO guidance recommends
‘Exclusive breastfeeding for the first six months of an infant's life’ (WHO 2001, p.2) and
‘Continued breastfeeding alongside appropriate complementary foods up to two years
of age or beyond” (WHO 2002, p.5). However, <1% of mothers are exclusively
breastfeeding in the UK at six months and no data are collected at two years. (McAndrew
et al. 2012). The IFS found that although UK breastfeeding initiation rates were 81%,

they rapidly decline by the first week after birth (McAndrew et al. 2012) (see figure 2)

Figure 2 Prevalence of UK exclusive breastfeeding, IFS 2010,

Prevalence of exclusive breastfeeding at ages up to 6
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McAndrew et al (2012) (with permission).
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As discussed previously, due to no new IFS having been undertaken since 2010, it is
difficult to ascertain if breastfeeding prevalence in the UK has changed. However, data
from the Scottish IFS shows initiation rates have remained static 74% (2010) v 75%
(2017) (GOV.SCOT.UK 2018). PHE are currently collecting infant feeding data for England
as part of the maternity data set, prior to it being collected by local authorities as part
of the recommissioning of children’s services. Latest figures for 2017/2018 are displayed
in figure 3. There is a decrease on ‘any breastfeeding’, from 44% in 2016/17, to 42.7%
(PHE 2018). However, the data set is incomplete due to it being based on 140/150 local
authorities. In addition, PHE (2018) describe the statistics as ‘experimental’ due to

significant changes in reporting, thus the figures should be viewed with caution.

Figure 3 Feeding methods 6-8 weeks, England, 2017-2018.
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2.6.2 Maternal socio-demographics and infant feeding practices

It is evident that maternal socio-demographics are strongly associated with UK mothers’
infant feeding practices, an association that is comparable to other high-income
westernised countries (Victora et al. 2016). The IFS (2010) found that mothers from
ethnic minority groups were the most likely to breastfeed in the UK, both in terms of
initiation and prevalence (McAndrew et al. 2012). However, once this group of mothers

is removed from the data, the ‘profile’ of a mother most likely to breastfeed in the UK
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comprises of well-educated, older mothers, who experience the least social deprivation
and are most likely to undertake managerial or professional occupations in ONS
categories 1-3 (McAndrew et al. 2012). This is a profile replicated in the Scottish IFS
(GOV.SCOT.UK 2018). Conversely, the IFS (2010) and Scottish IFS (2017) show that the
mothers most likely to never breastfeed (and to formula feed instead) are less educated,
younger, experience greater levels of social deprivation and are employed in ONS
categories 4-6 (McAndrew et al. 2012; GOV.SCOT.UK 2018). The profile of mothers most
likely to breastfeed in the UK is also reflected globally across high-income countries
(Victora et al. 2016). In addition, the greatest increase in any breastfeeding rates is seen

in this group of mothers (Victora et al. 2016).

2.7 Potential influences on infant feeding practices in the UK

In order to more fully understand UK mothers’ infant feeding decisions and the possible
part they play in mothers’ experiences of bottle refusal, their potential influences
require scrutiny. From a socio-cultural perspective, the literature concerning the impact
of the perceived UK bottle feeding culture was reviewed. In addition, from a support
perspective, literature that addresses how the Baby Friendly Initiative (BFI) has
influenced UK infant feeding practices was appraised. This ‘sets the scene’ in relation to

the infant feeding environment a UK mother resides in and the support she receives.

2.7.1 The UK: a bottle feeding/formula feeding culture

The UK has been described as a ‘bottle feeding culture’ (Dykes 2005; Renfrew et al.
2007) and a ‘formula feeding nation’ (Brown 2015). Formula feeding in the UK is now
viewed as the cultural norm (Thomson and Dykes 2011; WBTi 2016; UNICEF 2017), and
has been for generations of UK mothers. These descriptions are in effect reflected in
data from key infant feeding reports. The UK IFS (2010) found that 80% of mothers had
already used a bottle at stage one of the study, when their babies were 4 to 10 weeks
old (McAndrew et al. 2012). The Dietary and Nutrition Survey (2011) found that 88% of
mothers had fed their baby with a bottle by 4 to 6 months old (Lennox et al. 2011), and

the WBTi study found the median (Mdn) duration of breastfeeding in the UK was just
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three months, with 88% of UK babies having been fed with a bottle by 12 months of age
(WBTi 2016).

Bottle feeding was described as a ‘cultural issue’ in VAS Goncalves’ secondary analysis
of the IFS 2010 (VAS Goncalves 2017). Results showed that the decision to bottle feed
was the only infant feeding practice not influenced by socio-economic status for
mothers from ethnic minority groups. VAS Goncalves (2017) suggests that bottle feeding
in this case ‘could be more of a cultural choice than an economic one’ (p.447). VAS
Goncalves described young, white, unsupported and less educated mothers in
particular, as being influenced culturally to bottle feed. However, the use of a bottle to
feed a baby is not exclusive to young, poorly educated mothers. It transcends the
majority of the socio-economic and ethnic groups in the UK well before their baby

reaches six months of age (McAndrew et al. 2012; WBTi 2016; PHE 2018).

Rollins et al. (2016) undertook a comparative case study between the UK and US, both
high-income countries. They found UK breastfeeding rates to be lower than those of the
US. They described how strong civil and society engagement was missing from countries
whose rates of breastfeeding were stagnant or in decline, as in the case of the UK. In
addition, a recent report by the Nuffield Trust in association with the RCPCH found that
although UK breastfeeding rates were ‘stable’, they had actually worsened in relation to
14 comparable European countries (Cheung 2018). Rates of giving ‘any’ breastmilk at six
months were 34% in the UK, versus 62.5% in Sweden (Cheung 2018). It should be noted
however, that Cheung discusses the need to exercise caution in making any comparisons
between the UK and other countries, due to societal, population and economic

differences.

Dykes (2006, p.206), refers to breastfeeding in many communities as a ‘marginal and
liminal activity, rarely seen and barely spoken about’. This observation is supported by
data concerning certain ‘wards’ in the UK, with Knowsley in Merseyside exhibiting a 6-8
week breastfeeding rate of just 18.9%. Not only is this well below the national average
of 42.7%, it differs starkly from other wards such as Tower Hamlets, where the

breastfeeding rate is 81.6% (PHE 2018). Such disparities were also evident in a UK study
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by Peregrino et al. (2018, p.1), who found breastfeeding duration was associated with
the ‘neighbourhood context’ a mother resided in. This inequality in UK breastfeeding
practice is likely to continue, with evidence that subsequent feeding practices in the UK
are replicated (Bailey et al. 2004; McAndrew et al. 2012), and targeted interventions

aiming to change infant feeding behaviours are being met with little current success.

Further evidence to support the ‘norm’ of bottle feeding in the UK is noted in qualitative
studies. A mother in a qualitative study undertaken by Thomson et al. (2015) described
her thoughts about breastfeeding in public, ‘Sometimes I think it would be easier to have
a bottle, you can go anywhere and do anything. Nobody has an issue with a baby having
bottled milk’ (p. 39). Bailey et al. (2004, p.240), who undertook semi-structured
interviews with low-income mothers in the UK, found a ‘give it a go’ breastfeeding
culture was prevalent, with mothers expecting difficulties and failure. The authors linked
this to the presence of a ‘powerful and pervasive bottle feeding culture’ (Bailey et al.
2004, p.240). In essence, although UK infant feeding practices are strongly affiliated with
maternal socio-demographics, the effect of a bottle feeding culture, where

breastfeeding is not the norm, cannot be underestimated.

2.7.2 The UK Baby Friendly Initiative (BFI)

The Baby Friendly Hospital Initiative (BFHI) (termed the Baby Friendly Initiative (BFI) in
the UK), is a global initiative introduced in 1994 in the UK, with the aim of increasing
breastfeeding rates and to standardise advice and guidance in relation to breastfeeding
(UNICEF 2010). The Ten Steps to Successful Breastfeeding (see table 3), followed later
by a Seven Point Plan, were devised to guide health professionals and women both in
and out of hospital in relation to breastfeeding practice (UNICEF 2010). Hospitals,
community services and universities were encouraged to achieve ‘Baby Friendly
Accreditation’ via assessment undertaken in relation to the ten steps/ seven point plan.
In 2012, revised BFI standards were produced, exclusive to the UK (Entwistle 2013). They
took on a broader approach in relation to the evidence surrounding infant feeding and
also responded to the particular social context of infant feeding in the UK (Entwistle

2013).
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The BFl is an important influence on infant feeding policy and infant feeding support in
the UK and underpins key practice-related documents. The NICE guidelines for maternal
and child nutrition recommend BFI to be used as a minimum in relation to the
implementation of a programme to support breastfeeding (NICE 2014). The DH ‘Healthy
Child Programme’ recommends BFI standards to be adopted in the delivery of services
(Shribman and Billingham 2009). The BFI have jointly written guidance with PHE in
relation to the commissioning of infant feeding services (PHE 2016). They have also
jointly published information with the DH for mothers concerning bottle feeding (NHS
and UNICEF 2015a), the introduction of solids (NHS and UNICEF 2015b), and
breastfeeding (NHS and UNICEF 2015c), as part of the widely promoted NHS Start4life
campaign. To add to this, the number of health providers working towards BFI
accreditation in the UK is extensive, with 91% of maternity services, 89% of health
visiting services, 73% of midwifery university programmes and 20% of health visiting

programmes registered (UNICEF 2018).

Table 3 UNICEF Ten Steps to Successful Breastfeeding

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

2. Train all health care staff in skills necessary to implement this policy.

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

4. Help mothers initiate breastfeeding within half an hour of birth.

5. Show mothers how to breastfeed, and how to maintain lactation even if they should
be separated from their infants.

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

7. Practise rooming-in - that is, allow mothers and infants to remain together - 24 hours
a day.

8. Encourage breastfeeding on demand.

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

10. Foster the establishment of breastfeeding support groups and refer mothers to them

on discharge from the hospital or clinic.
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Reflective stop off

I had spent a large amount of time studying the literature relating to the UK BFI,
however | was confused! The UK BFI had revised its standards in 2012; the ten steps
were no longer being used as a benchmark in the UK. However, on reviewing the
literature | noted recent papers continued to refer to them as indicators. | contacted
UNICEF to clarify if the new UK BFI standards had in fact superseded the ten steps, and
received confirmation that this was the case. | also sent them UK studies post 2012
which were still referring to the ten steps as a benchmark, in response to UNICEF’s
request to do so. Although this clarified my understanding of the ten steps no longer
being used in the UK, which is important in relation to this research - | also recognised
that a confusing picture might prevail both in terms of research and practice. In
addition, | was aware of a potential ‘legacy’ to the ten steps, again important in

relation to this programme of research.

Globally, there is strong evidence to support the BFHI being instrumental in increasing
breastfeeding rates and duration in high-income countries (Groleau et al. 2017; Lubbe
and Ham-Baloyi 2017; Patterson et al. 2018; Spaeth et al. 2018). Since the introduction
of BFI to the UK, breastfeeding initiation rates have increased from 62% to 81%
(McAndrew et al. 2012). However, few studies have been undertaken in the UK in
relation to impact of BFlI upon breastfeeding rates, and duration, and none were

identified in relation to the impact of the 2012 revised standards.

Broadfoot et al. (2005) undertook an observational study in Scotland with 464,246
infants born between 1995 and 2002. They examined BFI status of the hospital at time
of the baby’s birth, and breastfeeding at seven days. They found babies born in a hospital
with the UK BFI standard award were 28% more likely to be breastfeeding at seven days
than in other maternity units (p = .001). In addition, breastfeeding rates had increased
significantly faster in hospitals with Baby Friendly status between 1995- 2002: 11.39%
(95% Cl%) (10.35 to 12.43) v 7.97% (95% Cl) (7.21 to 8.73). However, the authors could

not solely associate increases in breastfeeding initiation or breastfeeding rates with BFlI

4 Confidence Interval
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status, as the impact of independent variables such as peer support programmes,

breastfeeding strategies, staff training were not considered in the study design.

A further UK study was undertaken by Bartington et al. (2006) to investigate initiation
and prevalence of breastfeeding, according to units that were BFI accredited, certified
or had no award. They found breastfeeding initiation was more likely in a BFl accredited
unit compared with the others (95% Cl) 1.10 (1.05-1.15), although they found no
increase in breastfeeding at one month The study had limitations due to being reliant
on maternal recall at nine months. In addition, the authors were unable to adjust for
maternal intention to breastfeed, an important factor in breastfeeding initiation. The
authors concluded that other strategies should be explored in relation to increasing

duration of breastfeeding in the UK.

As part of the IFS (2010), breastfeeding rates in relation to BFl accredited hospitals were
investigated (McAndrew et al. 2012). Contrary to findings from Broadfoot et al. (2005),
and Bartington et al. (2006), the IFS found mothers from England and Wales who gave
birth in a hospital with BFI accreditation were less likely to initiate breastfeeding, than
those in a non-accredited hospital. In addition, those who gave birth in a BFl accredited
hospital were also less likely to be breastfeeding at one week and two weeks, than those
in a non-BFI hospital (one week 61% v 71%), (two weeks 58% v 68%). The authors note,
however, that funds to attain BFI accreditation have been targeted at hospitals with
mothers least likely to breastfeed (McAndrew et al. 2012), therefore there was a

probable socio-demographic influence on the results.

A small number of UK qualitative studies were identified which included findings
pertaining to the influence of BFI on infant feeding support and practice. Furber and
Thomson (2006) conducted a grounded theory study using in-depth interviews with
midwives (N = 30), to discover their views of baby feeding. It was undertaken in two
hospitals, one of which was working towards BFI accreditation, and another whose
breastfeeding recommendations complemented the BFI policy. They found that
midwives ‘broke the rules’ in relation to supplementation of breastfeeding, which

according to step six of the ten steps (which were operating at the time), should only
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have been given to a breastfed baby if medically indicated. The midwives did this
secretly and used ‘covering’ techniques, ensuring that the mothers (rather than
themselves) made the request for a bottle, due to it being perceived to be outside of BFI
policy and evidence-based guidelines. However, their actions were underpinned by
wanting to help mothers they were caring for, described as an act of ‘positive deviance’
by Furber and Thomson (2006, p.373). In addition, it was evident that the midwives
misinterpreted BFI policy, leading them to restrict bottle feeding discussions. Although
the midwives’ views were not representative of all midwives and could have been
affected by the ‘culture’ of the hospitals they worked in, this study gives a valuable

insight into a less obvious impact of BFI, and the difficulties navigating BFI policy.

Dykes et al. (2012) conducted a qualitative descriptive study using focus groups and
semi-structured interviews (N = 102) with inter-disciplinary health professionals. They
explored perceptions of an infant feeding information team (IFIT) in relation to
implementing the WHO code of breastmilk substitutes (WHO 1981). Although health
professionals spoke positively of BFI in relation to the skills and knowledge it equipped
them with, a number also perceived it as being pro-breastfeeding, biased in favour of
breastfeeding and reducing information concerning formula feeding. They also found
this affected their own knowledge concerning breastmilk substitutes. The authors
suggested a need to protect and promote breastfeeding, whilst not marginalising
mothers who formula feed (Dykes et al. 2012). Although the authors used multiple
strategies to recruit an inter-disciplinary sample, over half of the participants in this
study were midwives or health visitors, which may have had an impact upon the data
collected. However, the negative findings in relation to BFI are not isolated to this study,
and are comparable to those of Furber and Thomson (2006) in relation to the

‘restricting’ of discussions surrounding bottle feeding/formula.

Further evidence surrounding BFI impacting negatively on information pertaining to
formula is evident in a study by Lagan et al. (2014), who interviewed 78 mothers to
explore their experiences of infant feeding in Scotland. There was a strong perception
that some midwives were ‘not allowed’ (p.49) to discuss formula feeding, and the

women reported feeling pressurised to breastfeed (Lagan et al. 2014). Similar to Furber
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and Thomson (2006), they found interpretation of BFI guidance by midwives was
potentially restricting information concerning formula feeding. There was also a
reinforcement of the ‘breast is best’ message, with mothers who were formula feeding
feeling marginalised. The authors called for a more realistic woman centred approach
to infant feeding, and hoped that the new BFI standards which had just been published
(UNICEF 2012), would be less stringent. Due to the self-selective nature of the sample,
mothers exhibiting a more negative view of their infant feeding experience may have
participated. However, the findings are comparable to those of Furber and Thomson
(2006) and Dykes et al (2012), and to previous studies where mothers have reported
information concerning formula feeding to be restricted (Lee and Furedi 2005; Crossley

2009; Lakshman et al. 2009; Leurer and Misskey 2015).

Other UK studies, (both qualitative and quantitative), have highlighted the
‘marginalisation’ of bottle/formula feeding in comparison to breastfeeding, with some
suggesting BFI as a ‘pre-cursor’ to this. Lee and Furedi (2005) conducted a mixed
methods study, and found an inequality between breast and bottle/formula feeding
existed, with the latter being seen as second best and associated with a ‘bad mother’.
Mothers felt self-conscious when formula feeding, and felt judged by health
professionals (Lee and Furedi 2005). Although undertaken some time ago, the findings
are comparable with recent studies where mothers using formula felt stigmatised and
guilty (Fallon et al. 2017; Komninou et al. 2016). They are also similar to those in a
qualitative study by Thomson et al. (2015), where as part of an evaluation of the
implementation of BFl in the community, mothers described feeling like ‘deviants’ when
bottle feeding (p.39). Mothers also described having to hide their use of a bottle, and
described ‘feeling scared’, ‘frightened’ and ‘in fear’ of informing professionals that they

had given up breastfeeding (Thomson et al. 2015, p.37).

Two recent studies also found that mothers who were formula feeding or combi feeding
(breast and formula) experienced this negatively. Fallon et al. (2017), undertook a large
scale survey (890 mothers), examining the practical and emotional experiences of
formula feeding mothers with babies up to 26 weeks old. They found mothers

experienced high levels of negative emotions including guilt (67%), stigma (68%), and
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the need to defend their decision to use formula (76%). The authors suggest that the
BFHI needs to be ‘situationally modified’ due to the findings of their study pertaining to
tensions within its current form (Fallon et al. 2017). Although this was a large study, it
used a convenience sample recruited via social media, thus extrapolating its findings to
the wider population should be viewed with caution. In addition, and of note, are the
authors’ comparisons of their findings to the ‘BFHI code’, which is not used in the UK.
The code is aligned to the ten steps, which have now been superseded by the revised
UK BFI standards. The use of this code as a comparable reference point has the potential

to weaken some of the credibility of the study’s overall conclusions.

Komninou et al. (2016) investigated 845 mothers’ emotional experiences of exclusive
breastfeeding versus combi-feeding (breast and any amount of formula), using an online
survey distributed via social media. They found mothers who were exclusively
breastfeeding received significantly higher levels of support from health professionals,
than those who were combi-feeding, p<.018. In addition, 15% of mothers who combi-
fed reported feeling guilty, 38% felt stigmatized, and 55% felt the need to defend their
feeding choice. The authors discuss the ‘breast is best’ mantra as sending a moralising
message to mothers regarding infant feeding. As with the previous study, Fallon et al.
(2017), the generalisability of this study’s findings are limited due to using a convenience
sample. In addition, owing to the initial five combi-feeding categories - ranging from a
little formula to mostly formula - being collapsed into one category of ‘combi-feeding’,
potentially important differences between the mothers’ infant feeding practices and
their experiences were not reported. Although the studies by Fallon et al. (2017) and
Komninou et al. (2016) exhibit limitations, they do provide a contemporary picture of
how mothers experience bottle/formula feeding in the UK, which is associated with a

number of negative connotations, comparable to previous literature.

Whilst some of the studies reviewed appear to show a ‘link’ between BFI and a
marginalisation of bottle/formula feeding, it is acknowledged that other factors are also
likely to contribute to this. In addition, it should be recognised that apart from the
studies by Fallon et al. (2017) and Komninou et al. (2016), all of the studies reviewed

were undertaken before the publication of the revised BFI standards in 2012, which are
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more ‘inclusive’ of bottle/formula feeding support. However, as no studies have been
published in relation to the impact of the revised BFI standards, it is difficult to assess
the effect they have had (if any) on infant feeding, particularly upon the marginalisation
of bottle/formula feeding. In addition, a ‘legacy’ of the ten steps could potentially
remain, reflected in UK ‘post ten steps’ studies, which continue to refer to them as a

benchmark (Fallon et al. 2017; Biggs et al. 2018).

In summary, there is evidence to show that breastfeeding in the UK is not the norm, and
that a bottle feeding culture exists. While the BFI has undoubtedly been an influential
factor in UK infant feeding, evidence relating to its impact on breastfeeding rates is
inconclusive. However it does appear to have contributed — albeit inadvertently — to a

negativity surrounding bottle/formula feeding.

2.8 Combining breastfeeding with bottle feeding

In order to understand the practice of breast with bottle feeding, it is essential to review
the literature concerning the potential detrimental impact bottle feeding can have upon
breastfeeding. In addition, a review of the evidence surrounding why UK mothers
introduce a bottle to their breastfed baby is needed, in order to contextualise mothers’
practices, and to understand the possible conflicts mothers participating in the current

research may experience.

2.8.1 Evidence to ‘delay’ introducing a bottle to a breastfeeding baby until
breastfeeding is established

From a practice perspective, mothers are advised to wait until breastfeeding is
‘established’ (usually quoted as six weeks), before they introduce a bottle/pacifier to
their breastfed baby. The rationale behind this advice is two-fold. Firstly, the
mechanisms of bottle feeding and breastfeeding differ. A breastfeeding baby introduced
to a bottle can become confused between the two, gravitating to the easier method of
bottle feeding, a scenario known as ‘nipple confusion’ (Neifert et al. 1995). Secondly,
early introduction of a bottle (particularly containing formula), can interfere with milk

production which is a supply and demand action (Jonas and Woodside 2016). A review
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of the literature found no studies to support the advice that delaying the introduction
of a bottle until around six weeks, or until breastfeeding is established, has a positive
effect on breastfeeding. In addition, a review of the literature found no evidence to
define the term ‘establishment of breastfeeding’, or when breastfeeding can be

considered to be established.

2.8.2 The impact of bottle feeding on breast feeding - nipple confusion

A review of the literature found no formal or accepted definition of what constitutes
‘nipple confusion’, although a definition by Neifert et al. (1995) is commonly referenced
(Cloherty et al. 2005; Hargreaves and Harris 2009; Al-Sahab 2010; Zimmerman and
Thompson 2015). Neifert et al. (1995) defined nipple confusion (type A) as, ‘a neonate's
difficulty in exhibiting the correct oral configuration, latching technique, and suckling
pattern necessary to extract milk from the breast after exposure to an artificial teat (p.
125). Nipple confusion (type B), is a further definition by Neifert et al. (1995) which

describes bottle refusal.

Neifert et al. (1995) hypothesised that nipple confusion occurs due to differences in the
physical feeding mechanisms of breast and bottle. They described how a neonate may
have limited ability to adapt to various oral configurations. They went on to say that,
‘...when a newborn infant who has been breastfed is given an artificial teat to suck, this
stimulus may readjust to a sucking pattern that compresses and controls the teat’ (as
opposed to the vacuum needed to breastfeed) (p. 126). Physiologically, the mechanisms
of breast and bottle feeding are purported to differ, mainly in relation to the size of the
mouth when feeding and the action required to retrieve milk. Breastfeeding has long
been associated with a wide-open mouth, whereas bottle feeding has been associated
with a pursed mouth (Woolridge 1986). In addition, breastfeeding is associated with a
‘vacuum’ action, while bottle feeding is associated with a ‘compression’ action (Geddes

and Sakalidis 2016).

Nipple confusion probably achieved global recognition in 1992. This was most likely due
to step nine of the Ten Steps to Successful Breastfeeding stating that health
professionals should ‘give no artificial teats or dummies to breastfeeding infants’
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(UNICEF 2010). The rationale behind this was the same described by Neifert et al.
(1995), in that ‘nipple confusion’ could occur due to the action of breastfeeding being
different to that of bottle feeding, and could impact negatively on breastfeeding
(Howard et al. 2003). However, the original ten steps have recently been revised, with
step nine now stating, ‘Counsel mothers on the use and risks of feeding bottles, teats and
pacifiers’ (WHO 2018a). UNICEF report that the evidence to support this change is based
upon a Cochrane review undertaken by Jaafar et al. (2016), investigating restricted
pacifier use on breastfeeding duration (using a pacifier uses the same action as feeding
from a bottle). The authors found no effect of pacifier use - from birth or afterwards -
on the prevalence or duration of exclusively breastfed babies at three months in two
studies with 1228 infants, (RR®> 1.01 95% Cl 0.96 to 1.07), and at four months in one study
with 970 infants, (RR 1.01 95% CI1 0.94 to 1.09). They also found no effect of pacifier use
with partially breastfed infants at three months, two studies, 1228 infants, (RR 1.00 95%
C1 0.98 to 1.02) and at four months, one study 970 infants (RR .99 95% Cl 0.97 to 1.02).
However, the authors state that there is insufficient evidence of the potential short-
term effects of pacifiers on breastfeeding when mothers are having breastfeeding
problems (Jaafar et al. 2016). The revised UK BFI standards (UNICEF 2012) do not
explicitly refer to using dummies or teats. However, as intimated previously, if a ‘legacy’
of the original ten steps remains, particularly in relation to step nine, then nipple

confusion may continue to be discussed as an objection to breast and bottle feeding.

There is little literature explicitly exploring the association between nipple confusion and
its impact upon breastfeeding. Hargreaves and Harris (2009) carried out a descriptive
review of the evidence surrounding nipple confusion. They concluded that due to
studies not making the distinction between formula supplements in a bottle versus EBM,
breastfeeding cessation being due to nipple confusion could actually be due to issues
with supply and demand owing to formula use. Although this review was descriptive in
nature and did not appear to follow a systematic framework, it raises valid points in
relation to formula use being a potential factor in breastfeeding cessation as opposed

to the use of a bottle. In essence, for research to conclude that it is nipple confusion

> Risk ratio
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impacting upon breastfeeding, the effect of the use of a bottle/teat needs to be

separated from the effect of using formula.

Zimmerman and Thompson (2015) conducted a systematic review to investigate the
causal link between bottles and pacifiers and nipple confusion, and its impact upon
breastfeeding. They reviewed six studies in relation to nipple confusion caused by a
bottle. They found that although four of the studies reported reduced breastfeeding
duration when supplementary bottles were introduced, none of the results could be
linked to nipple confusion per se. The authors concluded that ‘the evidence from the
studies does not clearly address the underlying causal relationship between the use of

bottles and nipple confusion’ (Zimmerman and Thompson 2015, p.3).

In an effort to isolate nipple confusion caused by a bottle, studies have been undertaken
to compare a bottle with a cup and breastfeeding duration. Cups are advocated if
supplementation is required for a breastfed baby due to the mechanism of cup feeding
being purported to be closer to that of breastfeeding. A Cochrane review undertaken by
Flint et al. (2016), reviewed five studies in relation to the effect cup versus bottle feeding
had upon breastfeeding (and other variables). They found cup feeding may have some
benefits on breastfeeding up to six months of age compared to feeding by bottle.
However, this conclusion was based on studies with preterm infants due to a lack of
studies with term infants, therefore the findings cannot be generalised to infants at term

or older.

A further systematic review carried out by McKinney et al. (2016), reviewed eleven
studies in relation to infant feeding by cup versus bottle, and impact upon breastfeeding
rates. They found babies that were cup fed had slightly higher levels of any
breastfeeding than those who had bottle fed. They also found greater levels of exclusive
breastfeeding rates at discharge, if a baby had been fed by cup as opposed to bottle.
However, only one of the studies (Yilmaz et al. 2014), found a statistically significant
difference in exclusive breastfeeding duration, and this was undertaken with preterm

infants. Therefore again, results cannot be generalised to babies born at term.
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Only one study was identified in the UK which explored health professionals’ and
mothers’ views in relation to nipple confusion. Cloherty et al. (2005), completed an
ethnographic study using observations of health professionals’ discussions with mothers
concerning supplementary feeding of their breasted baby in a UK hospital. There was a
strong belief amongst the midwives interviewed that bottle feeding caused nipple
confusion. This led to 15/17 midwives stating they could not suggest bottles for
supplementation due to nipple teat confusion. Although some of the health
professionals doubted nipple teat confusion existed, they still refrained from suggesting
bottles to supplement a breastfeeding baby. The authors stated that ‘it seems likely that
step 9 [of BFI] has had a considerable influence on health care professionals’ practice in
the United Kingdom in relation to supplementation’ (Cloherty et al. 2005, p.155). In
addition, 5/21 mothers interviewed, spontaneously discussed the effect nipple
confusion due to bottle feeding would have on their breastfeeding. This study was
undertaken prior to the revised BFI standards, which no longer refer to step nine and
the restriction of bottles and teats. However, it presents a unique insight into UK mother
and health professional beliefs surrounding nipple confusion, which no other studies

have focused upon to date.

The physical differences between breastfeeding and bottle feeding have been
investigated previously, and similar to physiological discussions (Woolridge 1986),
studies have found clear differences between the mechanisms of both feeding methods
(Aizawa et al. 2010; Franca et al. 2014). Aizawa et al. (2010) concluded that due to these
differences, artificial teats should be made of less compressible material, and should be
shaped like breasts in order make them more comparable to breastfeeding. This would
reduce potential problems (i.e. nipple confusion) for babies who were bottle and
breastfeeding together. Franca et al. (2014), who compared the mechanisms of breast,
bottle and cup, concluded that cup feeding should be the preferred alternative as a
temporary substitute to breastfeeding rather than a bottle, due to the muscle activity
of cup feeding having no significant difference to that of breastfeeding, (p = 0.05). The
generalisability of both studies’ findings are limited however, due to their small sample

numbers. In addition, they base their conclusions purely on the mechanical differences
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and similarities between feeding methods, without taking into consideration the non-

nutritional properties of breastfeeding (discussed under section 2.10.4).

Sakalidis and Geddes (2015) also found differences between feeding mechanisms during
their systemic review of seventeen studies examining suck-swallow-breathe dynamics
in breastfed infants. Nine studies consistently showed the use of a ‘vacuum’ was
essential for milk removal from the breast (as opposed to compression in bottle
feeding). However, there was a wide variability in the methods used in the studies and

in relation to defining breastfeeding parameters, which weakened comparisons.

Other studies, although finding a difference between the feeding mechanisms, have also
found babies are able to adapt between the differing sucking mechanisms. Sameroff
(1968), exposed babies age 2-5 days old (N = 30), to two types of bottle which delivered
nutrition either by suction (associated with breastfeeding), or compression (associated
with bottle feeding), and assessed them using a polygraph. They found babies were able
to adapt their feeding mechanisms to both types of nutrition retrieval. Wolff (1968)
undertook a similar study, and also found adaptations were made by babies when using
differing artificial teats. However, both studies used bottles and artificial teats only, thus
a comparison with breastfeeding cannot be extrapolated. In addition, the use of a
polygraph, although pertinent at the time, is now dated and has been superseded by

technology able to produce more accurate results (Geddes and Sakalidis 2016).

More recently, Moral et al. (2010) undertook a cross sectional study in Spain with 234
mother infant pairs, either breast or bottle feeding, and a randomised cross over field
trial with 125 mother infant pairs who were mixed feeding. Babies were observed in
relation to number of sucks and pauses at 21-28 days (breast or bottle feeding), and 21-
28 days and five months (mixed feeding). They found babies who mix fed undertook
both types of sucking movements (breastfeeding and bottle feeding), and adopted their
own pattern (Moral et al. 2010). This study in addition to exhibiting strong
methodological design, also used a large sample, making extrapolation of the findings

to a wider population viable.
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In summary, the evidence surrounding the link between bottle feeding and nipple
confusion is yet to be proved. In effect, conclusions and practice surrounding nipple
confusion appear to have been built upon the physiological understanding of the
differences between bottle feeding/pacifier sucking and breastfeeding. In addition,
although the studies reviewed collectively evidence clear differences between the
mechanisms of breast and bottle feeding, the differences do not necessarily mean nipple
confusion will occur if a breastfed baby feeds by a bottle. Indeed, it is evident that babies
can ‘adapt’ their sucking mechanisms between feeding methods. This indicates rather
than becoming confused, babies can be receptive to changes in feeding receptacles.
However, the scenario of nipple confusion continues to be prevalent in relation to

combining breast and bottle feeding, and warrants further exploration.

2.8.3 The impact of supplementary feeds by bottle on breastfeeding

Although the term ‘supplementary feeds’ usually indicates feeds in addition to
breastfeeding, this term is used interchangeably throughout the literature. In relation
to the following discussion, supplementary feeds will be used to describe the practice of

a feed additional to breastfeeding, and also a feed instead of breastfeeding.

In addition to bottle feeding potentially causing nipple confusion, there are also
concerns regarding the detrimental effect bottle feeding using formula can have upon
milk production, and in turn breastfeeding duration. As previously highlighted by
Hargreaves and Harris (2009), apparent cases of nipple confusion leading to
breastfeeding cessation may in fact be due to using supplements of formula, which have
interrupted milk production. This observation is explained by the fact that breastfeeding
is a supply and demand action, working on a negative feedback system. It requires the
baby to suckle at the breast, with the resultant emptying of the breast stimulating
further milk production (Jonas and Woodside 2016). Physiologically, supplementation
of breastfeeds via formula can reduce lactation - particularly if it is a formula feed
replacing a breastfeed - and subsequently have a detrimental effect on breastfeeding.
This is reflected in step six of the ten steps which states: ‘Give newborn infants no food
or drink other than breast milk, unless medically indicated’ (UNICEF 2018). In relation to
the UK BFI revised standards (UNICEF 2012), the following statement is included:
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‘Support mothers to make informed decisions regarding the introduction of food or fluids
other than breastmilk (UNICEF 2012). This is a less stringent approach to
supplementation than the ten steps. However, it should be noted that as part of UK BFI
accreditation for hospitals, an audit is undertaken in relation to the number of

breastfeeding babies receiving supplementation and the reasons behind this.

The evidence surrounding the impact of supplementation with formula on breastfeeding
centres mainly on preterm infants, therefore reducing comparisons to healthy term
infants. In addition, there is an emphasis on the effect of in-hospital supplementation,
which inevitably focuses on the effect of supplementation in the early days of a baby’s
life, rather than in later weeks or months. Furthermore, the impact upon maternal
confidence in relation to supplementation can have a negative effect upon
breastfeeding duration, rather than it being due to the interruption of the physiology of

lactation (Smith and Becker 2016), and this is rarely considered in studies.

As part of a Cochrane review carried out by Smith and Becker (2016) examining the
effect of early additional food and fluids for healthy breastfed babies, the impact of
formula milk supplementation upon breastfeeding rates was investigated. However, the
evidence available was of low quality, therefore an assessment of the benefits or harms

of supplementation using formula milk was not able to be undertaken.

Few studies have been undertaken ‘post Cochrane review’ in high-income countries
comparable to the UK, to investigate the impact of supplementation on breastfeeding
using formula. O’Connor et al. (2018) conducted a prospective cohort design with 335
Australian mothers investigating predictors of exclusive breastfeeding and duration. The
authors found that apart from non-exposure to opiate analgesia in labour, the only other
modifiable predictor of exclusive breastfeeding at three months was not being exposed
to formula supplementation on the postnatal ward (95% Cl 1.43-4.18, p <0.001)
(O’Connor et al. 2018). Although this study was well designed with a good sample size,
the sample was a convenience sample, with mothers exhibiting a 100% intention to

breastfeed, and a higher than usual exclusive breastfeeding rate at three months
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compared to the Australian national average. Thus the ability to make comparisons to

other populations, including the UK, is somewhat limited.

A further study was conducted by Isaia et al. (2017) with 128 mothers in Cyprus,
investigating breastfeeding determinates using a validated questionnaire. They found
in-hospital supplementation to be negatively associated with breastfeeding at three (p
=<.001) and six months (p = <.001) and with exclusive breastfeeding at one month (p =
.001). However, the study findings are limited due to the small sample size and reliance

upon maternal recall of up to one year.

Data collected during the IFS (2010) in relation to intention to mix-feed found that 14%
of mothers in the UK intended to feed using breast and formula (McAndrew et al. 2012).
The IFS found that these mothers had lower breastfeeding rates at six months than
those mothers who had intended to exclusively breastfeed — 23% v 50%. In addition,
mothers who mix fed had by far the most problems with breastfeeding (52%). However,
as the authors note, the cause and effect of this cannot be determined. Mothers may
have mix fed due to problems with breastfeeding, or had problems due to mix feeding.
Nearly a third (31%) of babies in the IFS had been given formula, glucose or water before
hospital discharge. These mothers were more likely to stop breastfeeding than those
mothers who had exclusively breastfed at one week (29% versus 10%) and two weeks
(35% versus 14%) (McAndrew et al. 2012). However, McAndrew et al. (2012) suggest
personal choice is a factor in cessation, with fewer mothers ceasing to breastfeed who
had been advised to give supplements, than mothers who had made the decision to

supplement themselves (21% versus 40%).

Few studies have focused upon the impact of supplementation using EBM in a bottle on
breastfeeding duration. Physiologically, the expression of breastmilk would be less likely
to interfere with the supply and demand feature of breastfeeding. In support of this
theory, studies have shown no significant difference between the practice of
breastfeeding and the practice of expressing breastmilk in relation to timing, patterns,
and number of milk ejections (Prime et al. 2009; Gardner et al. 2015). However, a study

by Forster et al. (2015) (924 mothers) disputes this theory, finding that supplementary
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feeding by bottle with formula, or a mix (formula and EBM), or just EBM, had the same
detrimental effect on breastfeeding duration, when compared to feeding directly at the
breast. Conversely, a study by Pang et al. (2017) (541 mothers) found that mothers who
mix fed (breast and EBM via a bottle), were at no higher risk of breastfeeding cessation
than mothers who fed directly at the breast. Interestingly, the authors describe this
‘success’ of mixed feeding, possibly being down to mothers being able to return to work
and to have some independence from the demands of their infant. These studies
comprised of large samples, and accounted for confounding variables such maternal
demographics, breastfeeding problems and intention to breastfeed in their analysis.
However, they leave an inconclusive picture concerning the effect of supplementary
EBM on breastfeeding. This was also noted in a Cochrane review conducted by Johns et
al. (2013), who investigated the prevalence and outcomes of breast milk expressing in
women with healthy term infants. Findings were inconclusive, due to variance in
definitions, levels of data and contradictory outcomes. The authors described an
increase in the prevalence of breast milk expressing in the UK, although exact prevalence

was unknown due to no data being collected, which remains the case in 2018.

In summary, although the literature reviewed appears to support supplementary feeds
using formula as having a negative impact on breastfeeding, the evidence remains
inconclusive due to study limitations. However, from a physiological perspective,
supplementation using formula has a recognised detrimental effect upon milk
production. The evidence concerning the effect of using EBM as a supplementary feed
again remains inconclusive. More high quality research is required concerning the effect
of supplementary feeds (formula and EBM) on breastfeeding, in order for mothers to

make evidence-based decisions in relation to the combining of breast and bottle feeding

2.9 The context surrounding why UK mothers introduce a bottle to a

breastfed baby

In order to gain an understanding of the complexity surrounding bottle introduction to
a breastfed baby, a review of the literature surrounding this practice was necessary. Due
to a paucity of studies focusing exclusively on why UK mothers introduce a bottle to their

breastfed baby, the literature concerning why mothers supplement, why mothers cease
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to breastfeed, and why mothers express breastmilk was reviewed, with key findings

presented below.

2.9.1 Why UK mothers express breastmilk

A small number of qualitative studies have explored why UK mothers express breast milk
to feed their healthy baby (as opposed to an unwell/preterm baby). Johnson et al. (2009)
in their study of 16 mothers, found that they expressed to manage pain, for fathers to
be involved in feeding and to allow for some independence. Johnson et al. (2013) also
explored experiences of expressing more long term with seven of the mothers from the
2009 sample. Results were comparable to the first study. In relation to managing pain
expressing was seen as a ‘desperate solution’, (Johnson et al. 2013, p.593). Using EBM
was also seen as a way for mothers to ‘deflect accusations of poor mothering’ (p.593),
usually associated with bottle and formula feeding. In addition, expressing and feeding
by bottle was described as a possible ‘door to freedom’ for mothers (p.592), particularly
regarding feeding in public, but also in relation to someone else feeding their baby so
they could have a break (Johnson et al. 2013). Although these studies give a valuable
insight into why mothers express breastmilk, the aim of the original study was to explore
mothers’ experiences of breastfeeding, rather than expressing, which would have
prevented follow up or further exploration of the data collected at the time.
Furthermore, the authors concede that the sample, predominantly white and middle

class, limits the transferability of their findings.

Similar to Johnson et al. (2009), Ryan et al. (2013) undertook a secondary analysis of
data collected from a primary study on breastfeeding, regarding mothers’ experiences
of expressing breastmilk. Their findings were comparable to a previous US study, where
mothers expressed to build up a freezer supply ‘just in case’ (Loewenberg Weisband et
al. 2017). Ryan et al. (2013) also found that mothers expressed so someone else could
feed their baby whilst they were at work, in order to participate in a social life, catch up
on sleep and have a break from breastfeeding, comparable to findings by Johnson et al.
2009). Interestingly, the authors described EBM feeding as a ‘connection’ (p.475), in
relation to mothers who were working or studying, and as a ‘disconnection’ (p.475), in
relation to mothers who wanted to resume their former social life and have time free
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from infant care (Ryan et al. 2013). Similar to the studies by Johnson et al, due to the
original study aiming to explore breastfeeding rather than expressing, opportunities to
follow up or further explore the mothers’ discussions on expressing would not have

taken place, potentially impacting on the data.

A further study was undertaken by Crossland et al. (2016), again as part of a larger UK
study, to investigate perceptions of breast pumps as an incentive for breastfeeding.
Sixty-eight interviews were undertaken using focus groups and individual interviews
with mothers, pregnant women, partners and health professionals. Although some
mothers perceived breast pumps as not helping breastfeeding, others perceived pumps
as being able to prolong their breastfeeding and helping with feeding in public (by using
a bottle). In addition, they believed pumps could aid the return to work, and were seen
as ‘sharing the load’ by letting others feed the baby. This would allow mothers some
freedom. This study explored ‘perceptions’ rather than actual experiences of mothers,
and the focus was on breast pumps as an incentive for breastfeeding rather than
expressing per se. However, the study findings are comparable with those of Johnson et

al. (2009) and Ryan et al. (2013).

The majority of studies reviewed in relation to why mothers express breastmilk have
used data from larger original studies, which removes the potential to further explore
mothers’ experiences of expressing. However, the study findings are comparable,
indicating that mothers’ reasons to express breastmilk transcend social, physical and

psychological factors

2.9.2 Reasons why UK mothers cease to breastfeed and reasons why healthy
breastfed babies receive supplementation

There is a strong consensus amongst both quantitative and qualitative studies regarding
the key reasons why mothers of healthy babies cease to breastfeed in the UK (and
consequently introduce a bottle to their breastfed baby). These reasons are often
comparable to why mothers supplement, or combine breast with bottle feeding, and

are discussed below.
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Returning to work has been noted as a key reason for breastfeeding cessation and/or
introduction of a bottle amongst UK mothers during the later weeks and months of
breastfeeding. Skafida (2012) using data from a large-scale quantitative study (N =
5015), with a representative sample of mothers in Scotland, found employment to be
negatively associated with a mother’s ability to breastfeed for prolonged periods of
time. Whilst Sherburne-Hawkins et al. (2007), using data from another large-scale
quantitative study (N = 6917) with a representative sample, found delaying the return
to work increased breastfeeding duration. Gatrell (2007), in her qualitative study of UK
mothers’ experiences of employment and breastfeeding, found mothers gave up
breastfeeding completely due to their impending return to work, with some ceasing due
to anxiety around managing breastfeeding in the workplace. It should be noted
however, that the 2007 studies were undertaken prior to maternity leave being
extended and employers being encouraged to provide time for mothers to express
breastmilk in the workplace (ACAS 2014), which could make the findings less applicable

to the present day context.

The IFS 2010 found mothers who had never worked had a lower ‘fall out rate’ from
breastfeeding at six months than those who returned to work (44% v 34%) (McAndrew
et al. 2012). McAndrew et al. (2012) suggest this disparity was due to mothers who had
never worked ‘had more opportunity to breastfeed and for longer compared with
mothers who returned to work’, (p. 49). In addition the Scottish IFS (2017) found 21% of
mothers reported their return to work as the reason for them ceasing to

breastfeed/express (GOV.SCOT.UK 2018).

Reasons of a physical nature have also been reported in relation to cessation of
breastfeeding and/or the introduction of a bottle. Cloherty et al. (2004) in their
ethnographic study observing health professionals’ discussions with breastfeeding
mothers concerning supplementary feeds, found a major theme for supplementation
was to ‘protect’ mothers from tiredness and distress. In addition, mothers themselves
asked for bottles as an easy solution to tiredness and anxiety. This is comparable to
findings from a grounded theory study by Furber and Thomson (2006), who found

supplementary feeds were given due to mothers being too tired to breastfeed, although
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it should be noted only midwives were interviewed in this study, thus reports of
tiredness were not first hand. Furthermore, mothers finding breastfeeding too tiring led
to breastfeeding cessation in 8% and 16% of mothers in the IFS (2010) (McAndrew et al.
2012) and Scottish IFS (2017) (GOV.SCOT.UK 2018) respectively. Physical pain (breast
and nipple) has also been reported by mothers in relation to cessation of breastfeeding
and the use of supplementary feeds (Lee and Furedi 2005; Andrew and Harvey 2011;
McAndrew et al. 2012; Buck et al. 2014 ). In relation to the IFS (2010), pain was reported
by 22% of mothers as the reason for breastfeeding cessation in the first week

(McAndrew et al 2012).

The evidence points to other reasons for ceasing to breastfeed or introducing a bottle
as being more socially constructed. Lee and Furedi (2005) in their mixed methods study
investigating UK mothers’ experiences of using formula, found mothers introduced
formula (using a bottle) to restore some normality to their lives. Andrew and Harvey
(2011) in their qualitative study with 12 UK mothers investigating factors affecting their
initial and continued feeding choices, found mothers not wanting to breastfeed in
public, a finding noted by previous authors (McAndrew et al. 2012; Brown 2015; Scott
et al. 2015; Morris et al. 2016; GOV.SCOT.UK 2018). They also found that not wanting to
feed in public affected the mothers’ other children, a finding noted in a study by Stewart-

Knox et al. (2003).

Less tangible reasons as to why UK mothers cease breastfeeding or feed by bottle and
breast are also evident. Hoddinott et al. (2012), when exploring mothers’ infant feeding
experiences, found a ‘clash’ exists between the idealism of breastfeeding compared to
the reality, a disparity which is echoed in previous studies with UK mothers (Lavender et
al. 2005; Gatrell 2007). This is to an extent comparable with findings of the Scottish IFS
(GOV.SCOT.UK 2018) which found maternal confidence in the early days was one of the
most reported reasons to give up breastfeeding (23%). However, this reduced to 13% at
>4 days — 2 months and was only 3% at six+ months. Williamson et al. (2012) in their
study of 22 UK mothers using an Interpretative Phenomenological Approach (IPA)
approach found two overarching themes as to why mothers ceased to breastfed; pain

and the difficulty with breastfeeding as a threat to maternal identity. In line with this,
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low maternal self-efficacy has been associated with cessation of breastfeeding (Brown
and Lee 2013) and supplementation (Smith and Becker 2016). This is consistent with the
IFS (2010) and Scottish IFS (2017) which found 31% and 45% of mothers respectively,
ceased to breastfeed due to perceptions surrounding ‘insufficient milk’, the leading
cause of breastfeeding cessation (McAndrew et al. 2012; GOV.SCOT.UK 2018). As
discussed earlier in this chapter, a further implicit influence on mothers’ reasons to
cease breastfeeding and/or introduce a bottle can also be attributed to the ‘bottle

feeding culture’ in the UK, where breastfeeding is not the norm.

In conclusion, it is evident from the literature reviewed that the reasons why UK mothers
cease to breastfeed and/or introduce a bottle to their breastfed baby (with formula or
EBM) are complex and at times dependant on their individual circumstances. Although
the studies reviewed display certain limitations, there is an amount of overlap between

their findings, which point to physical, psychological and socio-cultural factors.

2.10 Bottle refusal and weaning from breastfeeding

In order to understand the nature of bottle refusal and the potential complexities
surrounding it, the literature in relation to bottle refusal and how babies wean from
breastfeeding was appraised. In line with this, the evidence in relation to the use of
bottles/teats to overcome bottle refusal was also reviewed. Furthermore, the literature

concerning the non-nutritional properties of breastfeeding was explored.

2.10.1 Bottle refusal

A search of the literature identified one PhD thesis (with no published papers) in relation
to bottle refusal by breastfed babies (Egan 1988). Egan undertook a phenomenological
study with six US mothers exploring their experiences of nipple confusion with their
breastfed baby. Egan defines the term ‘nipple confusion’ as being when a mother
combines breastfeeding with bottle feeding and her baby rejects the bottle. Egan found
mother’s experiencing ‘nipple confusion’ had no assistance from healthcare providers
when they contacted them about the problem, with them offering ‘little support or

understanding’ in relation to the mother’s situation (Egan 1988, p.145). Furthermore,
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healthcare providers appeared to be unaware of the scenario. Egan (1988), found the
impact of nipple confusion affected family life, with increased arguing between mother
and spouse. In addition, it led mothers to experience frustration, anger and resentment
towards their baby. She called for recognition of the scenario of nipple confusion (bottle

refusal) and for strategies to be developed to ‘prevent it’.

The study is weakened to an extent by its use of the term ‘nipple confusion’ to describe
bottle refusal, which in the present day would be questioned in relation to the lack of
evidence to support it. Furthermore, the term ‘nipple confusion’ typically denotes
babies that refuse the breast in favour of a bottle, and is not generally associated with
bottle refusal, which makes the study’s focus unclear. In addition, due to the mothers
residing in the US in 1988, this makes it difficult to apply the ‘context’ of their lives to
those of mothers living in a contemporary UK. An example of this is the support for
mothers in the study focusing around nurses and to some extent doctors, which differs
starkly from the support mothers would access in the UK. Of note, there was also no

online support in existence for mothers at the time of the study.

Inevitably, the practices surrounding infant feeding in Egan’s thesis have dated. In
addition, and of particular relevance to the current research, it was undertaken prior to
BFI and the ten steps to successful breastfeeding, which may have impacted upon the
mothers’ experiences and consequently the findings. Furthermore, Egan’s
recommendation to ‘prevent’ bottle refusal by offering one bottle every other day from
the third week of breastfeeding is not underpinned with evidence, either from her own

study or others, making it an anecdotal suggestion that is not realistic.

Egan’s study does however, currently stand alone as the only study to explore mothers’
experiences of bottle refusal by their breastfed baby. It makes a valuable and unique
contribution to the literature surrounding the scenario of bottle refusal, which at
present is almost non-existent. In addition, some of the mothers’ experiences and the
findings derived from them, although based within the US context, are certainly

plausible from an anecdotal viewpoint.
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2.10.2 Weaning from breastfeeding

Theories concerning weaning have focused on it being a crucial phase in a child’s life,
and one which can have long-term effects on their adult life. Previous psycho-analytical
theorists have associated breastfeeding with a sexual, as well as nutritional experience,
with oral satisfaction being gained from breastfeeding (Freud and Strachey 1969). This
had led to weaning being viewed as a negative and traumatic experience from an infant
perspective (Fouts et al. 2000). Babies have been described as objectifying/possessing
the breast (Klein 1952; Winnicott 1988), leading them to experience grief, loss and anger
when they have faced weaning from it. For some babies this has led them to resist
weaning, described by Abraham (1916 cited in Eccleson 2005, p.140) as ‘obstinate

adherence’.

Few studies have explored the practice of weaning from breastfeeding, although in
relation to the UK this is perhaps unsurprising considering so few mothers breastfeed
long enough for weaning to warrant taking place. The majority of studies have been
undertaken in developing countries, whose cultural context limits transferability and
generalisability of findings. However, a small number of studies were identified which
were undertaken in countries comparable to the UK, and one study was undertaken in

the UK.

Williams and Morse (1989) conducted a study of 100 Canadian mothers exploring their
weaning experiences using a questionnaire. They found most mothers employed a
process of gradual weaning from the breast. However, some mothers described facing
‘resistance’ to weaning by their baby. To counter this, the mothers reported employing
methods such as ‘cold turkey’, and putting bitter substances on their breasts. One
mother reported being advised by her paediatrician to splash cold water on her infant
when it tried to breastfeed. This study gives an interesting insight into the methods
some mothers used when facing resistance to weaning from their baby. It also indicates

that weaning from the breast is not always a straightforward process.

Hauck and Irurita (2003) undertook a grounded theory study in Australia with 33

mothers to explore their management of the later stages of breastfeeding and weaning
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their baby from the breast. Age at weaning ranged from six weeks to six years, with a
mean age of 11.5 months at weaning age. No methods of weaning were discussed nor
length of time taken. Mothers described how if ‘mutual readiness’ (p.71) was
experienced in relation to weaning, it progressed relatively easily (Hauck and Irurita
2003). However, some mothers were forced to wean early due to unforeseen life events
such as maternal illness, medications contraindicated with breastfeeding, work
commitments and needing to travel. Hauck and Irurita (2003) described how some
babies ‘resisted’ weaning onto a bottle, however the mothers persevered, and
acceptance occurred. The study sample does not reflect the ‘norm’ of breastfeeding in
westernised societies, one child weaned just before its seventh birthday, and this would
have impacted upon the data collected and transferability of findings. The study does
however highlight the potential difficulties of weaning from the breast, comparable to

findings from Williams and Morse (1983).

A further study concerning weaning was conducted by Neighbors et al. (2003) with 222
US breastfeeding mothers using a telephone interviews. They found that length of time
of weaning ranged from 0-90 days, with the majority falling between 2-14 days. The
majority of mothers (70%) reported weaning gradually, however 25% weaned ‘all at
once’. Mothers returning to work experienced the longest weaning duration (p = .003).
In addition, they found longer breastfeeding duration to be associated with longer
weaning duration (p = <.0001). All 222 mothers had introduced a bottle to their baby
by six months, with the median age for introduction being four weeks (range 4-29
weeks). Furthermore, they reported a significant positive correlation with introduction
of a bottle and weaning (p = .0001). Mothers who weaned in =< 3 days were more likely
to use supplementary aids to weaning, including binding their breasts and avoiding night
time feeds (Neighbors et al. 2003). Although this study used pre-defined questions
during telephone interviews, which would have restricted discussions concerning
mothers’ experiences of weaning, it provides a unique insight into associations between

timings, breastfeeding and weaning.

Only one UK study was identified in relation to weaning from the breast. Eccleson (2005)

undertook an observational case study of one UK mother and her weaning journey. The
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study was analysed from a psychodynamic viewpoint. It depicted the weaning process
as protracted and challenging for the mother, and gave possible psychological insight
into the baby’s behaviour in relation to be weaned from the breast. This study provided
a detailed picture of the complexities of weaning from the breast, however, findings are
limited due to it being a single case. In addition, the mothers’ individual circumstances,

particularly as she was a young single parent, visibly impacted upon her experience.

Egan (1988) reported 10 different methods that mothers in her study had used to try to
overcome their breastfed baby’s refusal to bottle feeding (see table 4). Although the
findings are not generalisable due to the small sample (N = 6) and the reported
percentages are of limited worth, this information itself is not without value. It presents
a ‘westernised’ picture of how mothers attempt to transition or wean from the breast

to a bottle, which few other identified studies have done to date.

Table 4 Methods used by US mothers to transition from breast to bottle feeding

Method %, N=6
Trying different formulas 100
Expressing milk and administering in bottles 66.66
Trying various rubber nipples 100
Asking advice from La Leche League 50
Contacting pediatrician(s) 83
Discussing problem with nurse(s) 50
Having someone else offer the bottles 100
Putting sugar on the nipples (teats) 22
Stop breast-feeding entirely 50
Stop offering bottles entirely 16.66

Egan (1988)

In conclusion, few studies in high-income countries comparable to the UK have focused
on how mothers wean their baby from the breast. Those that have, depict it as a
potentially difficult and at times lengthy process. In addition, it is apparent that some

babies are resistant to weaning from the breast, and as seen in studies by Egan (1988)
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and Williams and Morse (1989), mothers employ various methods to overcome this

resistance.

2.10.3 The use of bottles/teats as a method to overcome bottle refusal

It is evident from trade literature that bottle and teat manufacturers are aware of
potential bottle refusal by breastfed babies. They have responded by developing and
marketing a number of bottles/teats for breastfed babies. A review of the evidence
supporting the main bottle/teats marketed for breastfed babies in the UK is detailed in
table 5. Only Medela have undertaken academic peer reviewed studies in relation to
their bottle/teat. Geddes et al. (2012) undertook an experimental study in Australia with
16 breastfeeding babies. They used ultrasound to determine if breastfed infants could
remove breast milk from an experimental teat (Calma by Medela), designed to release
milk only when a vacuum is applied. They concluded that breastfed infants were able to
remove milk from a teat using only vacuum, with a similar tongue movement to that of
breastfeeding (Geddes et al. 2012). However, the study exhibits a number of limitations.
The sample was small, and images for only 15 bottle feeds using the experimental teat
were attained. In addition, the babies had fed by bottle previously, and the significance
of two babies refusing to feed from the teat is not discussed. Furthermore, the babies

were fed EBM only, not formula milk, which may have impacted upon the findings.

The second study was conducted by Segami et al. (2012) with 20 breastfeeding babies
in Japan. They used recordings and markers to determine if the perioral movements and
sucking pattern of babies feeding with the Medela Calma teat were similar to
breastfeeding. They found that there were no significant differences in jaw or mouth
movements, and conclude that the teat could decrease breastfeeding problems related
to bottle use (Segami et al. 2012). However, similar to Geddes et al, there are a number
of limitations to this study. The sample of 20 is small, and all of the babies had bottle fed
previously. Furthermore, only EBM was used, the use of formula milk could have
impacted upon findings. In relation to the marketing of the Medela Calma teat the
findings from both studies do not prove or disprove that the Medela teat will a) prevent

nipple confusion b) lead to bottle acceptance.
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An earlier study undertaken by Nowak et al. (1994) investigated the differences in

artificial teat shape and breast nipple during feeding. They compared four different

artificial teats with the breast-nipple during feeding with 35 babies. The found none of

the artificial teats lengthened like the breast-nipple. This is an interesting finding, which

in essence shows that an artificial teat cannot assume the flexible shape and nature of

a nipple. Although this study was undertaken some time ago, and the technology

surrounding artificial teats has inevitably become more advanced, no other studies were

identified that have focused on a comparison between nipple/teat shape change.

Table 5 Evidence supporting bottle/teats marketed for breastfeeding babies

‘ Brand ‘ Description

Mimijumi

Tommee
Tippee

Phillips
Avent

Minibe

The worlds ‘breast’
bottle, ‘back to work
bottle’, minimises
confusion between
breast and bottle
Closer to nature, the
most ‘breast like’ feed,
mimics flex stretch and
shape of breast

Natural bottles and
teats, wide neck of bottle
and teat helps with
natural latch, easy to
combine breast and
bottle feeding

‘Baby refusing the
bottle? join tens of

Evidence

Testimonials only — (from
mothers, registered nurse
and lactation consultant)

In an online survey of >500
mothers who used the
Tommee Tippee closer to
nature teat, 97%
agreed/recommended the
easy latch on nipple

92% of >1200 mothers who
used the Tommee Tippee
teat with their child recalled
they had accepted it within
the first three attempts.
417 mothers using the
‘Closer to nature’ bottle
found it ‘easier to combine
breast and bottle feeding’ -
based on an online survey
between 7th-11th August
2012 (undertaken by
Silverstork — no longer
trading)

3.9/5 based on 30 reviews

4,813 5 star reviews
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Review

Not research

No information
available re:
survey/study
designs, samples,
potential bias, study
was reliant on
maternal recall

Not research

Not research



thousands of UK parents
having success with
Minibe’s revolutionary
teat functionality avoids
nipple confusion when
used as the first and only

bottle teat’.

Medela Calma — transmits Geddes et al (2012) Segami (See main text
knowledge of et al (2012) ) (see main text above)
breastfeeding sucking above)

behaviour into a bottle
and teat, helps baby
switch from breast to
bottle and back again,
Allows babies to use
their natural feeding
behaviour as learnt on

the breast

MAM Silk teat — feels like mum | 94% teat acceptance - Market research, no
- bottle teat initiates Market research USA 2010 information
same sucking reflex as n=35 / field study Austria available re:
breastfeeding , the move | 2011, n=73 survey/study
from bottle to breast is designs, samples,
easy sample sizes too

small to make any
generalisations

In conclusion, there is no robust evidence at present to support the use of certain
branded bottles and teats to prevent nipple confusion, to make the transition from

breast to bottle easier, or to overcome bottle refusal by breastfed babies.

2.10.4 Non-nutritional properties of breastfeeding

There are numerous potential reasons as to why a breastfed baby refuses to feed from
a bottle. This literature review has alluded to the physical differences between breast
and bottle possibly impeding a baby being able to feed interchangeably from both. In
addition, it has shown that there is an inability for a bottle and teat to totally replicate a
breast or breastfeeding. However, the non-nutritional properties of breastfeeding may
also be a key contributor to the scenario of bottle refusal. Breastfeeding has long been
defined as an experience rather than solely a medium for nutritional intake (Entwistle

2014; Papp 2014). It presents the mother and baby with an emotional experience which
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stimulates hormones, closeness, and bonding, which bottle feeding may not give to the
same degree. It is therefore conceivable that non-nutritional properties of breastfeeding
such as comfort, security and closeness could underpin why breastfed babies refuse to
bottle feed. This is to an extent borne out in a study by Gribble (2009), entitled ‘As good
as chocolate’ and ‘better than ice-cream’. Gribble explored the breastfeeding
experiences of 114 Australian children age 24-96 months using observations and
interviews. When mothers were asked why they thought their child breastfed, they said
it was firstly for comfort, then hunger, then for intimacy and closeness, and lastly due to
liking the taste of breastmilk. Children breastfed when they were hurt, upset or tired,
and described how it enabled them to be ‘close to mummy’, and how it made them feel

/

‘warm’, ‘happy’, ‘cuddly’, ‘good” and ‘loved’ (p.1072). They also described breastmilk in
relation to a range of sweet products including chocolate and ice cream (Gribble 2009).
This study sample was outside of the norm for a westernised society, with mothers
breastfeeding at two years and beyond. However, it gives an invaluable insight into
some of the non-nutritional properties of breastfeeding that the children experienced

and valued, although it is not clear how comparable these are to young babies.

In line with Gribble’s study, breastfeeding has been postulated as providing a secure
base for infants through attachment. Attachment theory is based on the premise of an
infant being in close proximity to a caregiver, which leads to a secure attachment for the
infant (Bowlby 1997). In the case of breastfeeding, where a baby interacts closely with
its mother, the idea that breastfeeding provides a form of attachment is a logical one.
This is to an extent supported by studies which have found mothers who breastfeed
spend an increased amount of time with their baby when compared to other forms of
infant feeding (Smith and Ellwood 2011; Smith and Forrester 2017). In addition, it has
been suggested that mothers who breastfeed are more likely to display greater maternal
sensitivity (Kim et al. 2011; Papp 2014; Edwards et al. 2015), which again has been linked
to attachment (Tharner et al. 2012). However, theorists have previously disputed
breastfeeding as leading to secure attachment, believing it to be due to the quality of
infant-carer interaction, rather than infant feeding method per se (Bowlby 1997, Howe

2011).
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The evidence to support the link between breastfeeding and attachment is varied.
Gribble (2006), conducted a study of four cases of adopted children who were breastfed
by their adoptive mothers. She found that all four children showed signs of attachment
to their new mothers via breastfeeding. This study gives an insight into breastfeeding as
a physical and emotional link between the adoptive mother and baby/child, which
progressed to a form of attachment between the two. The study sample is unusual
however, and findings are difficult to transfer to other contexts. In addition, results from
a study of 675 mothers in the Netherlands showed an association between
breastfeeding and infant attachment, with the longer the duration of breastfeeding
resulting in greater attachment security, (p <.05) (Tharner et al. 2012). Although it
should be noted that the observational assessment for attachment took place at 14
months, which for some mothers was up to 12 months after they had ceased
breastfeeding. More recently a study by Weaver et al. (2018) using data from 1,272 US
families, found secure attachment at 24 months was predicted by breastfeeding
duration. In addition, a study by Gibbs et al. (2018) using a nationally representative
sample of 8,400 infants in the US, found a link between babies who were predominantly
breastfeeding for at least six months and infant attachment security. Breastfeeding was
an important link to the baby’s use of their mother as a secure base, when compared to
babies who did not predominately breastfeed for six months. Unfortunately, the term
‘predominantly breastfeeding’ did not account for variations in the amount of
breastfeeding that took place, which makes it difficult to ascertain how much
breastfeeding leads to attachment. In addition, the infants in this study were aged nine

months to two years, making it is difficult to make comparisons to younger infants.

Conversely, previous studies have not found a link between breastfeeding and
attachment. Jansen et al. (2008) undertook a review of the literature and concluded
there was no empirical evidence to support it. In addition, a study by Britton et al.
(2006), examined the link between attachment and breastfeeding and the effect of
maternal sensitivity with 152 US mothers. They found the quality of the infant-maternal
relationship, rather than feeding type, to be predictive of attachment security. Although,
they also found mothers who breastfed exhibited enhanced maternal sensitivity to their

infant, which could impact positively on security attachment (Britton et al. 2006). These

53



study findings are comparable to assertions from previous authors, who have also
rejected infant feeding as having an impact upon infant attachment (Bowlby 1997;

Jansen et al. 2008; Howe 2011).

In conclusion, whilst breastfeeding does appear to exhibit non-nutritional properties for
infants and children, it is not clear if these are applicable to young babies. In addition,
the evidence to support breastfeeding as having an impact upon attachment is
inconclusive, with study findings and theories on attachment both supporting and
refuting this suggestion. Thus the non-nutritional properties of breastfeeding being a

cause for bottle refusal, although plausible, have no evidence to currently support them.

2.11 Theories, concepts and models underpinning infant feeding

The following section will discuss the theories, concepts and models which have
particular relevance to mothers who wish to introduce a bottle to their breastfed baby,
and who experience bottle refusal. (theories surrounding weaning and infant

attachment have been discussed previously under section 2.10).

Agency theory and the concept of woman centred-care

The psychological theory of ‘agency’ as a concept in health care emerged in the 1970’s
as part of the resurgence of neoliberalism (Ryan et al. 2017). The paternalistic approach
to health was replaced by patient autonomy and shared care (Edwards and Elwyn 2009),
with a sense of ‘agency’ referring to patients being able to initiate and instigate their
own actions. From an infant feeding perspective, agency theory has been applied to
understand mothers’ decisions to breastfeed or not (Bartlett 2003), to explore mothers’
sense of self when breastfeeding (Schmied and Lupton 2001) and in relation to the role
of agency in mothers’ breastfeeding experiences (Ryan et al. 2017). In addition, the role
of health professionals as agents was explored by Ryan et al. (2017), who found that
they assumed the role of agent for breastfeeding and the baby, rather than the mother.
Agency theory when applied to infant feeding can aid both the understanding of

mothers’ sense of autonomy, and how health professionals facilitate or prevent this.
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Similar to agency theory is the concept of woman-centred care, which underpins
midwifery care. Derived from feminist principles and the need for a model of care that
placed women at its core, woman centred care has been described as where the ‘locus
of control is shifted away from the institution and professionals towards the woman
herself (Leap 2009, p.12). Of specific relevance to infant feeding are the components of
woman centred care which recognise ‘the woman’s expertise in decision making’ and
‘the needs of the baby...as defined by the woman herself (Leap 2000, p.12). The
application of the concept of woman-centred care to infant feeding research is of
particular value in relation to understanding the support mothers receive. This was
evident in a study by Mclnnes et al. (2013), who found support for mothers to be

breastfeeding-centred rather than woman-centred.

Pierre Bourdieu’s theories of dispositions and habitus

The work of Pierre Bourdieu has been suggested as a framework to help understand
mothers’ decisions surrounding infant feeding practices (Amir 2011). Bourdieu (1984),
described how food was not solely driven by the physical need to nourish, but had
numerous other influences upon it such as class, individual history, and socio-cultural
and environmental factors. These influences were part of Bourdieu’s concepts of
‘dispositions’ and ‘habitus’, which surround individuals, affecting their decisions both
consciously and unconsciously (Amir 2011). The concept of ‘disposition’, relates to
decisions and practices surrounding food being based upon collective unconscious
norms passed on through generations. The concept of ‘habitus’ relates to social
background and history being an influencing factor in how food and feeding is
contextualised (Amir 2011). When used as a theoretical framework both concepts can
help to explain why mothers living in certain UK communities exhibit low breastfeeding
rates, why they do not breastfeed themselves, or why certain social classes in the UK
are less likely to breastfeed (Amir 2011). On a wider level, they can also be used to

understand the UK bottle feeding culture, where breastfeeding is not the norm.

Feminist theory and infant feeding
Feminist perspectives on infant feeding, particularly breastfeeding, exhibit what

McCarter-Spaulding (2008) terms as ‘tensions’ between feminists. Van Esterik (1994)
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describes how breastfeeding is ‘empowering’ for mothers, due to it being gender
specific, a concept supported by cultural feminists, who seek to accommodate gender
differences rather than diminishing them (McCarter-Spaulding 2008). However, from a
liberal feminist perspective, where gender differences are minimised, breastfeeding can
been viewed as ‘standing in the way of liberating women’ (McCarter-Spaulding 2008, p.
207), with formula feeding providing liberation. Law (2000) argues that in order to
achieve gender equality, infant feeding should be framed as ‘social labor whose division
is open for negotiation’ (p.442), as opposed to a biological activity, undertaken only by
a mother. McCarter-Spaulding (2009) adds to this theory, stating that due to
breastfeeding being ‘sex-specific’ it ‘challenges the feminist principle of gender-neutral
childrearing’” (p. 207). Dykes (2005) applied a ‘supply and demand’ concept to
breastfeeding, due to the westernised view of breastfeeding as a nutritional activity
rather than one which is ‘relationally orientated’ (p.2287). She viewed breastfeeding
through an industrial model, aligning it to a Marxist perspective (Dykes 2005). This is
similar to Regan and Ball (2013), who framed a mothers’ breasts as ‘disembodied’, and
‘machine like’, associating this concept to that of Descartes, who viewed the body as a
machine. These perspectives align with the masculinised, medicalised and technological
framing of infant feeding (Carter 1995; Maher 1995; Bartlett 2003; Faircloth 2010;
Stearns 2013). Benoit et al. (2016), who explored breastfeeding and guilt using a
phenomenological framework, described how the breast is best message is a
medicalised one, and one which does not does not take into consideration the

constraints breastfeeding can have on a woman’s personal and professional life.

The concept of good and bad mothering and maternal deviance

The concept that ‘good mothering’ is associated with breastfeeding and ‘bad mothering’
is associated with bottle/formula feeding, frames not only how a mother’s feeding
practices can be perceived by others, but also how mothers themselves internalise their
feeding decisions and practices (Dykes 2005; Crossley 2009; Stearns 2013; Shloim et al.
2015). The concept of good and bad mothering appears to have emerged from the
‘breast is best’ slogan, conceived towards the end of the 1970’s/early 1980’s, when
breastfeeding rates were at their lowest (Stanway and Stanway 1983). It is closely

aligned with the ‘ideal mother’ analogy, where mothers put the needs of their baby first
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(Shloim et al. 2015), due to breastfeeding being viewed as the superior method of
feeding. Itis indicative of infant feeding practice being viewed through a biomedical and
moralistic lens (Ryan et al. 2010). The application of the concept of good and bad
mothering to infant feeding, enables an understanding of how the moralisation of infant
feeding impacts upon mothers decisions and practices. Closely linked to the concept of
good and bad mothering is the application of the sociological model of ‘deviance’
(Murphy 1999). Murphy describes maternal deviance as the breaking of rules
‘knowingly’ (p.188) i.e. detracting from the known ideal of breastfeeding and to formula
feed (Murphy 1999). However, Murphy describes how the deviant behaviour of formula
feeding, and the subsequent label of ‘bad mothering’ being ascribed to it, can be
counteracted by mothers using techniques of ‘neutralisation’ in the form of ‘excuses’
and ‘justifications’. This model of deviance has been applied as theoretical framework
to understand how mothers account for their infant practices, particularly in relation to

formula feeding (Murphy 1999).

In summary, a review of the literature has revealed a number of concepts and theories
that can be used to enable a wider understanding of mothers’ experiences of bottle
refusal by their breastfed baby. These theories and concepts will be used to contribute

to the interpretation of findings in this thesis.

2.12 Conclusion

A review of the evidence concerning infant feeding practices within the UK has ‘set the
scene’ for this programme of research. It has pointed to breastfeeding being the
exception rather than the norm, with a UK ‘bottle feeding culture’ prevailing. However,
paradoxically, there also appears to be a marginalisation of bottle feeding as an infant
feeding practice, which could in part be due to the impact of the UK BFI. The effect of
bottle feeding on breastfeeding is complex and inconclusive, both in relation to the use
of formula and EBM. The context surrounding why UK mothers wish to introduce a
bottle to their breasted baby are equally complex, and are influenced physically,
psychologically and socially. The evidence surrounding bottle refusal by breastfed babies
is limited to one identified thesis, which was undertaken some time ago in the US, which

limits the transferability of findings to the current UK context. The scenario of bottle
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refusal has been afforded recognition by bottle/teat manufacturers who have focused
on ‘solving’ it, although there is little evidence to support their teats and bottles in doing
so. There is no current evidence in relation to why bottle refusal occurs, however the
differences in the mechanics of breast and bottle feeding, the inability for a bottle to
assume a breast, and the non-nutritional properties of breastfeeding could be a
contributing factor. Various theories, concepts and models, when applied to infant
feeding, enable a better understanding of mothers’ experiences, practices and
decisions. These include theories of agency, habitus and disposition, and the concepts
of good mothering, deviance and woman centred care. In addition, feminist theory can

aid understanding of infant feeding from a gender perspective.

2.13 Conceptual Framework

In relation to the programme of research, a conceptual framework was developed (see
figure 4). The use of a conceptual framework is advocated by Maxwell (2013) and
Bloomberg and Volpe (2016), in order to focus and guide a study. Although simplistic in
its design, the conceptual framework represents the key concepts of infant feeding that
relate to mothers’ experiences of bottle refusal. In line with Maxwell (2013), it was
developed using the findings from the literature review, infant feeding theory, and
previous ‘experiential knowledge’. The four key areas are discussed in more detail

below.

Socio-cultural factors

It is clear that infant feeding is a complex process, which is strongly influenced by socio-
cultural norms. From a UK perspective, although the majority of mothers initiate
breastfeeding, very few continue to breastfeed to six months (McAndrew et al. 2012).

The socio-cultural norm of bottle feeding is a possible contributor to this.

Health factors

Breastfeeding is a unique opportunity for mothers to transfer lifelong health benefits to
their baby (and themselves) (Victora et al. 2016). From a health perspective,
breastfeeding is deemed to be the superior method of feeding when compared to

formula feeding. However, by viewing infant feeding through a bio-medical and public
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health perspective only, the complexities of infant feeding decisions and practices are

not acknowledged.

Physiological factors

The combining of breast with bottle feeding from a physiological perspective, can have
a detrimental effect on breastfeeding. In addition, due to the differing mechanisms of
breast and bottle feeding, there is a supposition that nipple confusion can occur, again
having a negative effect on breastfeeding. The physiology of breastfeeding is important
in relation to mothers’ decisions to introduce a bottle and the potential advice and
support they receive. The physiological differences between breast and bottle feeding

may also influence why a baby refuses a bottle.

Psychological factors

Infant feeding is not just a physical practice, with a psychological element being present.
This is important in relation to how some mothers make decisions surrounding
introduction of a bottle and how they experience bottle refusal, including its impact. In

addition, why a baby refuses a bottle could have psychological considerations.

In conclusion, a conceptual framework has been developed to reflect the main concepts
surrounding infant feeding with reference to mothers’ experiences of bottle refusal by
their breastfed baby. It will be used to guide and focus the programme of research.

In addition to the conceptual framework, this programme of research was guided by a

theoretical framework, discussed below.
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Figure 4 Conceptual framework
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2.14 Theoretical framework — Socio-ecological model

Infant feeding is a complex process. Breastfeeding in particular has been described as a
‘biopsychosocial process that is dynamic, relational and changes over time’ (Dykes 2006,
p.204). In addition, it takes place in an increasingly ‘complex world’ (MacKean and

Spragins ND), which from a UK perspective exhibits its own socio-cultural norms.

To enable the complexities of infant feeding to be represented within this programme
of research, a SEM for health adapted from MclLeroy et al. (1988) was used. Ecological
models evolved from the work of Urie Bronfenbrenner, who depicted human
development as being influenced by a series of internal and external systems,
(Bronfenbrenner 1989). Bronfenbrenner defined the systems at a series of levels (micro,
meso, macro and exo), from the individual person to the environment surrounding
them, all of which are inextricably linked. Using the same concept of levels as

Bronfenbrenner, MclLeroy et al. (1988) developed a SEM to reflect determinates of
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human behaviour in relation to health promotion. Although McLeroy’s model was based
upon understanding how humans act from a health promotion perspective, it is valuable
in understanding how mothers’ experience bottle refusal by their breastfed baby. Its
systems reflect the complexities of infant feeding, which being dynamic in nature,
exhibit numerous changing internal and external influences. In addition, it aligns with
the growing understanding that infant feeding decisions and practices are not solely
down to the individual mother (Rollins et al. 2016; Brown 2017), and that breastfeeding
in particular, should be viewed as a public health issue, with a societal approach needed
to support mothers to undertake it (Flaherman and Fuentes-Afflick 2014; Brown 2017).
This is also highlighted by Stolzer (2005), who states that ‘breastfeeding in the 21st

century cannot be conceptualized as occurring in a vacuum’ (p.40).

Socio-ecological models have been used previously as a framework within infant feeding
research. Mclnnes et al. (2013) used a simple ecological framework to examine the
influences of significant others on mothers’ feeding behaviour. Mclnnes et al. (2013)
were able to interpret influences upon mothers feeding choices from a holistic
perspective, accounting for the changeable nature of such influences. Additionally, the
SEM provided a lens with which to explore opportunities that could positively impact

upon the breastfeeding environment, from individual to the policy level.

Dunn et al. (2015) used a SEM model to explore health professionals’ perceptions of
determinates in relation to mothers’ decisions to breastfeed. Dunn et al. (2015)
described how focus groups questions were based on a SEM, due to its ability to portray
the relationship between people and their environment. The use of a SEM enabled
barriers and contributors to breastfeeding to be explored from an individual through to
policy perspective. The authors concluded that by applying a SEM lens, the
implementation of targeted initiatives could be used to promote breastfeeding (Dunn

etal. 2015).

The effectiveness of using a SEM to understand mothers’ breastfeeding experiences was
investigated by Tiedje et al. (2002), enabling them to explore external effects of the

environment and to provide a more ‘contextual’ model in relation to breastfeeding.
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They concluded that by utilising a SEM, the support required for mothers to achieve

breastfeeding to one year would be more realistic (Tiedje et al. 2002).

There have however, been criticisms concerning the use of a SEM in relation to health.
Its ‘broadness’ led Rowley et al. (2015) to describe it requiring ‘cultural adaptations’ to
enable it to be effective. In addition, Golden and Earp (2012), discuss many studies using
interventions based on only one or two levels of the model, although they add that the
model is perhaps most useful to understand health behaviour rather than as an
advocate for intervention. However, in relation to the current programme of research,
these criticisms can be viewed as positives. This is due to a recognition that a ‘broader’
approach to understanding infant feeding is needed (Rollins et al. 2016), and that
understanding is required prior to interventions, to enable changes in infant feeding
practices to be effective. In addition, as described by Stolzer (2005), the use of a SEM as
a theoretical framework enables a better understanding of breastfeeding as a ‘complex

and circuitous variable’ (p.39).

How McLeroy’s SEM will be used in relation to the programme of research is shown in

figure 5. Further detail concerning how the levels were interpreted is detailed below.

Intrapersonal: these include the mother’s individual circumstances, past experiences,
and personal characteristics. In addition, they include the individual character and
behaviour of her baby. Central to infant feeding is the ‘infant mother dyad’, but within
this dyad the infant and mother exist in their own right. Both mother (Bottorff 1995;
Hegney et al. 2008; Ricotti et al. 2015; Jardine et al. 2017) and infant (Lothina 1995;
Marquis et al. 1998; Lauzon-Guillain et al. 2012; Kielbratowska et al. 2015) influence

feeding independently of each other.

Interpersonal: these refer to mothers’ informal support networks, including her family,
friends, and increasingly the online infant feeding community she may engage with for
support (Callaghan and Lazard 2011; Komninou et al. 2016). In addition, increase of
‘shared parenting’ means that the father’s role in infant feeding is potentially a more

prominent one, which can impact upon infant feeding practices.
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Institutional: these refer to the organisational forms of support for breastfeeding
mothers, including health professionals and breastfeeding support groups. As seen in
the literature review, the healthcare system surrounding a mother and baby has strong
implications for infant feeding in the UK, with breastfeeding being high on the infant

feeding agenda from a health professional’s perspective (Hoddinott et al. 2012).

Community: this refers to the environmental and socio-cultural norms that surround a
mother, both locally and nationally. The environment a mother resides in, her social
circle, and her workplace, can all influence infant feeding practices, particularly in
relation to breastfeeding (Wall 2001 ; Dykes 2005; Gatrell 2007; Andrew and Harvey
2011; Boyer 2011; Scott et al. 2015; Grant 2016; Morris et al. 2016; Boyer 2018). In
addition, socio-cultural influences upon infant feeding are pervasive within the UK. The
is evident within the paradox of the health promotion message of ‘breast is best’, versus
the ‘UK bottle feeding society,” where breastfeeding is not the norm (Dykes 2005; Dykes
2006; Brown 2014). In addition, the changing role of mothers in a contemporary western
society see the majority as working mothers, which has an important impact on infant

feeding practices (Gatrell 2007; Skafida 2012).

Policy: this refers to UK policies and rules governing infant feeding in the UK. As is
evident within the literature review, the BFl is instrumental in guiding the principles of
infant feeding practice and policy in the UK (UNICEF 2012), and as such, has various
influences on infant feeding practices. UK law protects breastfeeding in public, and
requires employers to enable breastfeeding mothers to have breaks at work. However,
breastfeeding in public and alongside work continue to be problematic (Skafida 2012;
Brown 2015). In addition, laws concerning the marketing of formula milk are not always

adhered to (BMA 2012), and the marketing of bottles and teats is pervasive.

63



Figure 5 Socio-ecological model
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Both the theoretical and conceptual frameworks were used to implicitly guide and
inform this programme of research. From a design perspective, they were referred to
during the development of the overall research questions, the construction of the data
collection tools, and during the interpretation of the research findings. In addition, they

helped shape the conclusions and recommendations from this programme of research.

The following chapter will discuss the methodological foundations of this programme

of research.
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Chapter 3 — Methodology

3.1 Introduction

This chapter examines the methodological foundations of the programme of research.
The research design and its philosophical underpinnings will be discussed. Methods of
data collection and data analysis will be examined and ethical considerations presented.
The chapter concludes with a discussion surrounding trustworthiness and how this was
ensured throughout the research. Throughout the chapter, the reasoning behind
methodological decisions made will be outlined and consideration will be given to
alternatives where relevant. This chapter includes reflective and reflexive stop offs taken

from a reflective diary, which helped to frame the decision making process.

3.2 Philosophical underpinning

The philosophical framework used to underpin this programme of research is
pragmatism. Pragmatism has been described as focusing on a ‘what works’ approach to
answering questions and solving problems, with an emphasis on undertaking research
in the ‘real world’ (Creswell and Plano Clark 2011; Bishop 2015; Robson and McCartan
2016). There is, however, criticism of solely employing the ‘what works’ analogy to
research design, which can lead to absence of philosophical guidance (Denzin 2012; Hall
2013; Morgan 2014; Hesse-Biber 2015). This can have the potential to negatively affect
study credibility (Lipscomb 2008), leading to it becoming ‘method-centric’ (Hesse-Biber
2015, p.776). In the case of this programme of research, the characteristics of
pragmatism have been used as a philosophical and practical framework to guide it, and

how this has been undertaken is discussed below.

Pragmatism ‘prioritises’ the research question or problem over methods (Tashakkori
and Teddlie 2009; Feilzer 2010; Creswell and Plano Clark 2011; Creswell 2015). In
response to this, a mixed methods research (MMR) design was chosen. This was selected
in order to provide a background to the mothers’ experiences of bottle refusal, which
required a quantitative approach, and to build upon these findings to give a more
extensive understanding of mothers’ experiences, which required a qualitative

approach (the rationale for selecting MMR is discussed in more detail under section 3.3).
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By including both forms of data in a study however, there have been criticisms in relation
to an ‘incompatibility thesis’ occurring, due to the contrasting philosophical
backgrounds of quantitative and qualitative research (Tashakkori and Teddlie 2009;
Denzin 2012). Pragmatism, however, responds to the perceived ‘philosophical
challenges’ of using MMR by focusing positively on research as a way to produce change,
rather than the epistemological differences of quantitative and qualitative methods
(Bishop 2015). In essence, it ‘embraces the complementarity’ between research
methods (Dattilio et al. 2010, p.431), in order to answer questions and solve problems,

rather than focusing on the paradigm debate.

Both subjective and objective knowledge is valued by pragmatists, due to the belief that
both singular and multiple realities exist (Creswell and Plano Clark 2011). Feilzer (2010,
p.8) describes how pragmatism calls for a ‘convergence’ of quantitative and qualitative
methods, which is apparent during the ‘mixing’ of both quantitative and qualitative
methods of data collection in the current programme of research. Pragmatism also
centres upon empiricism in order to solve problems or questions, with an emphasis on
theory that informs effective practice (Johnson and Onwuegbuzie 2004). The current
programme of research is driven by the belief that the findings produced can inform
infant feeding knowledge and, in turn, practice. The latter point, however, is not viewed
as a given, since the findings of the research would need to be ‘transferable’ in order to

ensure they can be utilised (Morgan 2014).

The practice of reflecting upon the undertaking of research, and evaluating it as it
evolves, is recognised by pragmatism as a way of certifying research credibility beyond
that of solely employing methodological rigour (Hall 2013). In relation to MMR, this
ensures it does not take ‘a purely technical focus’, fostering ‘uncritical and un-reflexive
practices which result in poor quality research’ (Bishop 2015, p.6). A process of reflection
and reflexivity has been undertaken throughout this programme of research and is
exemplified by frequent reflexive/reflective stop offs. This process has been
instrumental in the questioning of the researcher’s prior assumptions and beliefs. In
addition, it has also been influential in tangible changes being made to ensure the

research remains focused on answering the research questions. Examples of this were
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the ‘refocusing’ of the quantitative data analysis, which had effectively become too
wide, and the ‘letting go’ of data during the final integration in order to focus on the aim

of the research.

Reflective stop off

It was whilst undertaking my MSc in Practitioner research that | was first introduced
to ‘paradigms’ and how they can shape research. At the time | saw myself as a
‘Constructivist’ as opposed to a ‘Post — positivist’ - which appeared to be the only other
paradigm discussed. Being termed a ‘constructivist’ never sat totally well with my
research experiences and background. | had worked on International RCT’s
(randomised controlled trials) and other large national clinical trials and valued the
objective results they produced which were in turn used to inform and change practice.
However, | also recognised that the ‘lived experience’ of many of the pregnant women
the trials were aiming to help was equally important. It was only whilst reading to
undertake this PhD that | became aware of another paradigm or Worldview, that of
pragmatism. This philosophical approach resonated with my experiences of research
and knowledge acquisition. The flexible and practical nature of pragmatism, its
acceptance of both quantitative and qualitative data as sources of knowledge, and its
inherent focus upon what needs to be answered, were features which better

represented my ‘Worldview’ concerning the undertaking of research .

3.3 Research design - mixed methods research

In their definition of MMR, Creswell and Plano Clark (2007) note, ‘Its central premise is
that the use of quantitative and qualitative approaches in combination provides a better
understanding of research problems than either approach alone’ (p.5). MMR is useful
when one data source is insufficient, when there is a need to explain initial results, to
generalise exploratory findings, or in order to enhance a study with a second method
(Creswell and Plano Clark 2011). Greene (2007) describes MMR as inviting us to
participate in ‘multiple ways of seeing and hearing’ (p.20). Whilst Tashakkori and Teddlie
(2009) view it as being able to provide stronger inferences and providing an opportunity

for divergent views. It is also seen as being particularly useful and popular in areas of
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health research (Fetters et al. 2013), which often warrants both quantitative and

qualitative data in order to explore complex phenomena.

MMR is not always viewed in such a positive light, however. It has been described as a
‘growth industry’, a ‘methodological trend currently in vogue’ (Sandelowski 2014, p.3)
and a ‘booming field” (Flick 2017, p.46). This suggests a level of scepticism in relation to
the possible ‘over use’ of mixed methods by researchers. To add to this, there appears
to an amount of ‘disenchantment’ surrounding MMR (Flick 2017, p.48), due to it being
used for convenience (Hall 2013), being too focused on design and methods (Flick 2017),
displaying a lack of ‘mixing’ (Bryman 2007; Greene 2007; O'Caithain 2010; Creswell
2015), and ‘the tendency to subordinate QUAL to QUAN’ (Denzin and Lincoln 2018,
p.314). Onwuegbuzie and Corrigan (2014) argue that there is often little evidence to
support these criticisms, but it was recognised that in order to execute a MMR design
effectively, the various weaknesses of MMR needed to be reviewed and answered

within the rationale for, and design of, the research.

Reflexive stop off

It was almost with some trepidation that | chose MMR as the research design, given
the amount of criticism that appears to be levelled at it currently. | had concerns |
would be seen as jumping on the MMR ‘bandwagon’ in my selection and, in addition,
did wonder if my research would appear dated in relation to using MMR - especially
if it went out of vogue. In answer to these concerns and others, | decided to unpick the
many criticisms of MMR and try to answer them during my design. Weak rationales,
lack of mixing, too much focus on method and integration issues were all at the
forefront of my mind when designing the research. It could be construed that | was
designing ‘defensively’ in order to escape the general criticisms of MMR, but in reality,
| was trying to ensure my research was doing justice to my research topic and

questions.

Returning to Creswell and Plano Clarke’s definition of MMR, it was their ‘central

premise’ of combining quantitative and qualitative approaches to give a better
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understanding that formed the rationale behind using MMR to undertake the current
programme of research. There was little known about bottle refusal by breastfed babies
and no real understanding of its general characteristics, who was experiencing it, or if
there was any relationship between variables and bottle refusal. A quantitative
approach to investigate these features and to provide a ‘background’ to bottle refusal
was strongly indicated. In addition, due to the complex nature of infant feeding which
transcends physiological, psychological, socio-cultural and health influences, there was
also a need to explore and build upon this background data in an attempt to provide a
more holistic comprehension of mothers’ experiences. In essence, the topic of bottle
refusal was an almost unknown entity within a potentially complex background, of

which MMR could provide greater understanding.

From a philosophical stance, MMR design is well aligned, although not exclusively
(Biesta 2010; Christ 2013; Maxwell 2013) to pragmatism (Feilzer 2010; Tashakkori and
Teddlie 2010; Creswell and Plano Clark 2011; Hall 2013; Morgan 2014; Bishop 2015;
Robson and McCartan 2016). Pragmatism in turn represents the researcher’s
‘worldview’ of how knowledge is gained and research undertaken. In addition, from a
personal and educational perspective, the undertaking of mixed methods research has
the advantage of providing the researcher with an opportunity to work towards
becoming ‘methodologically bilingual’ (Tashakkori and Teddlie 2009, p.32), a personal

goal which was actualised within this programme of research.

Bishop (2015) describes mixed methods designs as offering a ‘smorgasbord of design
options’ (p. 17) and this is certainly the case when consulting the literature (Tashakkori
and Teddlie 2009; Creswell 2015). In addition, Tashakkori and Teddlie (2009, p.139)
describe how the MMR design typologies have the capacity to mutate into other forms
whereby researchers ‘creatively manipulate’ them to meet their researcher setting.
Bishop advocates using a tailor-made design in order to answer research questions
posed, in preference to an off the shelf design with its one size fits all approach (Bishop
2015). Thus, a certain amount of creative licence appears to be anticipated in relation
to developing a MMR design. However, as with all research studies, careful thought is

needed in order to develop a design that is applicable to the topic and questions being
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asked. In relation to MMR, the priority, implementation and integration of the
qualitative and quantitative approaches warranted particular scrutiny in order to meet

the current research aims and questions.

A mixed methods sequential design was adopted for this programme of research (see
figure 6). Some elements of the design were taken from the sequential explanatory
design as described by Creswell and Plano Clark (2011). These included a (mainly)
quantitative phase followed by a qualitative phase; with the results from the
guantitative phase being explored further during the qualitative phase. In addition, the
guantitative phase provided a sampling framework for the qualitative phase. The
sequential design was selected as it had the potential to provide a generalised picture
of bottle refusal from the mainly quantitative phase; then by exploring and building
upon the initial findings, a greater understanding of the mothers’ experiences of bottle
refusal could be elicited during the qualitative phase. Similar to Feilzer’s study, the
stages of the current research were intended to ‘inform and supplement each other’
(Feilzer 2010, p.9). Tashakkori and Teddlie (2009) describe the extra advantage of using
a sequential approach as allowing for modifications to be made between stages. A
further feature of this MMR design was the triangulation of methods during the
qualitative stage. Flick (2017) describes triangulation as going ‘beyond the knowledge
made possible by one approach’ (p.41). In this programme of research, triangulation at
the qualitative stage had the potential to widen and deepen the understanding of the
mothers’ experiences. Flick (2017) describes three possible outcomes of triangulation:
mutual confirmation, complementation of results, or contradiction of results. In the case

of this programme of research, each and all of these could increase understanding.

Although a sequential design has been described as ‘popular’ and being
‘straightforward’ it is not without its challenges (lvankova 2006). Decisions on general
issues such as priority, sequencing, connecting of stages and integration need to be
made (lvankova 2006). Creswell (2015) cites the further challenge of time, due to the
sequencing of two distinct phases. Additional considerations came in the guise of
choosing data collection methods and analysis techniques. How decisions were made in

relation to these potential challenges is discussed below.
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Figure 6 Mixed methods sequential design. (oval denotes points where quan and qual are
‘mixed/connected’).
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Priority was given to the qualitative phase of the research due to the exploratory nature
of the research, the complexity of infant feeding per se, and the fact that little was
known about the subject of bottle refusal. Tashakorri and Teddlie et al. (2009) discuss
how by prioritising the qualitative stage, a study is able to contextualise the

phenomenon it is exploring, which is very much indicative of the focus of this research.

Integration during an MMR study is described by Creswell (2015) as the place ‘where the
quantitative and qualitative phases intersect’ (p. 82). It can occur at the design, methods
or integration stages. How quantitative and qualitative data is integrated or mixed or
connected in MMR has been heavily criticised, with authors citing studies exhibiting no
mixing or integration at all (Bryman 2007; Feilzer 2010; Sparkes 2015). However, mixing
or integrating during an MMR can pose challenges to the researcher, particularly in
relation to the need for data and analyses to ‘talk to each other’ to produce an overall
account (Sparkes 2015, p.53). In relation to this, and taking into consideration the basis
of using a MMR approach was to provide as complete an understanding as possible of

mothers’ experiences, integration of data took take place at four points (see figure 6).

1. At the quantitative data collection stage (study one): the online questionnaire

included mainly closed but also some open questions, and free text.

2. At the quantitative data analysis stage (study one): some qualitative responses
were coded into quantitative data and qualitative data were used to support

quantitative findings.

3. At the quantitative findings stage (study one): the online questionnaire findings
provided data for a select sample of participants for the interviews (study two)
and was used to guide the interview schedule and online forum guide (studies

two and three).

4. Duringthe final phase of the research: the findings from the questionnaire (study
one), interviews (study two) and forum posts (study three) were ‘weaved’
together using a narrative approach (Fetters et al. 2013), to provide a greater

understanding of mothers’ experiences of bottle refusal by their breastfed baby.
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3.4 Generic Qualitative Research

Generic Qualitative Research was chosen as the qualitative research approach. GQR has
also been referred to as ‘Qualitative description’ (Sandelowski 2000; Neergaard et al.
2009), however, for the purpose of this research, the term Generic Qualitative Research
(GQR) will be used. Merriam (1998) defines GQR studies as those that ’simply seek to
discover and understand a phenomenon, a process, or the perspectives and worldviews
of the people involved’ (p. 11), whilst Sandelowski (2000) suggests it as being ‘ less
interpretive, less abstract’ (p.335) and as having ‘the goal of a straight descriptive
summary of the data (p.338). It is perhaps Caelli et al. (2003), however, who provide the
simplest definition of GQR describing it by what it is not, ‘that which is not guided by an
explicit or established set of philosophic assumptions in the form of one of the known

qualitative methodologies’ (p.4).

GQR has been advocated when existing qualitative methodologies are not appropriate
in relation to the study being undertaken (Merriam 1998; Sandelowski 2000; Caelli et al.
2003; Kahlke 2014; Percy et al. 2015). Kahlke (2014) describes that although there is a
certain amount of acceptable ‘deviance’ ‘ allowed from the methodological rules of
these main approaches to qualitative research, ‘often, researchers find themselves with
research questions that do not fit neatly within the confines of a single established

methodology (p.13). In this case, GQR can offer a flexible alternative (Kahlke 2014).

In common with other studies (Cooper and Endacott 2007; Bellamy et al. 2016; Auta et
al. 2017; Hassain 2017), GQR was chosen due to this programme of research not ‘fitting’
with current qualitative research approaches. Various other approaches were
considered including grounded theory, case study and phenomenology. Indeed
phenomenology is considered to possess similarities to GQR, with both aiming to
explore a phenomenon and seeking to understand it through the participants’
experiences. However, as described by Percy et al. (2015), the focus of the two
approaches is quite different. Phenomenology seeks to explore the ‘lived experience’ of
a phenomenon with the emphasis on the ‘experiencing’ and making sense of this. It has
an ‘inward’ focus, highlighting the ‘subjective psychological experiencing’ of the
participants (Percy et al. 2015, p.77). GQR however focuses on ‘experiences’ e.g. ‘and
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what happened?’ ‘what was experienced?’ In essence, the core focus of GQR is ‘external
and real-world, as opposed to internal and psychological’ (Percy et al. 2015, p.78). In
relation this programme of research, the focus was on the nature of mothers’
experiences of bottle refusal. It aimed to describe these experiences in order to claim a
wider understanding of them. Thus by employing GQR, the integrity of the research was

maintained, and congruence between the research aims and approach was secured.

Although GQR does not have a rigid approach, upon appraisal of the literature it does
have defined characteristics which were used as a framework for this research.
Philosophically it claims no allegiance, although it has been linked to pragmatism
(Neergaard et al. 2009). The aim of a study is the central focus of GQR (Bellamy et al.
2016), which is a key aspect of pragmatism. In addition, the ‘what works analogy’ is
evident, with GQR being used due to other methodologies not being deemed to be

appropriate.

GQR has been associated with an MMR design (Sandelowski 2000; Neergaard et al.
2009; Percy et al. 2015), with Neergaard et al. (2009) stating it is particularly applicable
due to its ‘descriptive breadth’ (p.3), which links well to quantitative methods. In line
with this, GQR uses methods of data collection that aim to give a broad range of
experiences and reflections (Percy et al. 2015, p.79). This does not mean, however, that
the data is deemed to be superficial, but rather as Neergaard et al. (2009) note, it is
collected with the aim to provide ‘a rich, straight description of an experience or an
event’ (p.2). Typically, methods include questionnaires containing both closed and open
ended questions (Percy et al. 2015) and semi-structured interviews (Sandelowski 2000;
Neergaard et al. 2009; Percy et al. 2015; Bellamy et al. 2016). Both were employed as

data collection methods in this programme of research.

Maximal variation sampling is suggested as a sampling method within GQR due to its
ability to give a ‘broad insight’ (Sandelowski 2000; Neergaard et al. 2009). This sampling
technique was employed in the current programme of research in order to interview
mothers with different experiences of bottle refusal. Data analysis within GQR is usually

undertaken using thematic analysis, as it offers both flexibility and compatibility with
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many qualitative approaches (Percy et al. 2015). In relation to the current research,
thematic analysis as described by Braun and Clarke (2013) was undertaken to analyse
qualitative data within the questionnaire, and the data from both the interviews and

forum posts (see section 3.7.2 for further details).

Due to GQR falling outside of more traditional and defined qualitative methodologies
and not being guided by a specific methodological approach, it is perhaps inevitable that
it comes under a certain amount of scrutiny. It has been described as the ‘poor cousin
of health research’ Neergaard et al. (2009, p.1), and by Caelli et al. (2003), as ‘clear as
mud’ (p.1). In relation to this, Sandelowski (2000) is critical of the amount of ‘defending’
those using GQR undertake, sometimes to the detriment of the discussion of their
research. In their ‘defence’ of using GQR, Caelli et al. (2003) describe three key
considerations: demonstration of rigour, reflexivity and congruence — all of which are
woven throughout this programme of research (discussed in section 3.9). In addition,
the many benefits of GQR make it a particularly suitable approach for this current
research. These include its flexibility, which associates with the MMR design, its central
focus on the research questions, which aligns with pragmatism, and importantly, its
emphasis on gaining understanding, which was at the core of exploring mothers’

experiences of bottle refusal.

3.5 Data Collection Methods

In line with the MMR design, both quantitative and qualitative methods of data
collection were employed. These comprised of an online questionnaire, semi-structured
interviews and online forum posts (see figure 7). The rationale for their selection is

subsequently discussed.
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Figure 7 Data collection methods
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3.5.1 Online Questionnaire
A self-administered online questionnaire was chosen to collect mainly quantitative and

some qualitative data for study one. The questionnaire would be able to:

e Elicit background characteristics of bottle refusal.

e Capture demographic data of the mothers who experienced it, and investigate
potential relationships between variables and bottle refusal.

e Aid recruitment of respondents due to it being online, particularly as the
mothers experiencing bottle refusal already appeared to be accessing online
communities.

e Provide results for further exploration during the qualitative phase.

e Provide a sample for the interviews (study two).

Online questionnaires are not new in relation to infant feeding and have been used

successfully in previous studies both in the UK and globally (McAndrew et al. 2012;
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Brown and Davies 2014; de Jager et al. 2014; Brown et al. 2016; Fahlquist 2016; Foster
et al. 2017; McKeever and Mckeever 2017). Whilst online questionnaires exhibit many
of the benefits that are applicable to traditional pen and paper questionnaires (Holmes

2009), some benefits felt to be particularly pertinent to this study are detailed below:

e Speed of recruitment and response (Sue and Ritter 2012); this was a MMR
research design, which was dependent on the first stage being completed in
order to undertake the next stage.

e Increased geographical dispersal (Hesse-Biber and Griffin 2013; Bryman 2016);
the research was UK wide.

e Ability to reach ‘hard to reach’ respondents (Sue and Ritter 2012); although
mothers are not characterised as a hard to reach group, they have immense
demands upon their time and can be particularly difficult to recruit to research
studies (Daniels et al. 2012).

e Distribution across various devices (Fielding et al. 2017); this would enable
mothers to use a mobile phone, tablet, laptop or PC to undertake the
questionnaire.

e Convenience of being able to access and complete any time (Sue and Ritter
2012); this would enable mothers 24 hour access to the questionnaire.

e Increased anonymity (Sue and Ritter 2012); bottle introduction can be seen to
be a sensitive topic, an online questionnaire could produce more candid
answers.

e Increased dispersal due to its ‘unrestricted compass’ (Bryman 2016, p.235) and
consequently increased respondent numbers. This was reflected in the current
study, were 841 mothers completed the online questionnaire in just two weeks

from the UK.

Further to the above, online surveys in general have shown fewer unanswered questions
(Bryman 2016), which would reduce missing data. In addition, they have shown better
responses to open-ended questions (Bryman 2016; Vehovar and Manfreda 2017), which

the questionnaire included.
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From a practical perspective, no transcribing would be required for open-ended
guestions, as they could be uploaded directly into NVivo 11. The quantitative results
would be able to be directly exported to SPSS data analysis, which could be cost and
time effective and reduce input errors (Holmes 2009; Sue and Ritter 2012; Gray 2014;
Bryman 2016; Robson and McCartan 2016).

Online questionnaires, however, come with certain potential limitations, with the online
nature possibly limiting the sample by excluding those who do not have internet access
(Holmes 2009; Bryman 2016; Robson and McCartan 2016). In response to this, at the
time of the questionnaire 78% of adults used the internet every day, with women more
likely to use it than men (ONS 2015). However, it is acknowledged that mothers from
ethnic minorities, who may experience language barriers, would be a hard to reach
group and an additional recruitment strategy was undertaken in relation to this (see
chapter 5). Further concerns in relation to using online questionnaires are the
‘authenticity’ of respondents which cannot be certified (Germain et al. 2017), and online

guestionnaires being solely dependent on technology which can fail.

3.5.2 Semi-structured interviews

Semi-structured interviews were used in study two to explore data from study one and
to gain a greater understanding of mothers’ experiences of bottle refusal. Braun and
Clark (2013) describe interviews as being ‘ideally suited to experience type questions’
(p.81). In addition, they are suitable for the exploration of ‘context” (Mason 2013), an
important feature surrounding the mothers’ experiences of bottle refusal. Moreover,
interviews have the potential to build and expand upon previous findings (Creswell
2015). From the perspective of the current research, semi-structured interviews were
used to further explore the results of the online questionnaire. Their inbuilt flexibility
allows for follow up whilst giving the interview a focus (Brinkmann 2018). Due to the
conversational and dialogical nature of interviews, they can been viewed as a ‘natural
extension’ of the research participants’ world, thus occupying both the roles of research

instrument and social practice (Kvale and Brinkmann 2014).

78



Focus groups were considered as a viable alternative to the individual interviews as they
too could explore the mothers’ experiences. Furthermore, due to the ‘synergistic
building up of data’ that occurs within focus groups (Gray 2014, p.469), they have the
potential for data expansion when compared to a one-to-one interview. However, the
subject of bottle refusal could be potentially sensitive for some mothers, and they may
not have wished to discuss what was sometimes a personal and negative experience in
a group format. In addition, logistics such as location (mothers would have to travel),
timing (working mothers in particular have little spare time), and childcare (if the mother
did not want to bring her baby), had the potential to impact upon recruitment and
attendance. By using interviews, not only was the focus placed on the individual

experience of the mother, but also recruitment was more likely to be successful.

Interviews are however, a complex interaction between interviewer and interviewee,
moving beyond spontaneous conversation (Kvale and Brinkmann 2014). They are built
upon rapport which leads to trust (Weller 2017), and for this to be cultivated the skills
of the interviewer are required (Maxwell 2013; Kvale and Brinkmann 2014). Further
skills such as showing interest, being able to empathise, and remaining non-judgemental
would also be required by the interviewer (Braun and Clark 2013), with the latter two
posing challenges if the interviewer does not agree with what the interviewee is saying
(Braun and Clark 2013). Reflection upon what the interviewer brings to the interview is
also important; described by (Warren 2012) as their ‘biography’ (p.133). Interviewer
skills require rapport to be created between interviewer and interviewee, in order for
disclosure to occur. Lichtman (2014) describes how, by practising ‘self-disclosure’
(p.252), rapport can be established, barriers reduced, and a connection with
interviewees made. Oakley (2016), in her feminist research with mothers, described
how she used self-disclosure to not only increase rapport, but also as a way to reduce
the power gap between herself and the mothers. Her understanding of and reflection
upon her position of power was key in being able to ensure it did not affect the
interviews negatively. Thus, the interviewer must be aware of the hierarchical nature of
interviews and of how they can ensure their position of power is not divisive. In relation
to this study, a process of reflection and reflexivity was undertaken before and after the

interviews in order to ‘critique’ such issues. (see reflective stop off below for example).
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Reflexive stop off

I had undertaken a number of interviews in my career including research interviews.
In addition, within my midwifery experience, | believed | had developed good
communication skills with women and mothers. | was quietly confident that the
undertaking of interviews with the mothers would be the least challenging of my
methods of data collection. However, as | began to read more deeply about interviews,
| began to engage with the complexity of what | had previously seen as an easy and
natural option for me to collect data. Of particular interest were the issues of power
and the numerous identities | could assume. | was a registered midwife and the
mothers would be aware of this prior to the interviews. | questioned how this could
affect the interview. Would the mothers see me in terms of a health professional? In
which case would this limit discussion of their experiences, especially due to the
possible ‘deviant’ nature of wanting to give a bottle? Would they curtail disclosure of
their feelings and practices they may have undertaken for fear of being judged by me
as the health professional? However, | was not only a midwife. | was also a student,
researcher, mother, and mother who had experienced bottle refusal. The notion of
‘self-disclosure’ became important to the interviews. | made a decision to disclose that
I had experienced bottle refusal too. | too had engaged in the deviant practice of trying
to introduce a bottle! | aimed to use this ‘self-disclosure’ as the basis for cultivating
rapport and trust with the mothers. In addition, | used it to reduce my assumed
position of power and any hierarchy due to my professional role. However, | was not
so naive as to ignore the fact that there would always be some hierarchy and that the

interviews would never totally be ‘mother to mother’.

3.5.3 Interview modes

The intricacies of the interview were further complicated by the decision to offer the
mothers four different options to undertake the interviews: face to face if they lived
locally, SKYPE, FaceTime and telephone. This decision was taken to reduce ‘participant
burden’ (Daniels et al. 2012, p.2), and increase recruitment. Previous studies have
indicated mothers with young babies/children can be difficult to recruit to research

(Daniels et al. 2012; Dinsdale et al. 2016; Wagg et al. 2017). Limitations on their time
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(Daniels et al. 2012; Dinsdale et al. 2016) and their returning to work (Daniels et al. 2012)
being identified as possible reasons for poor participation. In response to this, four
modes of interviews were offered to the mothers. Offering multiple interview modes is,
however, tempered with the potential superiority of one over another in terms of
quality of the interview and the data collected, described as the ‘mode effect’ (Fielding
et al. 2017; Zhang et al. 2017). The mode effect is of course not the only influence on
data collection. However, in relation to this study, consideration was given to each of

the interview modes and to the limitations and challenges they posed.

Traditionally seen as the ‘gold standard’ (Novick 2008, p.394) for qualitative research,
the face to face interview has been described as promoting rapport, non-verbal cues
and body language (Novick 2008; Holt 2010; Lechuga 2012; Mealer and Jones 2014;
Ward et al. 2015). When compared to telephone interviews and to SKYPE/FaceTime, the
physical proximity of the face to face interview and its ability to provide a ‘personal
connection’ (Seitz 2015, p.229), mean that it is often viewed as being superior.
Brinkmann (2018) alludes to this superiority, describing interviews with an ‘embodied
presence’ as enabling ‘interpersonal contact, context sensitivity and conversational

flexibility to the fullest extent’ (p.578).

There are, however, certain drawbacks to the face-to-face interview when compared
with ‘remote’ modes. Sensitive topics may be better discussed remotely (Braun and
Clark 2013; Ward et al. 2015), providing an element of distance between interviewer
and interviewee. The ‘intruder element’ of interviewing in one’s home or other ‘safe’
environment can be disconcerting for some participants. The practicalities of
establishing a time and location can prohibit some participants from being able to take

part. In addition, they can be costly both financially and in terms of time.

Telephone interviews have previously been associated with quantitative research
(Novick 2008; Holt 2010; Lechuga 2012; Ward et al. 2015). Due to their lack of visual
representation, telephone interviews, in particular, are assumed to be a poor substitute
for the face to face interview. Limitations come in the guise of limited rapport, lack of

visual cues and reduced disclosure (Novick 2008; Lechuga 2012; Ward et al. 2015).
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Further disadvantages are issues with phone coverage, shortened duration of interview

due to ‘participant fatigue’ and poor response rate (Novick 2008).

Telephone interviews have, however, been compared favourably to the face to face
interview in qualitative studies (Stephens 2007; Holt 2010; Lechuga 2012; Mealer and
Jones 2014; Ward et al. 2015). Mealer and Jones (2014) in their study of critical care
nurses and post-traumatic stress disorder, found the ‘distance’ provided by telephone
interviews allowed for easier discussion of sensitive issues. Although the lack of visual
cues was not disputed, it allowed for some emotional distance. Stephens (2007), found
that the lack of visual cues led to a need for ‘directness’ on his part, which he viewed as
an advantage in data collection. Similarly, Holt’s study of participants’ views of
telephone interviews found the participants’ concentrated more on the voice in the
absence of a face, which led them to think more carefully about their answers (Holt

2010).

In response to the lack or reduction of rapport, Mealer and Jones (2014) established
rapport prior to the interviews using email. Ward et al. (2015) found non-visual
paralinguistic cues to be as useful as facial expressions and body language. Lechuga
(2012) refers to these as ‘aural cues’, (sighs, pauses, etc.) and that they can be used as
an indication for probing. Furthermore, Ward et al (2015) found no discernible
difference in the quality of data collected during telephone interviews when compared
with face to face interviews, indicating that rapport — a necessary requirement for

disclosure (Lichtman 2014), took place at a comparable level.

From a practical perspective, telephone interviews allow flexibility both for the location
and timing of the interview, and reduce interviewer ‘intrusion’ in a participants home,
potentially putting the participant at ease and prompting disclosure. In addition, 90% of
adults in the UK have a mobile phone (ONS 2015), and a phone more than ever is an
integral and socialised part of daily life. This was highlighted in Ward et al’s study, who
described the participants as ‘phone savvy’ (p.2780) due to their habitual use of the
phone (Ward et al. 2015).
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SKYPE and FaceTime come under the umbrella term ‘Voice Over Internet Protocol’
(VOIP) methods of data collection (Hesse-Biber and Griffin 2013; Lo lacono et al. 2016;
Weller 2017). They offer many advantages similar to those of telephone interviews: low
cost, synchronicity and the potential to increase the sample geographically (Hanna 2012;
Deakin and Wakefield 2014, Seitz 2015; Lo lacono et al. 2016; Weller 2017). Interviewer
‘intrusion’ on the participants’ personal space is also reduced (Hanna 2012; Deakin and
Wakefield 2014; Seitz 2015; Weller 2017). Disadvantages have been noted in the form
of possible technical hitches (Hanna 2012; Weller 2017). In addition, using
SKYPE/FaceTime can be biased towards the ‘technologically savvy’ (Hesse-Biber and
Griffin 2013, p.51). Lo lacono et al. (2016), however, found most participants (including
the elderly) were willing to embrace new technologies during their study. In addition
using SKYPE/FaceTime can actually open up participation to those for whom a face to
face interview may not be feasible. However, as with telephone interviews, perhaps the
most concerning disadvantage is that of potential loss of rapport (Deakin and Wakefield

2014; Seitz 2015; Lo lacono et al. 2016; Weller 2017).

Compared with telephone interviews SKYPE/FaceTime have the added advantage of
video technology usually providing a ‘talking heads’ orientation, which can provide
intimacy and a feeling of co-presence (Weller 2017, p.616). Weller (2017), who used
SKYPE to interview young people, found this could facilitate a ‘feeling of close proximity,
conducive to rapport’ (p.617). In addition, she found SKYPE was able to ‘mirror the face
to face interview’, providing ‘two way real communication’ (p. 616). Hanna (2012), who
undertook interviews using telephone, face to face and SKYPE, found the video element
of SKYPE provided flexibility whilst facilitating a face to face experience. Deakin and
Wakefield (2014), who used SKYPE interviews within their PhD studies, found that
although there were sometimes differences in rapport this did not affect the quality of

the conversations.

Seitz (2015), whose research was based on student reflections on using SKYPE within

their research, describes various practices to engender a successful SKYPE interview.

These include listening to tone and emphasising facial expressions as the interviewee
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can only see the interviewers face. In addition, and similar to telephone interviews, Seitz

(2015) encourages rapport being established prior to the interview via email.

Thus, it was evident on appraisal of the literature, that by employing multiple interview
modes the research would be able to open up participation to the mothers, whilst not

appearing to compromise quality of data collected.

3.5.4 Online forum posts

Data were collected using mothers’ posts from online forums. They were chosen due to
the posts presenting a unique insight into mothers’ experiences of bottle refusal via
unsolicited ‘mother to mother’ discussions. In addition, due to their qualitative nature,
the posts could widen the results of the online questionnaire in relation to areas such as
the context surrounding introduction of a bottle and the management and potential
impact of bottle refusal. Moreover, their findings could be used as a method of
‘triangulation’ in relation to the interview findings, providing further insight into the

mothers’ experiences of bottle refusal.

Online parenting forums were developed in the early 1990’s with the ‘big three’
Mumsnet, Netmums and Babycentre.co.uk remaining active today. As a data collection
source, online forums display many advantages. They provide ‘the ideal arena for
everyday talk’ (Callaghan and Lazard 2012, p.942). In addition, the influence of the
researcher is removed, which gives a real opportunity to collect frank data. Due to
anonymity, online forums can offer a ‘safe place’ for parents to discuss issues that may
be of a sensitive nature, or ones that are considered ‘deviant practice’. The action of

trying to introduce a bottle to a breastfed baby could be aligned to the latter category.

Online parenting forums are a well-used and ‘go to’ source of information for mothers
when seeking advice. Komninou et al. (2016), in their study of experiences of mixed
feeding, found they were a more popular source of information than that gained from
health professionals. Lagan et al. (2011), found online forums gave mothers information
that health professionals did not provide enough of. They also allowed mothers to share
their stories and experiences, and to connect with others in a similar situation. Online
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forum posts as a method of data collection have been used successfully in studies of
infant feeding both in the UK and globally (Boyer 2011; Lagan et al. 2011; Callaghan and
Lazard 2012; Gray 2013; Morris et al. 2016).

From an MMR design perspective, Hesse-Biber and Griffin (2013) describe the
advantages of harnessing internet-mediated data (online) with offline data. These
include validating and complementing offline data (Hesse-Biber and Griffin 2013). From
a practical perspective, posts can be captured and saved for analysis, foregoing the time
consuming process of transcribing. Furthermore, data can be collected in great
quantities without the need for recruitment of participants, an enticing feature for any
researcher. Thus online parenting forums appear to present the ideal opportunity to
collect unbiased, naturally occurring, authentic data in a timely, cost effective manner.
However, to view them as such, negates the context of their being online, which exhibits

various complexities.

Due to the anonymity online forums and posters afford, it is difficult to ascertain their
demographics, valuable to place their experiences in context. In addition, the
authenticity of the posters cannot be guaranteed, of concern when data is used to
represent the group or individuals posting. Suler (2004, p.321) refers to the ‘online
disinhibition effect’, whereby people self-disclose or act out more intensely than they
would otherwise. Thus the poster could be using their ‘virtual self’ when posting (Hesse-
Biber and Griffin 2013), which can influence the content of posts and therefore the data
collected. A further feature of collecting data via online posts can be their asynchronous
nature. This removes the opportunity for the researcher to further explore and follow
up posts (Boyer 2011). Moreover, participation in forums is reliant on having online

access and automatically excludes those who do not.

The use of online posts to collect data exhibiting unsolicited ‘mother to mother’
discussions was viewed as an important and unique contribution to the understanding
of the mothers’ experiences. In addition, it was one of the main data sources available,
given the lack of published work in the area. Although issues concerning authenticity of

posts, the online disinhibition effect and lack of follow up were difficult to control, they
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were acknowledged as endemic features of online research and were reflected upon in

relation to findings.

Reflective stop off

At the beginning of my PhD, | met three other LIMU PhD students at a conference all
of whom were undertaking online research. The conference, aptly named ‘Organic
Collaborations’, was where we founded our Online Methods Group (OMG). The OMG
has been invaluable in helping me through my journey of using online methods —
something completely new to me before this PhD. We met at least every month to
discuss anything related to the online part of our studies and suggested papers and
books to read. Two of the PhD students were a year ahead of me, thus providing me
with numerous tips and pieces of advice in conducting this phase of the research. As
we were all employing different types of online methods, | became fairly
knowledgeable regarding online research in different contexts. One of the most
important debates the OMG had was whether any of us were truly undertaking
‘netnography’. According to Kozinets, who first described netnography, it requires the
researcher to have a ‘presence’ within the online community they are studying, and to
engage with them. | recognised this was not something | was doing, or had set out to
do. | was in effect ‘lurking’ — the term given to those who observe posts and threads
without contributing to them! After six months we co-wrote a paper as PhD students
undertaking online research which was published. (Germain et al. 2017). We wrote a
further paper exploring the barriers to recruiting online’ which is awaiting publication.
Without being a member of the OMG | do not think | would have approached this stage
of my PhD with as much knowledge, confidence and ‘virtual experience’. Ironically, our
OMG is now being seen as a source of knowledge for other PhD students, who refer to

us for our ‘expertise’ in using online methods.
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3.6 Sampling strategies

Various sampling strategies were used within the programme of research. Selection was
not only influenced by data collection methods, but also by the mixed methods
sequential design and the GQR approach. The sampling strategies will be discussed

below.

3.6.1 Online questionnaire

Due to the exploratory nature of the research, and the population of mothers
experiencing bottle refusal being unknown, a non-probability sample was used in the
form of a convenience sample, with an additional snowball sampling approach.
Convenience sampling is commonly used in online surveys and has been used in
previous infant feeding surveys (Komninou et al. 2016; Fallon et al. 2017). However, the
main limitation of using a convenience sample is its self-selective nature, which leads to
non-response bias, and in turn, an inability to generalise findings to the wider population
(Bryman 2016; Fricker 2017). In relation to study one, mothers who had a negative
experience of bottle refusal may have been more likely to answer the questionnaire.
However, this does not mean that the results of the online questionnaire are unusable.
Sue and Ritter (2012) discuss how a non-probability sample is often the most practical
form of sampling and can be sufficient in relation to exploratory research. Bryman
(2016) describes how a convenience sample can be ‘too good an opportunity to miss’
(p.187) in relation to capturing data about an unknown entity. In addition, he describes
how the results can provide a ‘springboard to future research’ (Bryman 2016, p.187) and
allows links with previous research. Furthermore, a convenience sample can be used to

select a further sample for interview, as in the case of the current research.

Study one also used snowball sampling, a sampling strategy which is particularly
pertinent to unknown populations where ‘insiders’ can locate respondents (Gray 2014;
Bryman 2016; Fielding et al. 2017). This was applicable to mothers experiencing bottle
refusal, of which very little was known. In addition, Bryman (2016) describes a snowball
sample being applicable to mixed methods research as it is well aligned to qualitative

research. From a practical perspective, the online component of the questionnaire could
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aid snowballing, with mothers being able to text or email the link to other mothers
easily. As discussed earlier however, the same limitation applies to this form of sampling
as with convenience sampling, in that non-response bias, and an inability to generalise

findings to the wider population, are apparent.

Although the online nature of the questionnaire was viewed as a positive in relation to
recruitment, it also had the potential to lead to ‘virality’, whereby a questionnaire
travels indiscriminately online. This was noted by Ellis-Barton (2016) who, when using a
snowballing approach to recruitment, found her call for participants had been posted
on a closed Facebook group without her knowledge. Thus, taking Ellis-Barton’s
experience into consideration, a certain amount of ‘loss of control’ was anticipated in
relation to using a snowballing approach online, and this did occur during the

recruitment process (see chapter 4 for discussion of recruitment).

3.6.2 Semi-structured Interviews

Selection of cases for a follow-up qualitative study is a feature of the mixed methods
sequential design and acts as a ‘connector’ between studies (Ilvankova and Stick 2007;
Creswell 2015). During study one, respondents to the questionnaire had been asked to
leave their details if they wished to be interviewed, thus producing a ‘connector’
between the sequential stages. In line with a generic qualitative approach, a simple
maximal variation sampling was used to select the interview sample from the
questionnaire respondents. Gray (2014) defines the aim of the maximal variation sample
as ‘describing central themes across diverse cases’ (p. 219). By employing this approach,
it was intended to facilitate a sample of mothers who had differing experiences and
outcomes of bottle refusal, to provide a wider understanding of the scenario. In
addition, by varying the experiences of the mothers in the interview sample, it would
enable exploration of the results from the online questionnaire. Two variables were
used: impact of bottle refusal on breastfeeding experience, and bottle refusal/eventual
acceptance. From the questionnaire data, mothers reported the impact of bottle refusal
on their breastfeeding experience as either negative, positive, or no impact. By
recruiting a sample from each of the categories, mothers who had reported differing
impacts of bottle refusal would be interviewed. This would provide an opportunity to
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explore mothers’ experiences from a wider perspective. This latter point was felt to be
particularly important as the findings from Egan’s study (the only current study on bottle
refusal), focused exclusively on bottle refusal having a negative impact upon
breastfeeding experience (Egan 1988). By recruiting a sample that contained mothers
whose baby had eventually accepted a bottle, and mothers whose baby was still
refusing, mothers who had experienced different outcomes of bottle refusal would be
interviewed. Mothers’ experiences of infant feeding are often linked to outcome, an
example being if a mother intends to breastfeed and ‘fails’ to do so (Burns et al. 2010;
Crossley 2009; Hinsliff-Smith et al. 2014). (See chapter 5 for details of sample and

recruitment).

Determining a definitive number of interviews to undertake in qualitative research can
be problematic. Beitin (2012) notes that when numbers are suggested they often differ
between authors. In addition, taking this approach can be seen to be applying
guantitative criteria to qualitative research (Beitin 2012). The achievement of saturation
appears to be more applicable to qualitative research. However, as Beitin (2012)
discusses, this can be arbitrary as there is no one definition of what saturation is. Bryman
(2016, p.412) defines saturation as ‘when no new or relevant data are emerging’.
Lichtman (2014, p.259) describes it as being ‘when there appears to be sufficient data to
understand a concept’. Silverman (2013) and Maxwell (2013) however, focus on number
of interviews being attuned to answering the research problem, whilst Adler and Adler
(2012) discuss the number of interviews needing to be aligned with the methodology
chosen. In relation to the latter, and the GQR approach taken, a ‘larger than normal’
sample is often used in order to bring breadth to a study (Bellamy et al. 2017). Although
Bellamy et al. (2017) do not refer to a specific number they give some guidance that the
number is beyond that used in small qualitative studies. In addition, as a maximal
variation sample was used, very small numbers of interviews could be problematic in
achieving the diversity that was being sought. Hagaman and Wutich (2017) describe 20-
40 interviews being needed to each data saturation for meta-themes to emerge. In
addition, Adler and Adler (2012) advise on a ‘broad range of between a dozen or 60, with

thirty being the mean (p.10). Furthermore, Braun and Clark (N.D), recommend
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undertaking 30+ interviews for a UK PhD. Taking on board these considerations, 30

interviews were undertaken, with data saturation being achieved with this number.

3.6.3 Online forum posts

In order to capture posts for study three, sampling of forums, and then threads on
forums, was undertaken (see figure 8 for the sampling strategy). However, there
appears to be little discussion or consensus in the literature regarding sampling
strategies when using online forums as a method of data collection. This is perhaps due
to the ‘online’ nature of the data collection method, which is still relatively new, and
sampling strategies being framed for more traditional methods of data collection.
However, due to the qualitative nature of many of the studies using forum posts, a
purposive sample appears to be the strategy of choice (Boyer 2011; Callaghan and
Lazard 2012; Gray 2013; Morris et al. 2016). Examples include selection of forums based
upon forum ‘popularity’ (Goh and Chi 2017; Knowles and Wilkinson 2017). Widemalm
and Hjarthag (2015) describe an approach where individual forums were scrutinised for
relevance to their subject, and eligibility criteria were developed within a purposive

sample in studies by Morris et al. (2016), Herron (2013) and Mclnnes et al. (2015).

Figure 8 Sampling strategy for forums, threads and posts

Online forums
(purposive sampling)
N=3

Threads within online forums
(purposive sampling)
N =45

Posts within threads
(purposive sampling)
N =597
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Purposive sampling was chosen as the forum sampling strategy for study three.
Purposive sampling allows the researcher to search for cases (in this case forums) of
specific interest to the study being undertaken (Maxwell 2013; Silverman 2013). It also
requires the researcher to think critically in relation to the parameters of the population
being studied (Silverman 2013). In relation to study three, a purposive sample enabled
selection of forums that would further build upon and explore the results of the online
guestionnaire, giving greater understanding of the mothers’ experiences. The
ubiquitous nature of the internet adds a further dimension to forum selection, with
Kozinets (2015, p.17) advising researchers to ‘be aware of this landscape as we seek to
match our research interests to available sites...”. Furthermore, sampling must remain
within ethical boundaries and these can be complex in online research (discussed in

more detail under section 3.8).

In relation to the selection of online threads and posts within the forums, a further
sampling strategy was required. Similar to forum sampling, there is little discussion or
guidance concerning the selection of posts from forums. However, various sampling
strategies have been used previously in relation to parenting forums and infant feeding.
Gray (2013) employed a random sample using a skip pattern, whilst Callaghan and
Lazard (2011) undertook ‘ethical sampling’ to ensure their posts were not deemed to be
‘help seeking’ behaviour. In relation to the current study, purposive sampling was
chosen as in previous studies (Boyer 2011; Mclnnes et al. 2015; Morris et al. 2016), to
ensure threads and posts ‘remained on topic’, and could be related to the overall
research aim and research questions. Sampling was guided by inclusion criteria in order
to obtain posts and threads that were relevant to the subject of bottle refusal and, in
turn, used to explore the mothers experiences (The process of selection of forums and

online threads and posts is detailed in chapter 6).

3.7 Data Analysis

3.7.1 Online Questionnaire
Attention to how the questionnaire was going to be analysed had begun during its

developmental stage (Bryman 2016; Pallant 2016). It was acknowledged that features
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such as using a non-probability sample, and including closed and open-ended questions,
would impact upon the analysis undertaken. Where applicable, categories were merged
and re-coded and a ‘code book’ was kept as advocated by Pallant (2016), to enable an
‘audit trail’ of actions taken and decisions behind them. SPSS v.23.0 was chosen to
analyse data. Statistical advice was sought and utilised from a university statistician in
relation to data analysis, and a university epidemiologist in relation to interpretation of

analysis.

Non-parametric tests were used as advocated by Field (2013) due to non-normal
distribution of data. Although non-parametric tests are generally viewed as being less
powerful and ‘inferior’ to parametric tests, when data does not meet the assumptions
of parametric tests they are deemed to be the valid alternative (Field 2013; Bryman
2016; Pallant 2016). Due to the large size of the data set (841 responses), significant
results can be more common and can be ‘easily misinterpreted’ (Field 2013; Pallant
2016; Robson and McCartan 2016). In response to this, significant results were
presented with calculated effect sizes and reported using Cohen’s criteria for effect

(Pallant 2016) (see chapter 4 for further discussion of data analysis).

Qualitative data from open-ended questions was imported directly into NVivoll, and
coded and themed using thematic analysis (Braun and Clark 2013) (see chapter 4 for

further details of the analysis).

3.7.2 Semi-structured interviews/forum posts — studies two and three

Due to the large quantity of qualitative data collected, NVivo 11 was used to assist with
data management and analysis. The introduction of computer systems to analyse
qualitative data has received various negative comments mainly in the form of it
reducing the researcher’s engagement with their data and thus impacting upon findings.
However, in the case of this programme of research, NVivo was used as a tool to aid

data analysis, rather than to take the place of the researcher.

Thematic analysis as described by Braun and Clark (2013) was the analytical method
chosen to analyse the interview data and the online forum posts. Thematic analysis is
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often used with a GQR approach due to its flexible nature, it stands independently as a
‘method’ of analysis rather than one that is aligned to a particular philosophy or type of

data collection method (Gregg et al. 2012; Braun and Clark 2013).

TA can employ a ‘bottom up data driven’ approach in order to establish themes, (Braun
and Clark 2013, p.179), which enables the researcher to focus on patterns of data. In
addition, TA allows for an inductive approach to analysis (Thomas and Harden 2008;
Gregg et al. 2012; Braun and Clark 2013; Hawkins 2017) allowing a closer understanding
of unknown phenomena. These approaches were particularly applicable to this
programme of research, in that they would produce true representations of the
mothers’ experiences. However, for this to have an impact it required results that would
be accessible to clinicians and, importantly, mothers, which TA could produce due to its
straightforward and forthright application. In relation to this, Braun and Clarke (2014)

describe how TA can be especially pertinent to health researchers as:

‘A toolkit for researchers who want to do robust and even sophisticated analyses
of qualitative data, but yet focus and present them in a way which is readily

accessible to those who aren’t part of academic communities’ (p.2).

In addition, Gregg et al. (2012, p.16) describe how ‘its (TA) primary concern is with
presenting the stories and experiences voiced by study participants as accurately and

comprehensively as possible’.

It is, however, the straightforwardness and simplicity of undertaking TA that appears to
afford it various criticisms. Braun and Clark (2013) themselves describe potential
weaknesses as being due to its ‘limited interpretative power’ (p.180), especially if an
existing theoretical framework is not utilised. They also note, that due to the focus being
on patterns individual voices or accounts can be lost, although this would very much
depend on the researcher’s application of TA, which could include individual cases. In
addition, it is perhaps the ‘generic nature’ of TA, a feature that is attractive to
researchers, that renders it as ‘lacking in substance’ (Braun and Clark 2013, p.180), or

presents ‘themes that lack depth’ (Hawkins 2017, p.1759). In the case of this programme
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of research, the use of the conceptual and theoretical frameworks increased
interpretation of the study findings. The many advantages of using TA outweighed its
potential limitations, and it was deemed to be the most appropriate form of qualitative
analysis. How TA was undertaken in relation to studies two and three is detailed below.
Owing to the flexibility and adaptability of TA, the same approach was used for both

studies two and three.

Pre- stage analysis - ‘Big ideas’

During the interviews and online post capture, corresponding word documents were
kept containing potential areas of interest and patterns that were emerging at the time.
The word documents were imported into NVivo 11, added to, and updated throughout
the data collection period of studies two and three. These initial thoughts are referred
to as ‘big ideas’ by Bloomberg and Volpe (2016). This led to preliminary analysis
occurring almost simultaneously with data collection, because as noted by Braun and
Clark (2013), ‘there is not always a clean separation between data collection and data
analysis’ (p.204). These initial thoughts regarding data are often instinctive and can be
invaluable as an adjunct to the more systematic approach of thematic analysis.
However, Braun and Clark (2013) additionally ask researchers to exercise caution when
employing them. They state they are not based on a ‘systematic engagement with the
data’ (p.204), they can highlight the most obvious, and may also be influenced
personally. This was taken into consideration when the ‘big ideas’ were later used to

refer to when coding and theming the data.

Stage One - Reading and familiarisation of the data

Braun and Clark (2013) describe this phase of data analysis as ‘essential beginnings’, a
time when the researcher becomes ‘intimately familiar’ with their data (p.204). During
this stage the interview recordings were listened to repeatedly and the transcriptions
read and re-read. Similarly, the online posts were read and re-read. ‘Noticings’ as
described by Braun and Clark (2013, p.204) were made by questioning the data and
attempting to make sense of the mothers’ experiences. They were added to the ‘big

ideas’ word documents and referred to when coding and theming of data took place.
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Use of mind maps

In addition, a glass notice board was used to draw simple mind maps of patterns of data
that were emerging from the interviews and forum posts. These were updated and
refined regularly during the analysis process. They were photographed, saved to One
note, and imported into NVivoll. They provided a visual journey of how the data
analysis was developing and were referred to during the coding and the development
of themes. Mind maps are habitually used as a form of visual data collection, however
they have been used effectively as a primary method of data analysis as well. Burgess-
Allen and Owen-Smith (2010) compared them favourably with traditional thematic
analysis when analysing focus groups. One of the advantages of mind mapping over
standard note-taking is that it appears to reflect our natural thinking patterns, which are
said to be non-linear (Burgess-Allen and Owen-Smith 2010). In the case of studies two
and three, mind maps were used to enhance the analysis process rather than as a stand-

alone strategy (see appendix A).

Stage Two - Coding

Braun and Clark (2013) describe coding as providing ‘the building blocks of analysis’ (p.
207). A systematic process of ‘complete coding’ was undertaken, whereby all areas of
relevance to the research questions or of interest were identified and coded across the
entire data set (Gregg et al. 2012; Braun and Clark 2013). Braun and Clarke’s motto of
‘inclusivity’ was followed, in that data that may or may not be relevant was still coded.
In some cases these codes were eventually disregarded, however others were merged
and formed the basis of themes. The codes were continuously reviewed, a process which
led to merging of overlapping codes and renaming codes to ensure they reflected the

data for both studies (see appendix B for screen shots of coding).

Use of memos

The memo facility in NVivoll was employed to write short reflective memos during the
coding process which discussed how codes had emerged and developed. The memos
included examples of quotes from the transcriptions and the posts to further underpin
the codes, and these were attached to the finalised corresponding codes. Although using

memos is often associated with grounded theory, it has also been used successfully with
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other qualitative designs (Snyder 2012 ; Chretien et al. 2015; Greene et al. 2017; Tierney
et al. 2017) and is advocated by Maxwell (2013). The memos provided a reference point
in relation to the coding, were an aid to merging repetitive codes, and contributed to
the development of themes. During coding, reflections from the ‘big ideas” document
and mind maps were continuously referred to. This facilitated an iterative process, and
in addition, allowed for some ‘cross referencing’ between the codes and the initial

‘instinctive’ pre-analysis.

The node facility of NVivoll was used to manage the coding process. This resulted in
105 codes in relation to the interview data and 112 codes in relation to the forum posts.
After restarting the coding (see below for reflective stop off), 95 codes were developed.

Data saturation occurred for both studies when no new codes emerged.

Reflective stop off

I had been coding the interview data for 3 weeks. | had a break and on returning with
‘fresh eyes’ made the decision to restart the coding process from the beginning. There
was too much repetition and a number of the codes did not appear to reflect the data
that supported them. | was in danger of manipulating the data to create a story rather
than systematically analysing it. | re-read Braun and Clarke’s literature surrounding
thematic analysis and looked at examples of how it had been undertaken. | began the
process of coding again. | felt more confident that the codes emerging were
representing what the mothers were saying during the interviews and were relevant

to my research aim and questions.

Stage three — Initial themes generated

Initial themes were developed by identifying broader patterns of data between the
codes which were organised around a central concept (Gregg et al. 2012; Braun and
Clark 2013). This process required a deeper level of immersion in the data and was
undertaken in order to address the aims and research questions of studies two and
three. This process was aided by the ‘Big ideas’ document, mind maps, and the

generated memos. Further memos were developed and attached to the initial themes,
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reflecting their central organising concept. Six initial themes and six sub-themes
emerged in relation to the interview data, and four themes and twelve sub-themes in
relation to the online posts. At this point, the themes and sub-themes were given initial

names.

Stage four — Themes reviewed

During stage four, the initial themes were reviewed and revised. Braun and Clark (2013)
describe this stage as a form of quality control to ensure the themes emerge from the
codes and data set. This was undertaken by referring back to the initial codes and then
to the entire data sets, again to ensure the themes were reflecting the meaning of the
mothers’ discussions and posts in relation to their experiences of bottle refusal. At this
point a colleague familiar with TA was asked to review a sub-set of the codes and
corresponding themes in relation to the interview data (study two), to ensure that they
were credibly linked. Only minor suggestions were made due to a high level of similarity
being found. The themes for the interview data reduced to five with the sub-themes

increasing to ten. The themes for the online post remained the same.

Stage five - Themes refined, defined and named

During stage five, the themes were reviewed in relation to the overall studies. Although
the themes were discrete, they were also reviewed for coherence in relation to each
other and for how they addressed the programme of research aims and questions. At
this stage further refinement was undertaken in relation to the themes. The sub-themes
of the interview data increased to twelve and the themes of the forum posts reduced to
three, and sub-themes to ten. Naming of the themes and sub-themes was also

completed; this process having commenced during stage three.

Stage six — Final report written up

During stage six, the findings were presented and illustrated by verbatim excerpts from
the interviews and forum posts. This was followed by a discussion where the findings
were interpreted in relation to the literature and the evidence surrounding infant

feeding.
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3.7.3 Final integration of studies

As discussed previously, the rationale for using MMR was in order to provide a complete
picture of mothers’ experiences of bottle refusal. Integration of data had already
occurred at the research design and methods level, however in order for an
understanding of the mothers’ experiences of bottle refusal to be fully realised, the
integrating of results at the interpretation and reporting level (Fetters et al. 2013),
needed to be undertaken. Fetters et al. (2013) describe the importance of selecting an
integration approach that ‘fits’ with the mixed methods approach undertaken. They
describe the outcomes of integration of the data as being three fold: confirmation of
findings between data, expansion of findings between data, and discordance between
findings of data. If the latter occurs, Fetters et al. (2013) suggest various approaches
including re-examination of the research methodology and exploring theory to explain
the differences. Integration by a ‘narrative approach’ was chosen using a ‘weaving’
strategy as described by Fetters et al. (2013). A weaving strategy involves writing both
guantitative and qualitative findings by themes or concepts. This allows an iterative
process to occur across the data sets, with the quantitative and qualitative findings
weaving around central themes or concepts (see chapter 7 for detailed discussion of

integration of data).

3.8 Ethics

The consideration of ethics in research is an ‘integral part of the research process’ (von
Unger 2016, p.87). The British Psychological Society (BPS) discuss how undertaking any
research with humans should be guided by ethical principles, including maximising
benefit and minimising harm (BPS 2014). Robson and McCartan (2016) describe how it
is ‘self-evident’ that there are ethical considerations when research involves people
(p.149). This programme of research received full ethical approval from the University

ethics committee®, and in order to receive this various ethical issues were considered.

Due to the online nature of the questionnaire, consent was ‘implied’” upon mothers

submitting it. The BPS (2014) discuss ways of gaining consent should be related to study

6 ref no: 15/EHC/088
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design and that implied or verbal consent (used in some of the interviews) may be
utilised due to the context of the research. For consent to be ‘informed’, appropriate
information is required for the participant. A participant information sheet (see
appendix C) was embedded at the beginning of the questionnaire with an eligibility
screen. This enabled mothers to have the opportunity to be conversant with the study

prior to their decision to complete and submit it.

Preserving anonymity and respecting the privacy of participants (BPS 2014) are
important features of research. The online questionnaire was anonymous with the
Bristol Online Survey (Onlinesurveys.ac.uk) - the tool used to create the survey -
generating a unique id for each mother. However, anonymity was not possible for the
mothers who expressed an interest in being interviewed, due to the necessity of leaving
contact details at the end of the questionnaire. In relation to this, all contact details were
downloaded onto a password protected computer to which only the researcher had
access. In addition, the mothers were reassured their details would only be used for the

purpose of contacting them and would be deleted if they did not wish to be interviewed.

Mothers who expressed an interest in being interviewed were contacted via email or
text (using a research phone purchased specifically for the research) and sent a
participant information sheet (see appendix D). They were then contacted one week
later to see if they would like to participate in an interview. This ensured they had a
‘cooling off’ period in order to read the participant information sheet and to ask any
questions they may have had regarding the interview. A set of inclusion/exclusion
criteria were developed and embedded within the participant information sheet in
order to minimise the participation of vulnerable mothers or mothers unable to consent.

Eligibility was re-confirmed verbally at the beginning of each interview.

All mothers who were interviewed were assigned a unique id number known only to the
researcher. This was stored with their personal details on a password-protected
computer to which only the researcher had access. The way in which the mothers
consented to the interviews depended on the mode. Those mothers who undertook a

face to face interview completed written consent (see appendix E). Hard copies were
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stored in a locked filing cabinet in a locked office. Mothers who were interviewed via
SKYPE/FaceTime or telephone were asked for verbal consent. This was digitally recorded
using a dictaphone (used to record the interview) and noted in the transcriptions. In
addition, a record of the mothers giving verbal consent was added to their contact
details. The mothers were assured they could withdraw from the research at any time
and that their data would be destroyed if withdrawal took place, in line with BPS (2014)

guidance.

All remote interviews took place in a location in which only the researcher was present,
to ensure confidentiality for the mother. Interviews were digitally recorded using a
dictaphone and once they had been transcribed, the recordings were deleted from the
dictaphone. Similarly, a university iPad was used for SKYPE/FaceTime interviews and
once the interviews were complete, the contact details (SKYPE addresses/mobile
numbers) were deleted from the records of the device, again to ensure confidentiality.
The mothers were assured that any transcripts of their interviews would not contain
identifying names. The mothers who took part in the interviews were made aware that
their comments might be used verbatim in publications/the thesis, but that
confidentiality would be ensured by using a unique id number. Although the majority of
interviews were transcribed by the researcher, six were transcribed by a university
approved professional transcriber. A confidentiality agreement was completed by the
transcriber and the interviews were sent and returned via a drop box facility to maximise

security.

Whilst the risks of participating in the research were perceived to be negligible, it was
acknowledged that some participants might have found the subject of bottle refusal and
its negative consequences, anxiety provoking and stressful. In addition, mothers may
have disclosed methods they used to introduce a bottle that were harmful to their baby.
The mothers might also have asked for health advice due to the researcher being a
midwife. Although none of the mothers needed it, a contingency plan of signposting to
relevant health professionals was in place if required. The supervisory team would also
have been informed. A risk assessment form was completed in conjunction with the

research (see appendix F).
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Although the same ethical principles apply to research using the internet (BPS 2017), it
can present the researcher with certain complexities not seen with more traditional
forms of data collection (Germain et al. 2017). What constitutes the public or private
domain, and how consent is gained, were particularly applicable to study three. The BPS
describe the public domain as one ‘that is readily accessible by anyone’ (BPS 2017, p.7).
In line with this they state that valid consent is required if one cannot reasonably argue
that online data is in the public domain (BPS 2017). Taking this into consideration
inclusion/exclusion criteria were developed (discussed further in chapter 6); any
forums/Facebook groups that were password protected or required a membership were
excluded. This ensured that posts would only be extracted and used for the research if

they were considered to be in the public domain.

When conducting online research, further challenges in relation to the use of verbatim
posts can arise (Germain et al. 2017). The BPS (2017) ask for careful consideration in
relation to this, owing to traceability via search engines. However, due to the risk of
harm being exceptionally low, a decision to use verbatim posts as opposed to
paraphrased ones was made. In addition paraphrasing could add a further layer of
interpretation which could alter the poster’s original intention and meaning (Germain
et al. 2017). All forum posts were allocated an Id, which was known only to the

researcher.

Although research ethics and internet mediated research remains a constantly evolving
landscape, it should be acknowledged that many research studies have used online
forums and verbatim posts (Callaghan and Lazard 2012; Gray 2013; Herron 2013; Morris
et al 2016; Knowles and Wilkinson 2017). In relation to the current programme of
research, the posts were deemed an important part of the mothers’ experiences, giving

them a voice in relation to the scenario of bottle refusal.
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Reflective stop off

In addition to the online forums, breastfeeding Facebook groups were considered as a
source of online data collection. Three closed Facebook groups had been named in the
free text of the online questionnaire. However, ethical approval had been granted to
collect data from non-password protected or non-membership online platforms only,
so | returned to the ethics board to gain approval to collect data from these groups.
Approval was deferred and it was suggested by the chair of the ethics committee that
I make contact with the Facebook group moderators to discuss the potential collection
of data. One group moderator immediately refused access to any data — stating it
would be unethical due to the closed nature of the group. The second Facebook group
moderator did not respond to any requests. The third Facebook moderator invited me
to a meeting to discuss the research. She was enthusiastic regarding the research
topic, although due to the closed nature of her group preferred posts to be
paraphrased rather than verbatim. She contacted her managers (the group was
overseen by the city council) for final approval. There appeared to be a certain level of
suspicion concerning the use of posts for my research and eventually my request was
escalated to the city council lawyers. Despite further correspondence with the
moderator no decision was forthcoming concerning my request. This was frustrating.
Due to time constraints | decided not to pursue this and to use the online forums only.
This situation gave me food for thought in relation to the nature of ‘gatekeeping’ by
forum moderators. In the case of the first forum moderator, who was understandably
protective of the group, there was also perhaps a level of ‘paternalism’ taking place.
The forum moderator had in effect prevented the mothers’ voices from being heard in
relation to bottle refusal — although some of these mothers had taken part in the
questionnaire and interviews. In addition, reflecting upon the first and third Facebook
group responses, | became aware of the procedural difficulties in using online data
outside of the public domain. There was also perhaps an element of refusal/non-
engagement due to this form of data collection being new and outside of the
traditional norm. A further option would have been to contact members directly to use
their quotes (as suggested by the ethics board), however, due to the transient nature

of those using the Facebook groups, this was not considered a viable option.
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3.9 Trustworthiness

Robson and McCartan (2016) describe ‘trustworthiness’ as being to an extent ‘common
sense’ (p. 85), defining it as when the researcher undertakes their research in an open
and honest way and does a good and thorough job. The emphasis is on the active
participation of the researcher to ensure trustworthiness during the undertaking of their
study. This is endorsed by Morse (2018), who describes how quality ‘should be achieved

during the process of the enquiry rather than being awarded after completion’ (p.803).

The ‘criteria’ to ensure trustworthiness in the case of qualitative and of quantitative
research differs. Quantitative research is concerned with reliability, validity and
generalisability (Bryman 2016). There has been much discussion concerning the
applicability of these criteria to qualitative research, the general consensus being that
Guba and Lincoln’s criteria of credibility, transferability, dependability and
confirmability, are more appropriate (Guba and Lincoln 1989). This does not however
prevent authors from using terms such as ‘validity’ in relation to qualitative research
(Maxwell 2013), with the meaning being used within a qualitative context. It isimportant
for this study however, that while terminology is different concerning quantitative and
gualitative research, and sometimes used interchangeably, the requirement for
trustworthiness remains applicable to both. In order to ensure trustworthiness was
apparent throughout the programme of research, and to overcome the complexities of
using quantitative and qualitative methods, an adapted quality framework for mixed
methods was used, developed by Tashakkori and Teddlie (2010). Alignment of the stages
of the programme of research to this quality framework are detailed in table 6. The
integration of findings for all three studies used a similar approach and this is detailed

in chapter 7.
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Table 6 Application of stages of programme of research to adapted quality framework for MMR

Stage of Assessment of Application
research quality
Planning Planning Quality | >Literature reviewed surrounding key areas of infant

Rationale

transparency

Planning

transparency

feeding pertaining to bottle refusal. CASP tool used to
critically review research. Focus on literature concerning
infant feeding in UK to ensure contextualisation of current
programme of research. Conceptual framework and SEM
used to develop and guide the study.

>Due to limited knowledge of the scenario of bottle
refusal, MMR selected to give wider understanding to
scenario and provide greater level of knowledge.
>Programme of research underpinned by pragmatism and
approach of GQR used - both aligned conceptually and
theoretically to MMR. Data collection methods in keeping
with MMR and selected to enable understanding of
mothers experiences. Data analysis methods aligned to

pragmatism and GQR.

Undertaking

Design

transparency

Design suitability

Design strength

>Mixed methods sequential design used, adapted from
Creswell and Plano Clark (2011). Emphasis given to
qualitative data in order to focus the research on mothers’
experiences and the exploratory nature of the research.
>Design deemed appropriate for meeting the overall
research aim and questions. Used a combination of an
online questionnaire to produce initial understanding of
mothers’ experiences of bottle refusal, followed by
interviews and online analysis of posts in order to expand
initial analysis, producing greater understanding.
>Rationale for and strengths of MMR, the GQR approach,
the data collection methods, sampling methods and
methods of analysis explored and discussed in detail.
Limitations of these design elements also considered and

discussed.
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Design rigour

Data quality

Data rigour

Sampling

adequacy

Analytic

adequacy

>Programme of research followed the principles of MMR
and GQR and the underpinning philosophy of pragmatism.
Sampling, mixing and integration of data was undertaken
in line with the planned sequential design in order to
produce a greater understanding of mothers experiences.
>Each method of data collection described in detail
including its ‘role’ in the overall research. Data collection
methods aligned to overall research aim and research
questions.

>Data collection methods developed in their own right and
in relation to MMR design. Priority given to qualitative
data however not at expense of quantitative data. Pilot
studies undertaken with studies one and two with
mothers. Experts in infant feeding used for face and
construct validity of questionnaire.

>Convenience and snowball sampling used for
guestionnaire to enable exploration of scenario of bottle
refusal. Eligibility criteria embedded in questionnaire to
ensure mothers participated from UK only and met
criteria. Maximal variation sampling used for interviews
taken from mothers who completed questionnaire to
provide continuity. Extensive sampling strategy devised
for selection of online forums and capture of online forum
posts using an inclusion/exclusive criteria.

>Rationale for selected data analysis techniques described
in detail. Codebook kept of all coding and merging of data
for questionnaire to provide audit trail. Statistical support
sought from statistician and epidemiologist in relation to
testing and interpretation of results. TA used for
qualitative data analysis. Detailed process of Braun and
Clarke’s six stage analysis discussed. Codes and theming

checked by colleague to ascertain similarity (study two).

Interpretation

Interpretive

rigour

>Findings from each study were analysed in relation to

infant feeding literature and written up separately
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Interpretive

consistency

Theoretical
consistency
Interpretative

agreement

Interpretive

distinctiveness

Interpretative
efficacy
Interpretative

correspondence

>Inferences from questionnaire data emerged directly
from quantitative findings. Inferences from interviews and
forum posts were aligned to and clearly emerged from
themes developed.

>Findings from each individual study were interpreted in
relation to current infant feeding/relevant theory.
>Findings from each individual study were peer reviewed
by infant feeding expert, and viewed by supervisory team
— agreed with interpretations.

>Findings from each individual study were reviewed for
credibility by infant feeding expert. In addition, own
knowledge and practice applied.

>Findings from three studies interpreted using quality
criteria for interpretative rigour as a framework.
>Findings from each individual study correspond to the

aims and research questions of each study.

3.10 Conclusion

This chapter has presented the methodology underpinning the programme of research.
It has discussed the rationale behind decisions to undertaken an MMR using GQR and
debated the potential ethical issues in relation to the programme of research. In
addition, the rational for data collection methods — including their modes and sampling
strategies - have been described. Transparency concerning the trustworthiness of the

programme of research is presented by alignment to a quality framework.

The following chapter will discuss the undertaking and findings of study one.
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Chapter 4 - An online questionnaire exploring mothers’
experiences of bottle refusal by their breastfed baby (study
one)

4.1 Introduction

This chapter presents study one of the overall programme of research. Study one
explores mothers’ experiences of bottle refusal by their breastfed baby using an online
guestionnaire. The chapter discusses the participant sample, development of the online
guestionnaire and recruitment strategy employed. In addition, it presents the pilot
studies undertaken, data analysis and study results. The chapter concludes with a
discussion of the results focusing on the literature surrounding infant feeding, and
consideration of the limitations of the study. Reflective/reflexive stop offs taken from a
reflective diary are interspersed within the chapter and have been used to put thoughts

and actions during this stage of the research into ‘real time’ context.

4.2 Study aim and research questions

This study aimed to provide an initial understanding of mothers’ experiences of bottle
refusal. It aimed to explore the background and characteristics of bottle refusal, and to
capture demographic data of the mothers who experienced it. In addition, it aimed to
investigate potential relationships between bottle refusal and independent variables.
Findings from the study were explored in studies two and three. It focused on answering

the research questions as detailed in chapter 1, under section 1.3.

4.3 Study Participants
The questionnaire aimed to recruit UK mothers who were experiencing or who had
experienced bottle refusal by their breastfed baby. The following inclusion criteria were
developed:
e UK mothers who have experienced bottle refusal by their breastfed baby in the
past 5 years or who are experiencing it now.
e Mothers whose baby was born after 37 weeks gestation.

e Mothers whose baby has no serious health problems.
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e Mothers >18 years.

The inclusion criteria were developed in order to minimise participation of vulnerable
babies and mothers. They were placed at the beginning of the questionnaire, embedded

within the participant information form.

As there are no data regarding numbers of mothers who experience bottle refusal, a five
year time period within which mothers could have experienced it was selected. This
would be reliant on maternal recall. The use of maternal recall in infant feeding research
is common, due to the majority of studies collecting data retrospectively (Agampodi et
al. 2011). However, there is potential for ‘recall bias’, affecting the accuracy of data
collected. Studies undertaken to investigate the extent of recall bias/accuracy and infant
feeding have produced varying results. Gillespie et al. (2006) found mothers tended to
overestimate recall of cessation of breastfeeding by one month at three years, and by
two weeks at six months. They also found length of time to recall led to greater errors.
Launer et al. (1992) found recall based on mothers’ paired responses to be accurate up
to 18 months. Although recall was less likely to be accurate in relation to the
introduction of formula. Natland et al. (2012), followed mothers up 20 years after birth
and found two thirds were accurate to within one month regarding breastfeeding
practices, with a median overestimation of two weeks. However as with Launer et al.
(1992), they found errors in recall were most likely in relation to the introduction of
different types of milk. Agampodi et al. (2011), found maternal recall to overestimate
duration of exclusive breastfeeding. However, as with the previous studies, a certain
amount of social desirability could not be excluded pertaining to the overestimations. In
relation to the current study, the use of a five year time limit could have a negative
impact on the accuracy of the mothers’ memory recall. In addition, based on the
aforementioned studies, an element of social desirability concerning when mothers first
attempted to introduce formula could lead to errors. However, this was balanced
against a desire to strengthen sample numbers and the potential to include mothers

who may have experienced bottle refusal with more than one baby.
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The study was limited to UK mothers as breastfeeding practice outside of the UK may
differ and data collected would not be comparable. Babies born prior to 37 weeks
gestation were excluded due to their classification of prematurity, which can affect the
sucking reflex (Simpson 2013). Babies with health problems were also excluded, as this

could affect breastfeeding and could also impact on bottle refusal.

No age range for the baby was defined at time of bottle refusal, in order to capture the
potential diversity of mothers’ experiences. Although babies over six months of age
would likely have been introduced to complementary foods, their mothers could still be

experiencing bottle refusal.

4.4 Questionnaire design and development

A 22-point self-administered online questionnaire was designed using the Bristol Online
Survey (BOS) (Onlinesurveys.ac.uk). The questionnaire was primarily designed to be
used with a mobile phone utilising the ‘fluid width’ component of the BOS, which
changes to fit the screen the participant is using. A progress indicator was included as it
has been found to reduce levels of questionnaire abandonment (Couper 2008). A
vertical format was used as it was compatible with scrolling. This format can also reduce
respondent confusion (Bryman 2016). Skip patterns were included to limit unnecessary
reading of questions, and to provide links from contingency (main) questions. Due to the
respondents being mothers who often have little spare time to engage in research
(Daniels et al. 2012), completion time was a consideration during development. This was

estimated at less than ten minutes during the pilot study.

The majority of questions were made compulsory (21/22), in order to reduce incomplete
submissions. In addition, the ‘other’ option was made compulsory and could be
completed via free text. However, follow up responses to contingency questions were
not made compulsory. Although they could give ‘extra’ information if completed, these
guestions could also increase respondent abandonment due to furthering completion

time. Questions related to the subject (bottle refusal) were placed first, with
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demographics at the end. This has been found to reduce questionnaire abandonment

(Peterson 2000).

Due the exploratory nature of the questionnaire, some free text and open ended
questions were included (see appendix G for questionnaire). Couper (2008) found data
from open-ended questions in online questionnaires to be at least as good as with paper,
and that the quantity was usually superior. In addition, Smyth et al. (2009) found open-
ended questions lent themselves to web based surveys, especially in relation to being
able to leave extra space for responses. In line with this, no restrictions were placed
upon free text. It was decided to include an ‘any other comments’ section at the end of
the questionnaire, in order to gather qualitative data that could be used to strengthen

the questionnaire findings.

Question responses aimed to be mutually exclusive to reduce ambiguity (Sue and Ritter
2012). However, for some areas e.g. methods used, advice sought, mothers were able
to select more than one option in order to provide as complete a picture as possible.
Couper (2008) discusses the weaknesses of the ‘check all that apply’ question, with
respondents tending to check only the first option. However, after reviewing the
literature, it was deemed necessary to include this type of question in order to collect
data that reflected the complexity of infant feeding. In addition, question responses
were designed to be ‘collectively exhaustive’ to avoid too much free text (Sue and Ritter
2012). However, due to the lack of knowledge concerning bottle refusal, an ‘other’

option was included to collect data that was outside of the options presented.

4.4.1 Defining bottle refusal

A review of the literature revealed there was no prior definition of the term ‘bottle
refusal’. After an informal scoping exercise was undertaken at a Royal College of
Midwives’ conference in November 2015, the initial term ‘bottle resistance’ was
changed to ‘bottle refusal’. Midwifery clinicians felt that the term ‘bottle resistance’
was not commonly used amongst mothers and thus could be problematic in relation to
understanding. In order to provide as complete a picture of bottle refusal as possible,

the definition included both babies that had initially refused a bottle (and then possibly
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accepted) and those that were still refusing one. In addition, it included both expressed
breastmilk (EBM) and formula, in order to capture all scenarios surrounding bottle
refusal. The following definition was created and embedded at the beginning of the

questionnaire:

Bottle refusal is when a breastfed baby initially or continuously refuses to accept a bottle

containing either expressed breastmilk or infant formula.

The following section will discuss the development of the questions and will contain

screen shots pertaining to each question.

4.4.2 Question development

Questions were developed using the literature review, ONS categories and the 2010 IFS,
McAndrew et al. (2012). In addition, online sources referring to bottle refusal and the
researcher’s knowledge and experience were referred to during development. Fellow
colleagues familiar with the field of infant feeding were also consulted. Questions were
aligned to the overall study’s five research questions and guided by the conceptual and

theoretical frameworks.

Questions regarding demographics and the background to bottle refusal were
developed in order to provide baseline data, and to begin to provide an understanding
of the context of bottle refusal (see figures 9 and 10). Although the questionnaire sample
did not aim to be representative, it was deemed useful to be able to make some
comparisons to the UK breastfeeding population using the last IFS (McAndrew et al.
2012). Demographic questions regarding age, where the mother lived, employment
status (shortened version) and level of education were developed with categories based
upon the IFS (McAndrew et al. 2012). Ethnic background was reported using ONS
categories (ONS 2011). However they were shortened (not including the descriptors), as
it was not felt this would compromise data analysis. A question regarding job title was
developed to be coded using the online ONS occupation coding tool (ONS 2016). Sex of

the baby was also included.
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Figure 9 Screenshots of demographic questions taken from online questionnaire

2. What is the sex of your baby?

[
.

2 e T e Te e |

Male
Female

17. What is your age? - Required

18-19
20-24
25-29
30-34
35-39
40+

2 Requived

18. What is your ethnic group? (Choose the option that best
describes your ethnic group or background)

S e T T |

White

Mixed/Multiple Ethnic Groups
Asian/Asian British
Black/African/Caribbean/Black British
Chinese

Other

If yvou selected Other, please specify:

e Re e e e e e Tie Tia e He

19 Where do you live? - Required

Scotland
Northern Ireland
Wales

Yorkshire and the Humber
North East
North West
West Midlands
East Midlands
East of England
London

South East
South West
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20. How old were you when you finished full -time education? /f you are
still in full-time education please select the age you intend to finish it - Required

¢ 16 or under
« 17
~ 18
[

19 or over

21 . What is your employment status? - Required

employed

self employed
looking after family
unemployed

© student

RIS T

What is your job title?

Further ‘background’ questions were developed to provide context to the mother’s
data, including providing a history — if any — of previous experiences, and previous

knowledge of the scenario. (see figure 10).

Figure 10 Screenshots of background questions taken from online questionnaire

1. Which baby did you experience bottle refusal with? If you have
experienced bottle refusal with more than one baby please complete the
questionnaire based on the most recent baby you experienced it with. If
vou experienced it with twins please complete based on the oldest of the

twins. O
Reguired

1st
2nd
3rd
4th
Other

e Iie e Be

If you selected Other, please specify:
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3. How long ago did you experience bottle refusal?- Required

¢« I am experiencing it now
 up to 1 year ago

« up to 2 years ago

« up to 3 years ago
¢ up to 4 years ago

© up to 5 years ago

13. Have you experienced bottle refusal previously? O

Required

T Yes
 No

14. Wkre you aware of bottle refusal by breastfed babies before this experience?

7 yes
 Nno

A question was developed to explore why mothers wanted to introduce a bottle to their

breastfed baby, in order to encompass the complex influences on breastfeeding: (see

figure 11).

Figure 11 Screenshot of reasons for introduction of bottle taken from online questionnaire

5. Why did you want to introduce a bottle to your baby? (select all
that apply) 0O Required

wanted to give up breastfeeding

returning to work

wanted some independence/more social life
wanted partner/family to be able to feed baby
wanted to spend some time with other children

Other

i I e B
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A question was developed to explore how often mothers wanted their baby to feed by
a bottle if it accepted (see figure 12). This aimed to give further understanding to

mothers’ motivations behind bottle introduction.

Figure 12 Screenshot of how often mothers to feed from bottle if accepted taken from online
questionnaire

0 Required
% 8 &P

 every feed - no more breastfeeding
¢ daily - alongside breastfeeding

6. How often did you want your bab)r%7 feed from a bottle if it accepted one?

% ~ occasionally} not on a daily basis

« Other

Questions were developed to explore mothers’ management of bottle refusal, this

included time and age-related questions. (see figure 13).

Figure 13 Screenshots of age and time-related questions taken from online questionnaire

4. At what age was your baby when you FIRST tried to ntroduce a
bottle to it? If you cannot remember exactly, please put in the
approximate age 0 Required

I1l.How long OVERALL did it take for your baby to accept a bottle? |.e.
from your first attempt to the attempt that was successful. If you
cannot remember exactly, please put in the approximate time taken, this could

be in hours, days, weeks, months. If your| baby is still refusing a bottle
please state this.
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12. What age was your baby when it accepted a bottle? If you cannot
remember exactly, please putin the approximate age. If your baby is still
refusing a bottle please state this.

At three separate points during the questionnaire, mothers were asked to report time
and age-related data, to explore timings around bottle introduction and bottle
acceptance (if it had occurred). Mothers whose baby had not accepted a bottle were
asked to state this in order for the responses to be coded into the variable of ‘refusal’.
(coding further discussed under 4.7). It was decided not to ‘pre-specify’ baby age
categories as it was envisaged these would not produce data that was refined enough.
In addition, due to the lack of knowledge concerning bottle refusal, there were no
obvious age categories to use. It is acknowledged however that recall errors and
telescoping errors - in this case the ‘rounding’ of times and ages — would have been

inevitable with this type of question (Peterson 2000).

In order to minimise ‘rounding’, mothers had the option to complete some of the time
related questions in either hours, days, weeks or months. Due to there being no
consensus regarding reporting of age or timing in relation to infant feeding
questionnaires (Hector 2011), an ‘age conversion strategy’ was developed to convert
the ages to weeks (see appendix H). In order to maintain data accuracy and in response
to possible maternal recall errors/bias, an equation was also developed, (age at
introduction + length of time to acceptance = age at acceptance). Cases with a
discrepancy of two weeks either way of the equation result were excluded from the

analysis for questions 4, 11 and 12.

Questions were developed concerning the methods mothers employed to facilitate
bottle acceptance (see figure 14). The methods were anecdotal and predominantly
based on methods suggested during online discussions, although the methods used in
Egan’s study were also referred to (Egan 1988). Mothers were also asked which

method(s) had worked in an effort to explore how bottle refusal could be managed.
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Figure 14 Screenshots of method-related questions taken from online questionnaire

7. Which method(s) did you use to try to introduce a bottle to
your baby? (selectall that apply) 0 Required

I~ partner/family member/friend fed baby

™ cold turkey (didn't feed baby until it accepted a bottle)
™ used different bottles/teats

™ put expressed breastmilk into a bottle

™~ used acup

r gave bottle only when baby wasn't hungry

[~ gave bottle only when baby was hungry

I~ Other

8. W hich method(s) worked? i.e. your baby accepted a bottle (select all that
apply)

partner/family/friend feeding baby

cold turkey

using different bottles/teats

putting expressed breastmilk into a bottle
using a cup

giving the bottle when baby wasn't hungry
giving the bottle only when baby was hungry
nothing worked

other

I A R e e B R I

If yvou selected Other, please specify:

Questions were developed to explore the sources of advice/support mothers sought in
relation to bottle refusal, and how ‘helpful’ the advice/support had been (see figure 15).
Sources were based upon common avenues of advice/support mothers use in relation
to breastfeeding which were identified in the literature review and known to the

researcher.
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Figure 15 Screenshots of support/advice related questions taken from online questionnaire

9. Where did you go to for advicelsupport? (select all that apply) =
Required

health visitor

other mothers

family and/or friends
breastfeeding support groups
Internet

did not seek any advice
Other

I O I B B B

If you selected Other, please specify:

|I0-Which source(s) of advice/support were helpful to you? (select
all that apply) 0 Required

health visitor
other mothers

breastfeeding support groups

-
-
- family and/or friends
-
r Internet

I don'tthink any advice helped me
™ not applicable as did not seek advice
I~ Other

A guestion was developed to explore the impact of bottle refusal on a mothers’ overall
breastfeeding experience. (see figure 16). This was developed with particular reference

to Egan’s study (Egan 1988), where only a negative impact was found.

Figure 16 Screenshot of impact related question taken from online questionnaire

I5.What impact did bottle refusal have upon your overall
breastfeeding experience? - Required

« MNegative
— Positive
~ Had no impact

— Other

If you selected Other, please specify:
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An optional question was developed in relation to what mothers would have done in
hindsight to prevent bottle refusal (see figure 17). This was in order to explore why
mothers thought their baby might refuse a bottle. This was developed with particular
reference to Egan’s study, where a suggestion to ‘prevent’ bottle refusal was made

(Egan 1988).

Figure 17 Screenshot of hindsight question taken from online questionnaire

|1 6.In hindsight is there anything you would have done to try to
prevent bottle refusal occurring? Optional

4.5 Pilot Study

The online questionnaire was piloted in order to ensure ‘construct validity’. A URL link
to the questionnaire was sent to eight midwives, a health visitor and a social worker for
their feedback. All ten responded with feedback via email or verbally. Five mothers
known to the researcher who had experienced bottle refusal also completed the
guestionnaire via a URL link. Feedback was sent using text. Three of the mothers also
attended a focus group (see appendix | for notes from focus group). From the collective

feedback, a small number of changes were made which are discussed below.

Two midwives highlighted that mothers may not recall some of the ages/timing exactly,
especially if bottle refusal had occurred some time ago. In response to this, the term ‘If
you cannot remember exactly please put in the approximate age/time’ was added to
questions 4, 11 and 12. This had been used successfully in the IFS (McAndrew et al.
2012), although it was acknowledged that memory recall errors may be greater given
that the current study covers up to five years. Peterson (2000), however, discusses

‘encouragement’ to try to answer accurately is more likely to gain a valid response.

In relation to why mothers introduced a bottle, ‘difficulty in having a social life’ was
entered under ‘other’ during the pilot study. The term 'wanted some independence’ was
initially thought to encompass this reason, however it was decided to add the phrase
‘more social life’ to ‘wanted some independence’ to be more explicit. Thus, the option

‘wanted some independence/more social life’ was included.
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In addition, feedback from one mother described how she had tried a number of times
to introduce a bottle, but in between went back to breastfeeding. She was not sure how
to answer the question regarding how long it had taken her baby to accept a bottle.
Similar to Marquis et al. (1998), when they explored weaning off the breast, the question

was designed to extract length of overall time it had taken to achieve bottle acceptance.

The question was therefore altered to reflect this, by adding in the ‘range’ i.e. ‘from your
first attempt to the attempt that was successful’. It was envisaged this question would
be easier for mothers to understand, and would now deliver more accurate data that

could be coded.

Two mothers fed back that they had tried a cup as a ‘transition method’ to try to move
their baby from breast to bottle. This was included as a methods option. Completion
time for the questionnaire was also gauged from the pilot and was found to be less than
10 minutes. Due to the changes made, a second pilot was undertaken with the same five
mothers who initially completed the pilot. No further changes were made from this

pilot.

4.6 Recruitment

Online recruitment of mothers has been undertaken successfully previously in relation
to infant feeding studies via social media sites, websites and online forums (Brown et al.
2011; Lagan et al. 2011; de Jager et al. 2014). In relation to the current study,
recruitment was initiated by a URL link being sent in March 2016 to five mothers from
the North West of England who were known to the researcher. They were asked to share
it, and posted it on closed Facebook breastfeeding groups and parenting groups to which
they belonged. The URL link was also sent to a participant of a mailing group for women
from different ethnic backgrounds. This was in a targeted attempt to reach mothers
experiencing bottle refusal from ethnic minority groups. The URL link was closed after

841 mothers completed the questionnaire in two weeks.
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Reflective stop off

The numbers completing the questionnaire came as a shock! It was released at 4pm
and by the next morning 169 mothers had already complete it. | contacted my
supervisor who was in turn surprised, we were anticipating it being a ‘slow burn’, and
had contingency plans to leave it open for a year if need be. In addition, although it
was not possible to calculate an appropriate sample size (there was no known
population to use), | thought | would be doing well if | achieved 150 respondents.
Numbers continued to rise. | could check them anytime using the BOS system and
noticed mothers were completing it at all times of the day and night (including the
early hours of the morning). Reflecting on the ‘round the clock’ completions, |
wondered if some mothers may have been ‘brexting’ — a phrase coined by the Daily
Mail for mothers who breastfeed and text (or use their phone) simultaneously. When
numbers reached the 800’s | became concerned about the manageability of the
questionnaire — there was coding to do and free text was mounting up. | discussed this
with my supervisor and | closed the URL after two weeks, with 841 respondents. |
reflected upon a paper by Ellis-Barton who had discussed the term ‘virality’ in relation
to her research being shared online without her control/knowledge, similar to mine. It
was a learning curve. How | would approach this in relation to future online research |
did not know, but through this experience | was able to understand the speed and
connectivity of using online recruitment and the ‘loss of control’ that can occur. In
addition, I reflected upon why so many mothers had completed the questionnaire in
such as short space of time. | was aware of other PhD students who had posted their
questionnaires on sites mothers used and had had little response over a long period of
time. | felt my questionnaire had resonated with many mothers who wanted to share

their experiences.

It was evident from the results of the questionnaire that geographical dispersal had
occurred, although the routes it had taken were difficult to ascertain. A Google search
using the questionnaire’s title produced only one result, showing that it had been posted
on the Scottish Perinatal Mental Health website. Tracking could have been achieved
using analytics if the URL link had been shortened (e.g. using Tiny.url or goo.gl).

However, the BOS generated long URL containing the questionnaire title was retained,
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as it would look genuine to mothers and this could aid recruitment. In addition, tracking
via analytics would not include snowballing, where mothers had texted/emailed the link

to other mothers for example.

Reflective stop off (Part one)

I had begun to read the ‘any other comments’ section of the completed questionnaires.
A number of mothers stated that they were glad to see someone was researching the
topic, some wanted results ‘asap’ to try to help them, others described feeling
‘desperate’ for answers. Some emailed me to ask for advice. | began to feel a great
sense of responsibility in my study being able to come up with answers for the mothers.
| wanted to be able to help them. | attended an ethnography club and discussed my
concerns. With relief, | met other PhD students who had been or were experiencing
the same scenario. | was able to look at the study more objectively, focusing on its
exploratory nature and its aim of providing a greater ‘understanding’ rather than
answers to the scenario. | also focused on the study being able to give a voice to
mothers and recognition of their experiences.

(Part two)

Whilst reading the free text | noted a minority of mothers that described the study as
‘anti breastfeeding’, and that by raising awareness of bottle refusal | would lower
already very low breastfeeding rates. In addition, one of the mothers | sent the URL
link to told me that her local NCT group were refusing to post the link on their Facebook
site due to it ‘not being supportive of breastfeeding’. | began to question whether the
study could have a negative impact on breastfeeding. As someone who supports
breastfeeding this concerned me. However, | also recognised that it was precisely this
thought process that had potentially led to the scenario not being explored in the first
place. In addition, due to the numbers of mothers completing the questionnaire, it had
in effect ‘touched a nerve’. | recognised a conflict in relation to the study and in turn
understood it had to be disseminated carefully in order to preserve the mothers’

experiences whilst also taking into consideration the wider impact on breastfeeding
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4.7 Data Analysis

4.7.1 Data screening and coding

The online survey was imported directly into SPSS v.23.0, reducing input errors (Bryman
2016). Data was cleaned, screened for errors, coded and converted (where applicable).
The data set variables were named, labelled and assigned values. When required, data

responses were cross-referenced with the original online questionnaires.

4.7.2 Missing values

The data set was screened for missing values using SPSS descriptives. They were minimal
for 21 out of the 22 questions due to these questions being ‘required’ (compulsory). A
very small number of mothers had typed a letter or a full stop to bypass a required
guestion. Missing values were apparent for ‘optional’ questions. These mostly followed
up contingency questions generated by skip patterns i.e. ‘Job title’ as a follow up

question to ‘Employment status’. (All missing data is reported in the results section).

4.7.3 Coding of the variables ‘eventual acceptance’ and ‘refusal’

Free text responses from mothers giving a length of time to acceptance, and age at
acceptance (questions 11 and 12), were coded as ‘eventual acceptance’. The term
‘eventual’ was used to illustrate that refusal had initially occurred. Free text responses
from mothers to questions 11 and 12, which stated their baby was ‘still refusing’, were

coded as ‘refusal’.

4.7.4 Conversion of age and time related data

Mothers’ responses in relation to the age and time-related data for questions 4— age at
which mother introduced a bottle, 11 — length of time to acceptance, and 12 — age of
baby at acceptance, were converted to weeks using the age conversion strategy (see
appendix H). Frequencies were run using SPSS to check for any errors in the age
conversion process. Cases were then screened for errors using the equation (age at
introduction + length of time to acceptance = age at acceptance) in relation to questions
4, 11 and 12. This resulted in 38 cases being excluded from the analysis of questions 4,

11 and 12 due to a discrepancy of greater than two weeks either way. After cross-
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referencing against the original questionnaires, the cases were included for all other
qguestions. They retained the code of ‘eventual acceptance’, as this was their status at
completion of the questionnaire. During the conversion process, a further 14 cases were
found to display errors in relation to time and age-related data. In these cases, mothers
reported that their baby had briefly/once accepted a bottle, but had gone on to refuse.
These responses could not be converted and were excluded from the analysis of
questions 4, 11 and 12. After cross-referencing against the original questionnaires, the
cases were included for all other questions. They retained the code of ‘refusal’, as this

was their status at completion of the questionnaire.

4.7.5 Coding of job title

The ONS online occupation tool (ONS 2016) was used to code free text responses in
relation to job title. Twenty eight cases were excluded due to some of the mothers’
responses not being reconcilable with the online ONS occupation coding tool (ONS

2016).

4.7.6 Merged and recoded data
A small number of categorical variables were merged and recoded in order to undertake

data analysis or to reduce categories (see appendix J).

4.7.7 Data not analysed
It was evident during data cleaning that data for a small number of follow up questions

could not be analysed.

The follow up question to question 8 asked mothers to report how long ‘cold turkey’
had taken until bottle acceptance. Mothers reported this from a number of hours to
weeks. It was recognised that further information was required as to whether the baby

was eating complementary foods or not in order to contextualise the response.

The follow up question to question 13 asked mothers to report on which babies they
had experienced bottle refusal with if they had experienced it previously. This question

was possibly ambiguous as mothers may have reported on only previous babies or all
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babies (including the current one) they had experienced bottle refusal with. Frequencies

were reported, however no further analysis was undertaking concerning this question.

Question 3, which asked ‘How long ago did you experience bottle refusal’, had
overlapping response categories i.e. a mother could be ‘experiencing bottle refusal now’
AND have legitimately ‘experienced it in the last year’. Data were analysed using
frequencies, as results remained potentially useful in relation to ‘memory recall’.

However, no further analysis was undertaken concerning this question.

4.7.8 Qualitative data analysis
Qualitative data in the form of free text was exported directly into NVivol1 and analysed
using thematic analysis (Braun and Clark 2013). This looked for patterns of answers

which were coded and then merged into themes.

4.7.9 Tests used for preliminary and further analysis

Preliminary descriptive analysis of data was undertaken using SPSS v.23 to produce
initial results. The analysis was also used to check for violations of assumptions in
relation to further analysis (Field 2013; Pallant 2016). Frequencies were obtained for
categorical variables and descriptives for continuous variables. Continuous variables
were assessed for normality using histograms as recommended by Tabachnick and Fidell
(2013), due to the sample being defined as large (200+ cases). Box plots were used to
check for outliers. The majority of histograms showed a non-normal distribution of
continuous data. In relation to this, the median was used as the measure of central

tendency, as being less vulnerable to outliers (Field 2013; Bryman 2016; Pallant 2016).

Further analysis was undertaken in relation to associations and differences between
independent variables and the key variables of ‘refusal/eventual acceptance’. This
aimed to add to the initial understanding of mothers’ experiences of bottle refusal which
had been generated during descriptive analysis. Non-parametric tests were used due to
non-normal distribution of data as recommended by Pallant (2016). Mann Whitney U
tests were undertaken to compare differences in continuous data and categorical

variables. Effect sizes for significant results were calculated using r = ZVN (Field 2013).
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Kruskal-Wallis tests were undertaken to compare differences in continuous data and
categorical variables with more than two categories. Significant results were
investigated using Jonckheere’s test to establish trends in medians (Field 2013).
Spearman’s Rank Order test (rho) was used to explore relationships between continuous
variables. Chi-square tests for independence were used to explore relationships
between categorical variables. Significant results were explored using standard residuals
with significance determined by z scores > +/- 1.96, or odds ratio’s (Field 2013).

Significance for all 2-tailed probability tests was p<.005.

Reflexive stop off

I had undertaken descriptive analysis of the questionnaire data and began further
analysis to test for associations, correlations and differences using the refusal and
eventual acceptance variables. Analysis began well. However | quickly embarked on
‘mass testing’ of all the variables in my data set, looking for significant results. | was
in effect undertaking the ‘fishing trip’ - a common term used by authors to describe
researchers who undertake data analysis with little or no rationale behind it. This was
something | had set out to avoid. | saw my supervisor and a statistician and discussed
how my analysis was going. Both reminded me to refine my analysis and to test what
would be potentially meaningful to my study. | reverted to my original focus but also
recognised that the ‘mass testing experience “ had been invaluable in recognising what

was important to this study.

4.8 Results

4.8.1 Demographics and background data

Results from table 7 describe the demographic characteristics of the 841 respondents.
Over 70% of the mothers were white, >29 years in age and had left education at 19 years
or over. Although it was clear the questionnaire had ‘travelled’ UK wide, 40% of mothers
resided in the North West (figure 18). This can be attributed to the initial recruitment

strategy which was North West based.
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Figure 18 Maternal residence by UK region
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Table 7 Demographics/background data and bottle refusal/eventual acceptance

Demographic/background

Age

18-24

25-29

30-34

35-39

40+

Missing value
Total

Ethnicity

White

Mixed/Multiple Ethnic Groups
Asian/Asian British
Black/African/Caribbean/Black British
Other

Missing Value

Total

Age left fulltime education
16 or under

17

18

19 or over

Missing value

Total

N =841,
n (%)

32(3.8)
158 (18.8)
351 (41.7)
239 (28.4)
60 (7.1)
1(0.1)
841 (100)

806 (96.0)
20 (2.4)
9(1.1)
5(0.6)
1(0.1)
1(0.1)
841 (100)

29 (3.4)
40 (4.7)
93 (11.1)
678 (80.6)
1(0.1)
841 (100)
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Refusal
n (%)

17 (3.3)
93 (18.0)
222 (43.0)
149 (28.9)
35 (6.8)

516 (100)

496 (96.1)
11(2.1)
6(1.2)
2(0.4)
1(0.2)

516 (100)
17 (3.3)
26 (5.0)
53 (10.3)
420 (81.4)

516 (100)

Eventual
Acceptance
n (%)

15 (4.6)
65 (20.1)
129 (39.9)
90 (27.9)
24 (7.4)
2(0.1)
325 (100)

310 (96.0)
9(2.8)
2(0.5)
2(0.5)

0 (0)
2(0.2)
325 (100)

12 (3.7)
14 (4.3)
40 (12.4)
257 (79.6)
2(0.1)
325 (100)



Employment Status
Employed

Self employed
Looking after family
Student/unemployed
Missing values

Total

Employment category
ONS categories 1-3*
ONS categories 4-6**
ONS categories 7-9 ***
Missing values
Excluded cases

Total

Sex (baby)
Male

Female
Missing value
Total

Previous bottle refusal
Experienced previously
Not experienced previously
Missing values

Total

Awareness of bottle refusal
Yes

No

Missing Values

Total

Which baby mother reported on

1st

2nd

3rd

=>4th
Missing value

How long ago experienced bottle refusal

Experiencing it now
Up to 1 year ago
Up to 2 years ago
Up to 3 years ago
Up to 4 years ago
Up to 5 years ago
Missing values
Total

602 (71.6)
66 (7.8)
119 (14.1)
53 (6.3)
1(0.1)
841 (100)

492 (58.5)
125 (14.9)
23 (2.7)
173 (20.4)
28 (3.3)
841 (100)

383 (45.0)
458 (55.0)

841 (100)

209 (24.6)
631 (75.1)
1(0.1)

841 (100)

604 (71.8)
236 (28.2)
1(0.1)

841 (100)

441 (52.4)
290 (34.5)
83(9.9)
27 (3.2)

294 (35.)
206 (24.5)
137 (16.3)
85 (10.1)
45 (5.4)
74 (8.8)
1(0.1)
841 (100)
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357 (69.5))
44 (8.9)

82 (16.0)
31(6.1)
2(0.1)

516 (100)

296 (57.3)
79 (15.3)
14 (2.7)
127 (24.6)

516 (100)

237 (45.9)
279 (54.1)

516 (100)

144 (27.9)
372 (72.1)

516 (100)

378 (73.3)
138 (26.7)

516 (100)

252 (48.8)
187 (36.2)
59 (11.4)
18 (3.5)

237 (45.9)
94 (18.2)
72 (14.0)
53 (10.3)
22 (4.3)
38 (7.4)

516 (100)

244 (75.1)
22 (6.8)
37 (11.4)
22 (6.8)

325 (100)

196 (60.3)
46 (14.1)
9(2.8)

46 (14.1)
28 (8.6)
251 (100)

145 (44.8)
179 (55.2)
1(0.1)

325 (100)

65 (20.1)
258 (79.8)
2(0.1)
325 (100)

256 (69.7)
98 (30.2)
1(0.1)
325 (100)

189 (58.3)
103 (31.8)
23(7.1)
9(2.8)
1(0.1)

57 (17.6)
111 (34.3)
65 (20.1)
32(9.9)
23(7.1)
36 (11.1)
1(0.1)
325 (100)



Botte refusal/eventual acceptance

Refusal 516 (61.4)
Eventual acceptance 324 (38.5)
Missing values 1(0.1)

Total 841 (100)

* Managers, directors, senior officials, Professional occupations, Associate professional and technical ** Administrative and
secretarial, Skilled trades, Caring, leisure and service, *** Sales and customer service, Process, plant and machine operatives,
Elementary occupations

4.8.2 Reasons why mothers wanted to introduce a bottle to their breastfed baby
Table 8 shows that the most frequently reported reasons for introduction of a bottle
were ‘wanting partner/family to be able to feed baby’ (59%) and ‘wanting some

independence/more social life’ (36%). Subsequent cross analysis revealed 21% of

mothers jointly reported these reasons for introduction.

Table 8 Reasons why mothers wanted to introduce a bottle to their breastfed baby

Reason N =841, n (%)*
Wanted partner/family to be able to feed baby 499 (59.3)
Wanted some independence/more social life 299 (35.6)
Wanted to spend some time with other children 129 (15.3)
Returning to work 121 (14.4)
Attending an event 39 (4.6)
Other 112 (13.3)
Wanted to give up breastfeeding 28 (3.3)

* Mothers could select more than one option therefore figures add up to more than 100%/841

Some mothers described the lack of involvement in feeding as having a detrimental

effect on the father- baby relationship:

It had a negative impact for my husband because he was unable to give baby

the bottle so he struggled to bond with her at first. (Id 469).

It was also evident that some mothers felt breastfeeding and bottle refusal placed

restrictions upon them socially:
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I loved breastfeeding however it made me hate it at times during the last
month or two when | needed some rest or had a special event | wanted to
attend. | would have enjoyed it more and continued for longer if baby could

take the occasional bottle. (Id 191).

She wouldn’t have a bottle or a cup and | felt totally trapped (Id 041).
It was more about having the choice to do things which a bottle would have

helped with. (Id 706).

The category ‘Attending an event’ was coded from free text originally in the ‘other’
category (see appendix J). Mothers reported the following, n=39: court case, attending
a wedding (including own), funeral, college course, exam, work related, concert, night
out, hairdressers, gym, training for a marathon, hen night, driving test. Some mothers

described challenging scenarios:

It was a difficult time for us ..my father had only weeks to live and was in
intensive care and we needed her to take a bottle so | could spend some time with

him (Id 242).

One hundred and twelve mothers remained under the category of ‘other’ reasons for
introducing a bottle, they were analysed using TA (Braun and Clarke 2013) (see appendix
K for details of coding and theming). Four themes emerged: health and medical-related,
breastfeeding-related, = forward planning  and miscellaneous. Maternal
hospitalisation/mothers being unwell was especially challenging for mothers whose
baby refused a bottle. One mother reported delaying an emergency procedure in order
to try to introduce her baby to take a bottle....I was facing an operation and wanted to
ensure my baby could bottle feed beforehand....(Id 696). Another mother described how
her friend breastfed her baby for her whilst she was in hospital. Another mother
described being sectioned under the mental health act and how her prescribed
medication was incompatible with breastfeeding. In addition mothers illustrated the
demands breastfeeding made upon them, ‘I was too tired to feed - baby was cluster

feeding for 3/4hrs in the middle of the night’ (Id 708). Mothers also described
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introduction as a way of planning for the future, ‘In preparation for nursery’ (Id 512). For
some mothers the introduction of a bottle had a more unusual context, 1 was part of a

research study looking at teats for breastfed babies’ (Id 673).

4.8.3 Intended frequency to feed by bottle if accepted
Mothers reported how frequently they wanted their baby to feed from a bottle if it
accepted. It is evident from table 9 that the majority of mothers wished to continue to

predominantly breastfeed.

Table 9 Mother’s intended frequency to feed from a bottle if accepted

Frequency N =841, n (%)
Every feed - no more breastfeeding 23 (2.7)
Daily - alongside breastfeeding 184 (21.9)
Occasionally - not on a daily basis/one off event 634 (75.4)
Total 841 (100)

4.8.4 Age of baby at mothers’ first attempt to introduce a bottle

Mothers’ responses for age at first attempt to introduce a bottle were converted to
weeks (see appendix H for conversion strategy) and are represented in figure 19. Median
age at first attempt to introduce a bottle was 9 weeks, (/QR (interquartile range) = 11,

min =0, max =56, R =56, N = 788). Excluded cases = 52. Missing value = 1.
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Figure 19 Age in weeks of baby at first attempt to introduce it to a bottle, n = 788
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By six weeks of age, 39% of mothers in this study had attempted to introduce a bottle
to their baby, with the majority of mothers’ first attempt to introduce a bottle being
after six weeks (61%). Nearly all mothers (95%), had attempted to introduce a bottle to
their baby by 26 weeks of age (= six months). Consulting figure 19, the most frequent
age at first attempt to introduce a bottle was six weeks, reported by 15% of mothers.
Further peaks were noted at four weeks (= one month), 13 weeks (= three months), 17
weeks (= four months) and 26 weeks (= six months). A small percentage of mothers (2%),

reported that their first attempt to introduce a bottle was at birth.

4.8.5 Methods used by mothers to facilitate bottle refusal

The median number of methods used by mothers to facilitate bottle refusal was 4 (min
=1, max =9, R =8, N = 841). The most frequently reported method used by mothers
was partner/family fed the baby. A cup was included as a ‘transition method’ and had
been identified in the pilot study as a method tried by mothers. Table 10 displays a
comparison between methods used and methods that worked. The majority of methods
had a low success rate (<22%) apart from cold turkey - although this was the method
least used by mothers. Over half of mothers 59% (486), reported ‘nothing had worked’.

Fifteen cases were excluded from this comparison due to mothers stating ‘nothing had
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worked’ whilst also reporting that their baby had eventually accepted a bottle. Missing
value = 1. ‘Other’ methods reported by mothers included sweetening the teat/milk,
warming or cooling the milk, dream feeding (waking the baby in the night to feed it

whilst it is still drowsy), and paced bottle feeding.

Table 10 Comparison between methods used and methods that worked

Method Method used Method used that worked
N = 825, n (%)* N = 825, n (%)*
Partner/family fed baby 791 (95.8) 167 (21.1)
Cold Turkey 73 (8.8) 31 (42.4)
Used different bottles/teats 601 (72.8) 93 (15.4)
Used EBM in a bottle 777 (94.1) 100 (12.8)
Used a cup 359 (43.5) 69 (19.2)
Gave bottle only when baby not hungry 282 (34.1) 16 (5.6)
Gave bottle only when baby hungry 411 (49.8) 43 (10.4)
Tried different formula milks 180 (21.8) 15 (8.3)

* Mothers could select more than 1 option therefore total adds up to more than 100%

Mothers used free text to report the brand(s) of bottle/teat they used to introduce their
baby to a bottle. The median number of brands used was 3 (min=1, max=9,R=8, N =
578). Missing values = 23. Twenty nine different brands were reported (figure 20).
Tommee Tippee was reported the most frequently by mothers (77%), followed by
Phillips Avent (39%) and MAM (27%). It was evident that some mothers believed the key
to bottle acceptance was finding the right bottle/teat and that this could entail multiple

and costly purchases,

| tried every bottle known to man! (Id 091).

I spent a small fortune. (Id 114).
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Figure 20 Word Cloud depicting bottle brands used by mothers
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Mothers also reported using branded cups including: Munchkin Miracle 60 cup, Tommee

Tippee sippy cup, Doidy cup, and Nuby no spill cup.

4.8.6 Length of time taken to eventual acceptance

Mothers’ responses for length of time to eventually accept a bottle were converted to
weeks using the conversion strategy (see appendix H), and are represented in figure 21.
The median length of time was 9 weeks, (/QR =18, min = 0.1, max = 104, R =103.9, N =
285). The shortest length of time to eventual acceptance was <1 day with the longest

being 104 weeks (2 years). Excluded cases = 52. Missing value = 1.

Figure 21 Length in weeks of time taken for baby to eventually accept a bottle, n = 285
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4.8.7 Age of baby at eventual acceptance

Mother’s responses for age at eventual acceptance were converted to weeks using the
conversion strategy (see appendix H) and are represented in figure 22. Mean age at
eventual acceptance was 28 weeks, (N = 285, SD = 16.24). The youngest age at eventual
acceptance was 1 week, with the oldest being 104 weeks (2 years). Excluded cases = 38.

Missing value = 1.

Figure 22 Age in weeks baby eventually accepted bottle, n = 285
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4.8.8 Advice/support for mothers experiencing bottle refusal

The majority of mothers (86%), sought advice/support, however 14% sought no advice.
Of the mothers who did seek advice/support, 36% did not think any advice had helped
them. Mothers sought advice/support from a number of sources, (Mdn =3, min =1, max
=6, R=5, N =720), displayed in table 11. Breastfeeding support groups and other
mothers were found to be most helpful. Seven cases were excluded due to mothers
selecting ‘did not seek any advice’, whilst also selecting sources of advice that had

helped them.
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Table 11 Comparison between advice sought and advice that was helpful

Source of advice/support Advice/support Advice/support sought that was
sought helpful
N =720, n (%)* N =720, n (%)*
Health visitor 324 (45.0) 55 (16.9)
Other mothers 446 (61.9) 197 (44.1)
Family/friends 385 (53.4) 108 (28.0)
Breastfeeding support groups 353 (49.0) 202 (57.2)
Internet 488 (67.7) 155 (31.7)

* Mothers could select more than 1 option therefore total adds up to more than 100%

Mothers highlighted the lack of awareness/understanding of bottle refusal and its

potential impact:

Many health care professionals have just shrugged their shoulders in a way that
suggested | just needed to get on with it. Some other breastfeeding mothers
appeared appalled that | would want to give my baby a bottle in the first place
and would ask ‘why on earth | might want an evening off? ‘ implicitly judging me

for doing so. (Id 447).

All the comments | received from midwives and health visitors was that it was
massively important to exclusively bf (breastfeed) and bottles were what bad
mothers did. But then when | hit 6 months and he still wouldn't accept a bottle

no one wanted to help and | felt trapped breastfeeding. (Id 041)

| found very little advice from the Nhs and Nhs staff as they were more concerned
that baby would get nipple confusion and stop feeding. | was made to feel guilty
for suggesting | needed the occasional night out or time with my husband and so

wanted my baby to take a bottle as a result | stopped sooner. (Id 191)

4.8.9 Impact of bottle refusal upon breastfeeding experience
The majority of mothers reported bottle refusal had had ‘no impact’ on their
breastfeeding experience represented in table 12. A total of 18% (148) of mothers

selected ‘other’. Free text comments were analysed and themed using TA (Braun and
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Clark 2013). One hundred and nine mothers described the impact in both positive and
negative terms, this was coded as ‘mixture of positives and negatives’. Thirty nine cases

were not applicable to the question and were excluded from subsequent analysis.

Table 12 Impact of bottle refusal upon breastfeeding experience

Impact N =841, n (%)
Negative 221 (26.4)
Positive 58 (6.9)
No Impact 414 (49.2)
Mixture of positives and negatives 109 (12.9)
Not applicable 39 (4.6)

Mothers used free text to describe the impact,

Sometimes it's a positive feeling, giving us a special bond and feeling needed. At
other times it's negative; worry about stopping breastfeeding, being the only
one who can do the nights, going back to work and coming back to a 'broken
baby' as she can't get to sleep without a feed, not being able to have a date
night with my husband, occasional resentment at doing a lot of the hard stuff

alone. (Id 756).

| breastfed for longer due to baby refusing his bottle but I felt trapped into
continuing breastfeeding. (Id 771).

| appreciated a baby is only doing what is natural to them. | felt frustrated then

guilt as | was being selfish wanting a one off night out. (Id 450).

4.8.10 Hindsight — can bottle refusal be prevented?

Mothers free text comments on hindsight were coded and themed using thematic
analysis (Braun and Clarke 2013). A total of 23% of mothers did not complete this
guestion which was not compulsory. It is clear from table 13 that the majority of

mothers would have given or considered giving a bottle earlier to prevent bottle refusal.

137



Table 13 Hindsight to prevent bottle refusal

Hindsight to try to prevent bottle refusal N = 649, n (%)
Given a bottle earlier 303 (46.7)
‘Considered’ giving a bottle earlier 90 (13.9)
Would not have done anything differently 211 (32.5)
Would not have given a bottle in the first place 39 (6)

Mothers demonstrated the reasoning behind their answers,

I would have offered a bottle within a week or so of birth and ignored advice
about nipple confusion as now i (sic) am trapped breastfeeding and desperately
want to stop. Really fed up and wish healthcare workers had been honest about

this happening. (Id 084).
None, | tried early and regularly but it made no difference. (Id 112).

The only thing | would have done differently is not try in the first place. Babies
are all different. If they don't want to drink expressed milk in a bottle we
shouldn't be trying and trying to get them to do it. We should be led by our

babies and just accept they are not happy with it. (Id 588).

4.8.11 Demographics and refusal/eventual acceptance

The relationship between demographics and bottle refusal/eventual acceptance was
investigated using a chi-square test. No significant association was found between: sex
of baby x% (1, n = 840) = .07, p = .79, phi = .01, (missing value = 1) employment status, x?
(1, n=839)=4.49, p=.21, V=.07, age left full time education x*> (3, n=839)=1.19, p =
.76, V = .04, or mother’s age x* (4, n = 839) = 2.06, p = .73, V = .05. Missing value = 2.
Ethnicity could not be analysed due to low numbers of mothers from ethnic minority

groups.

4.8.12 Awareness and previous experience of bottle refusal and refusal/eventual
acceptance
There was no significant association between a mothers’ awareness of bottle refusal

prior to their current experience and refusal/eventual acceptance, x> (1, n = 840) p
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=.271, phi=.038. Missing value = 1. However a chi-square test showed a small significant
association between previous experience and bottle refusal/eventual acceptance, x? (1,
n = 839) = 6.02, p = .014, phi = .088, r = .088. Missing value = 2. Further analysis
calculating an odds ratio, found the odds of bottle refusal were 1.53 times higher if a
mother had experienced bottle refusal previously, compared to if she hadn’t

experienced it previously.

4.8.13 Intended frequency to feed if accepted and refusal/eventual acceptance

A chi-square test showed a small significant association between how frequently
mothers wanted their baby to feed from a bottle if accepted, and bottle refusal/eventual
acceptance, x? (2, n=840)=25.35, p=<.001, V=.174, r=.174. Missing value =1. Further
analysis was undertaken using standardized residuals (Field 2016). When mothers
wanted their baby to feed from a bottle at every feed (no more breastfeeding)
significantly more mothers than expected reported eventual acceptance (z = 2.7), p
= .01, and significantly less than expected reported refusal (z = -2.2), p = .05. When
mothers wanted their baby to feed daily from a bottle alongside breastfeeding,
significantly more mothers than expected reported eventual acceptance, (z = 2.3), p

=.05.

Further analysis was undertaken to investigate how frequently mothers wanted their
baby to feed from a bottle if it accepted and differences in length of time taken to
accept. A Kruskal-Wallis test found a significant difference, H(2, n=285) =19.6 p =<.001.
Excluded cases = 38. Missing value = 1. Jonckheere’s test revealed a significant trend,
with the median time taken for the baby to eventually accept a bottle increasing with
the less frequently a mother wished to feed her baby from a bottle if accepted (table

14).J=12514,z=4.183, p =<.001, r = .25.
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Table 14 Intended frequency to feed from bottle if accepted and median length of time to
eventual acceptance

Intended frequency to feed N = 285, Median length of time in
n (%) weeks to eventual
acceptance
Every feed - no more breastfeeding 15 (5.3) 4
Daily - alongside breastfeeding 82 28.7) 9
Occasionally - not on a daily basis/one off event 188 (66.0) 13
All 285 (100) 9

4.8.14 Age of baby at first attempt to introduce a bottle and refusal/eventual
acceptance

Differences in the baby’s age at first attempt to introduce a bottle and refusal/eventual
acceptance were explored using a Mann Whitney U test, with a small significant
difference found. Babies who eventually accepted a bottle were older by 4 weeks at first
attempt to introduce a bottle (Mdn = 12 weeks) than babies who refused (Mdn = 8
weeks), n = 788, U = 61018, z = -3.52, p = <.001, r = .125. Excluded cases = 52. Missing

value = 1.

Further analysis was undertaken to explore the correlation between age of the baby at
first attempt to introduce a bottle and the length of time to eventual acceptance.
Spearman’s rank order correlation (rho) found a small significant association, with the
older the baby was at first attempt to introduce a bottle being associated with a shorter
length of time for the baby to eventually accept a bottle, rho -.179, n = 285, p < .002.

Excluded cases = 52. Missing value = 1.

4.8.15 Impact upon breastfeeding experience and refusal/eventual acceptance

The relationship between impact upon a mothers’ breastfeeding experience and bottle
refusal/eventual acceptance was explored, with a chi-square test finding a small
significant association, x? (3, n=801) = 19.26, p =<.001, V=.151, r =.151. Excluded cases
=39. Missing value =1. Further analysis using standardized residuals (Field 2016) showed

that significantly more mothers than expected reported a negative impact with eventual
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acceptance (z = 2.1), p.<0.05 and significantly less mothers than expected reported a

positive impact with eventual acceptance (z = -2.2), p.<0.05.

4.9 Discussion

This study aimed to provide an initial understanding of mothers’ experiences of bottle
refusal by their breastfed baby. It aimed to explore the background and characteristics
of bottle refusal, and to capture the demographic data of the mothers experiencing it.
In addition, it aimed to investigate potential relationships between bottle refusal and
independent variables. Findings from the study would be expanded upon in studies two
and three. The following section will discuss the results of the online questionnaire,
beginning with an overview of the main findings in relation to the research questions. It
will then discuss the findings in more detail relating them to the literature surrounding

infant feeding.

This study is the first of its kind to extensively explore mothers’ experiences of bottle
refusal by their breastfed baby, using a large scale sample and employing quantitative
methods. As such, it makes a considerable contribution to the current limited body of
knowledge surrounding the scenario. The study findings also play a pivotal role in
informing the subsequent studies in this programme of research. Additionally, the
completing of the online questionnaire both during the night as well as day, gives a
valuable insight into the 24 hour lives of breastfeeding mothers and their use of online
resources. The study illustrates that the context surrounding why mothers wish to
introduce a bottle to their breastfed baby is influenced physically, psychologically and
socio-culturally. The study findings depict mothers using a number of anecdotal
methods to try to ‘solve’ bottle refusal, which generally had a low rate of success (<22%).
The study indicates that advice and support for mothers experiencing bottle refusal is
not always helpful, particularly from health professionals, where breastfeeding
appeared to be the priority. The impact of bottle refusal on a mother’s breastfeeding
experience was varied, with 26% of mothers experiencing it negatively. The study found
bottle refusal/eventual acceptance was significantly associated with the independent
variables of: previous experience of bottle refusal (p = <.001), intended frequency to

feed if accepted (p = <.001), age of baby at introduction at first attempt to introduce a
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bottle (p = <.001), and impact upon breastfeeding experience (p = <.001. In hindsight,
the majority of mothers (60%) reported that they would have given or considered giving

a bottle to their baby ‘earlier’, to prevent bottle refusal.

The current study participant sample comprised predominantly of white, well educated,
older mothers, in professional/managerial occupations. When cross-referenced against
the IFS of 2010 (McAndrew et al. 2012), age, education and occupation of the mothers
in the current study, was comparable to three of the five demographic characteristics
associated with mothers most likely to breastfeed and for the longest duration in the IFS
(McAndrew et al. 2012). The IFS also found breastfeeding mothers were more likely to
come from the least deprived areas and from minority ethnic groups (McAndrew et al.
2012). Mothers from minority ethnic groups were underrepresented when compared to
the IFS (14% IFS versus 4% current study). The IFS found areas outside of London to
have the lowest numbers of mothers from minority ethnic groups. This can be compared
to the current study in that 94% of mothers resided outside of London (McAndrew et al.
2012). However, it is also acknowledged that none of the five mothers who initiated the
original posting of the URL link were from ethnic minority groups. This could have limited
the questionnaire link being posted on Facebook and parenting groups most likely to be
used by mothers from ethnic minority groups. Furthermore, the language barrier could
have been a hindrance to completion. Although the URL link was sent to a colleague who
was part of a mailing list which included women from different ethnic minorities, this

did not offset the poor recruitment of mothers from these groups.

Although the participants in this study were fairly comparable to mothers who
breastfeed in the UK from a demographic perspective, the results cannot be generalised
to the breastfeeding population as a whole. This is due to the use of convenience and
snowball sampling, which led to self-selection of participants and non-response bias.
Due to the sampling strategy, the study is unable to determine who typically experiences
the scenario of bottle refusal. Although the study sample was large and could potentially
exhibit data similar to a representative sample of mothers experiencing bottle refusal,

the results are applicable to this study sample only.
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The majority of mothers in the current study reported that their baby was refusing a
bottle (61%), although it is recognised that some of the babies who were refusing may
g0 on to accept a bottle at a later date. It was also apparent that eventual acceptance
might never occur for some mothers and babies, with refusal being permanent.
Although it is difficult to ascertain why some babies refuse and some eventually accept
from this data, theories of weaning, which depict babies resisting weaning due to
breastfeeding providing them with oral and sexual satisfaction could provide some

context (Klein 1952, Freud and Strachey 1969, Winnicott 1988).

The current study findings show that the majority of mothers (72%) were aware of bottle
refusal prior to the experience they were reporting. This somewhat challenges any view
that bottle refusal is potentially ‘under recognised’ as a scenario. However, apart from
the 25% of mothers who had experienced it previously, it is not clear how or where
mothers gained an awareness of bottle refusal. One can assume that due to the lack of
research surrounding bottle refusal and its omission from health professional infant
feeding literature such as BFI, that mothers’ awareness is generated from lay sources.
Importantly, this indicates a disparity in information surrounding the scenario, which
appears to be ‘invisible’ in relation to health professional literature and discussions, yet
conspicuous elsewhere. This disparity in information concerning infant feeding is not
uncommon. Previous studies have shown midwives’ discussions surrounding
formula/bottle feeding to be limited when compared to breastfeeding, with a ‘bias’
towards the latter (Lee and Furedi 2005; Crossley 2009; Lagan et al. 2014; Leurer and
Misskey 2015).

It is evident from the study findings that 25% of mothers had experienced bottle refusal
previously, yet decided to breastfed with a successive baby. However, this does not
exclude the possibility of bottle refusal impacting negatively upon subsequent
breastfeeding decisions, voiced online by mothers stating they would not breastfeed
future babies. Indeed, previous negative breastfeeding experience has been suggested
as a reason behind the decision to formula feed a subsequent baby (Bentley et al. 2016).
However, recurrence of feeding practice is well evidenced for both exclusive

breastfeeding and formula feeding, and is strongly associated with maternal
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demographics (Phillips et al. 2011; Sutherland et al. 2012; Bentley et al. 2016) and
replication of feeding practice (McAndrew et al. 2012), rather than breastfeeding
experience. In addition, although 26% of mothers reported bottle refusal to have had a
negative impact upon their breastfeeding experience, the majority of mothers reported
it as having no impact (49%), with 7% reporting it had had a positive impact.
Furthermore, 72% of mothers were aware of bottle refusal yet still went on to
breastfeed a subsequent baby. Thus, this current study shows that being aware of bottle
refusal, or having previously experienced it, does not necessarily have a detrimental
effect on subsequent breastfeeding decisions. This information can be used by those
supporting breastfeeding to have an open and honest dialogue with pregnant women
and postnatal mothers regarding bottle refusal, whilst allaying fears that this can impact
breastfeeding initiation. This also responds to mother’s requests in previous studies for
‘realistic’ information concerning the challenges of breastfeeding (Lavender et al. 2005;

Hoddinott et al. 2012; Leurer and Misskey 2015), which should include bottle refusal.

The study findings showed a significant association between experience of previous
bottle refusal and refusal/eventual acceptance. The odds of bottle refusal were 1.53
times higher if a mother had experienced bottle refusal previously, compared to if she
had not experienced it previously. One could speculate that mothers who have
experienced bottle refusal previously are more realistic in their knowledge that
acceptance is not always readily achieved, and can be a time-consuming and costly
process. Thus, they may be better prepared for accepting continued refusal, and less
likely to pursue acceptance, with the opposite being true of mothers who have not
experienced it previously. However, this analogy although plausible, is difficult to

substantiate at present, and there is no existing literature with which to compare it.

Mothers’ reasons to introduce a bottle were multi-factorial and were not mutually
exclusive. They painted a complex picture associated with a number of social, physical,
economic, cultural and environmental influences. Such influences have been found
previously to contribute to the dynamics of breastfeeding, including its initiation and
cessation (Hoddinott et al. 2011; Radzyminski 2016; Rollins et al. 2016). They are also

comparable to previous studies where mothers introduced a bottle/formula to return
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to work, (Neifert et al. 1995; Hauck and Irurita 2003; Gatrell 2007; McCarter-Spaulding
2008; McAndrew et al. 2012; Skafida 2012; Johns et al. 2013; Cripe 2017; Felice et al.
2017; GOV.SCOT.UK 2018). In addition, studies have cited bottle introduction as a
reason for fathers to be involved in feeding (Stewart-Knox et al. 2003; Johnson et al.
2009; Hoddinott et al. 2012; Leeming et al. 2013; Mclnnes et al. 2013; Spencer et al.
2014; Crossland et al. 2016), which was the most frequently reported reason in this
study. Why mothers in the current study wanted their partner to be involved in feeding
is unclear, although bonding and allowing mothers some independence were reported.
The mothers may also have wanted to adopt more of a ‘shared parenting’ approach,
which from a liberal feminist perspective, can be seen as a way of minimising gender

differences and ensuring child rearing is ‘gender neutral’ (McCarter-Spaulding 2008).

Under closer scrutiny the reported reasons to introduce a bottle could be aligned to
features of westernised motherhood, where breastfeeding mothers are expected to
work, socialise and raise a family (MacKean and Spragins ND). It is evident from the
current study however, that for some mothers this was not necessarily achievable, with
the demands of breastfeeding competing with the demands and needs of their everyday
lives. This has been voiced by mothers in studies by Lavender et al. (2006), Hoddinott et
al. (2012) and Spencer et al. (2014), and was found to underpin decisions to formula
feed in a study by Lee and Furedi (2005). It can be postulated that the introduction of a
bottle enabled mothers in the current study to achieve a ‘balance’ or as described by a
mother in this study as ‘having the choice’. It should be noted however, that the
demands of residing in a westernised country do not always impact negatively upon
breastfeeding, with countries such as Norway having a substantially higher exclusive

breastfeeding rate than the UK — 35% v <1% at 6 months (Victora et al. 2016).

In line with this, the influence of socio-cultural factors on decisions to introduce a bottle
require consideration. Breastfeeding is not viewed as the cultural norm in the UK, having
been replaced with formula (via bottle) feeding (Brown 2015; Crossland et al. 2016;
WABTi 2016; UNICEF 2017). This is in effect supported by data from the IFS (2010) which
showed that less than one per cent of mothers were exclusively breastfeeding at 6

months (McAndrew et al. 2012). In addition, UK mothers are reluctant to breastfeed in
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public (Boyer 2012; Scott et al. 2015; Grant 2016), as reported in the current study. Thus,
the subliminal effect of residing in a bottle feeding rather than breastfeeding culture
cannot be underestimated in relation to the context surrounding bottle introduction.
This resonates with Bourdieu’s theory of dispositions, where decisions surrounding
feeding are underpinned by unconscious collective norms within the environment a

mother resides (Amir 2011).

The current study found other reasons for bottle introduction presented an obvious
dilemma for mothers. Factors included mothers who required hospitalisation, babies
who were temporarily unwell, and babies who were losing weight and required
supplementary feeds. These are comparable to the ‘life events’ described in a study by
Hauck and Irurita (2003), were impromptu weaning from the breast was required. It is
evident that for some mothers in the current study, the decision to introduce a bottle
may not have been entirely their own, instead being medically indicated. This echoes
findings from a study by Mclnnes et al. (2013), were tangible reasons for the
introduction of formula such as illness, or separation, were not always within maternal
or parental control. Such scenarios have the potential to be further complicated when
bottle refusal occurs, and exacerbated if current lack of understanding of bottle refusal
remains. A greater recognition of bottle refusal by breastfed babies and the potential
challenge it poses, could enable those supporting and caring for mothers (and babies)

experiencing bottle refusal to respond empathetically.

The majority of mothers in the current study (75%) intended to predominantly
breastfeed, and only wanted to feed their baby by bottle occasionally or as a one off
event if accepted. It is acknowledged however that a mother’s reported intention to
bottle feed can change. This is especially due to the dynamic nature of breastfeeding,
described by Dykes (2005, p.2292), as an ‘ever-changing activity influenced by the

counterbalancing effects of past events, the daily lived experience and future plans’.

The study findings demonstrate that mothers’ intended frequency to feed via bottle was
found to have a significant association with bottle refusal/eventual acceptance. Of the

mothers who wanted to feed by bottle at every feed (cease breastfeeding), significantly
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more reported eventual acceptance and less reported bottle refusal. These mothers also
reported the shortest times to eventual acceptance. In addition, of the mothers who
wished to feed their baby daily alongside breastfeeding, significantly more reported
eventual acceptance. These associations may be influenced by mothers being more
determined in their efforts for their baby to feed from a bottle, in particular those who
wished to discontinue breastfeeding. A study by Hauck and Irurita (2003) supports this
theory, in that once mothers had made the decision to wean their baby from the breast,
they persevered even when faced with their baby’s opposition. Furthermore, previous
studies have found features of maternal character/personality including determination,
perseverance and self-efficacy, as factors in overcoming breastfeeding challenges and
increasing breastfeeding duration (Hegney et al. 2008; Burns et al. 2010; Williamson et
al. 2012; Brown 2014). From this, it could be construed that the idea of maternal
determination being an implicit factor in eventual acceptance, is certainly a plausible
one. However, it is questioned somewhat when referring to Ryan and Deci’s self-
determination theory (Ryan and Deci 2000). The majority of mothers in the current
study cited reasons that were extrinsically motivated (influenced by external factors), in
relation to why they wanted to introduce a bottle. However, extrinsic motivations are
negatively correlated with self-efficacy (Ryan and Deci 2000), which would be an

underpinning component of a mother’s determination to secure bottle acceptance.

It could also be hypothesised that the mothers who wished their baby to feed from a
bottle more frequently if accepted, tried more regularly and followed a routine in order
to achieve acceptance. Online guidance and advice in relation to introducing a bottle to
a breastfed baby places similar emphasis on these actions (NHS 2016; Kelly.Mom 2018).
In addition, familiarity and consistency are often encouraged in relation to the successful

introduction of complementary foods to infants (NHS 2018; WHO 2018b).

Conversely, study findings highlight that mothers who wished to feed their baby from a
bottle occasionally, reported the longest length of time to eventual acceptance. It could
be hypothesised that these mothers did not have the same determination or
commitment to achieve bottle acceptance, and adopted less of a routine in their

management of it. However, both hypotheses are hampered by the study not collecting
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data regarding how often mothers tried their baby with a bottle, this being considered
too complex to report after feedback from the pilot study. In addition, mothers in the
current study reported trying ‘regularly’ and ‘often’, yet were still met with refusal. Thus,
although there is a link between mothers’ intended frequency to feed and bottle
refusal/eventual acceptance, and length of time to eventual acceptance, it appears to

be more complex than resting on intention to feed alone.

The current study findings evidence a wide variation in age of the baby at which mothers
first attempted to introduce a bottle (0-56 weeks). Several age peaks were noted, the
largest being at six weeks. This was likely to have been influenced by current un-
evidenced advice to introduce a bottle at six weeks or later, when breastfeeding has
been established and in order to avoid nipple confusion. The further peaks at three, four,
five and six months indicate that ‘rounding’ of ages took place. However, they may also
represent mothers setting goals by month in relation to continuing to exclusively
breastfeed or to introduce a bottle, a not uncommon practice amongst breastfeeding
mothers (O’Brien et al. 2009; Gustafsson et al. 2017). In the case of the six month peak,
this is likely to be mothers adhering to WHO advice to exclusively breastfeed for at least

six months (WHO 2002).

The majority of mothers (61%) reported waiting until after six weeks to attempt to
introduce their baby to a bottle, suggesting a degree of compliance with the un-
evidenced guidance currently proffered to mothers. However, the vast majority of
mothers (95%) had attempted to introduce a bottle to their baby by six months, which
if using formula, deviates from WHO guidance to exclusively breastfeed to six months
(WHO 2001). Ironically, however, although the majority of mothers within the current
study aimed to deviate from WHO guidance, the fact that their baby refused to accept
a bottle meant they continued to breastfeed exclusively for longer. Although from a
health perspective this is a positive outcome (Victora et al. 2016), it should be balanced
against the potential negative impact bottle refusal can generate. For the mothers in
this study this not only included a negative impact upon breastfeeding, it also led to

mothers feeling physically exhausted due to not having a ‘break’ from breastfeeding. In
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addition, mothers’ described their social lives being curtailed, feeling trapped, and

experiencing feelings of guilt, stress and frustration.

The current study depicts a multi-method approach used by the majority of mothers to
encourage bottle acceptance. However, the majority of methods exhibited a low level
of success (<22%), apart from cold turkey which was used by the least number of
mothers. This is probably due to the withholding of nutrition, which many mothers will
have found unacceptable. In addition, cold turkey can potentially lead to dehydration in
the baby (Staub and Wilkins 2012), and mastitis and/or breast abscess in the mother
due to acute cessation of breastfeeding (Noonan 2010). Further methods associated
with potential adverse health outcomes included mothers sweetening their baby’s milk
and putting jam on the teat. This resonates with a study by Dykes et al. (2012), who
found parents undertook harmful infant feeding practices when facing feeding
challenges. Similarly, mothers in Egan’s study put sugar on the teat in an effort to

overcome their baby’s bottle refusal (Egan 1988).

Current study findings highlight a focus on ‘finding the right bottle’; although this
method had a low success rate (15%). However, with the mass marketing of bottles and
teats specifically to mothers who are breastfeeding (medela.com, mimijumi.com,
tommeetippee.co.uk), and in some cases marketed solely for bottle refusal
(minibe.co.uk), it is perhaps unsurprising that mothers made multiple and costly
purchases. The latter is exhibited by taking the average number of bottles mothers used
in the study (three) and multiplying this by the cost of the top three reported brands,
which equates to £41.90’. Moreover, this cost would most likely increase when mothers
purchased different flows of teats to accompany the bottles. The evidence to support
certain brands of bottles and their ability to solve bottle refusal, reduce nipple
confusion, and ease the transition from breast to bottle, is currently poor and in some
cases non-existent. Only two peer reviewed studies have been undertaken, (in relation
to the Medela Calma teat) with both displaying a number of limitations (Geddes et al.

2012; Segami et al. 2012). The current study calls for information concerning bottle

7 Based on 90z bottle starter pack purchased from Tesco in 2018.
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brands and teats for breastfed babies to be clear in relation to the evidence supporting

their claims, so that mothers can make informed decisions when making purchases.

Mothers in the current study used a cup as a method to feed their baby, however again
this had a low success rate (19%). Current guidance encourages mothers to introduce a
cup to their baby by six months, and if possible to move straight from breast to cup
negating the need for a bottle. However, the IFS found only 54% of mothers had
introduced their baby to a beaker or cup at six months of age (McAndrew et al. 2012).
Previous studies have found that cup feeding leads to spillage (Dowling and
Thanattherakul 2001), evidence of concerns over inadequate intake (Malhotra et al.
1999; Dowling and Thanattherakul 2001), and that mothers have found it inconvenient
especially at night (Malhotra et al. 1999). In addition, mothers in this study described
experiencing cup refusal. Alternative feeding options to breast, bottle and cup warrant
further exploration. Studies are needed surrounding potential feeding mechanisms such
as finger feeding, syringe feeding, straw, paladai and spoon feeding, which could be
effective substitutes when bottle refusal occurs. In addition, the possibility of ‘wet
nursing’ cannot be discounted as a method, successfully employed by one of the

mothers in this study.

The length of time taken for a baby to eventually accept a bottle in the current study
varied from < one day to 56 weeks. The median time was nine weeks, although data
regarding how often mothers tried within this time was not collected. Existing online
advice to mothers regarding length of time to eventual acceptance is often underplayed
and vague, possibly due to no evidence being available to underpin it. However, bottle
manufacturers often cite testimonials/reviews from mothers describing how their baby
took to the particular brand of bottle ‘straight away’ (minibe.co.uk),” within the first 3
attempts’ (tommeetippee.co.uk) and over a ‘few days’ (mimijumi.com). Therefore

information is also likely to be governed by marketing.

Few studies have investigated length of time to wean off the breast. Neighbors et al.
(2003) describe a range of 0-90 days with the majority falling within 2-14 days, although

they do not report a median age of weaning, making it difficult to exact a comparison
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with the current study. Similarly, Williams and Morse (1989) describe weaning taking
place gradually over 1-8 weeks, but again do not describe a mean or median length of
time for this. In addition, these studies are not comparable to the current study where

the majority of mothers did not wish to wean entirely off the breast.

The results from the current study regarding length of time are not representative of all
breastfeeding babies who accept a bottle; some will accept without any refusal. In
addition, some babies may eventually accept more easily than others. However, it is
evident that the lack of current information surrounding bottle refusal, and the
descriptions of ‘quick’ acceptance on bottle manufacturer’s websites, can lead to
mothers having an unrealistic view of how long acceptance can take. This may have
consequences for mothers if they are factoring in time when returning to work or in
relation to hospitalisation. This is compounded by online information not including the
caveat that some babies may never accept a bottle, which may lead to mothers viewing
their baby’s refusal as something abnormal. The current study findings show that for
many mothers and babies eventual bottle acceptance is not a ‘given’. In addition, it
shows that eventual acceptance can be a lengthy process, which affiliates with theories
of weaning where a baby’s relationship with the breast is such that he/she is unwilling
to relinquish it easily (Abraham 1916 cited in Eccleson 2005). Transparent information
needs to be made available to mothers regarding length of time to bottle acceptance
being variable, and that they may experience continued refusal. This will enable mothers
to make informed decisions regarding introducing a bottle, and also manage the

scenario realistically.

It is evident from the current study that although the majority of mothers sought advice
regarding bottle refusal, 35% did not find it ‘helpful’, comparable to a study by Egan
(1988). Breastfeeding support groups and other mothers were reported the most
frequently as being helpful sources of support, comparable to the IFS (McAndrew et al.
2012). However, only 17% of mothers reported health visitors - the health professional
most likely to be contacted regarding bottle refusal - as giving advice that was helpful.
This could reflect the fact that there is no evidence to draw upon in relation to bottle

refusal and therefore support and advice is hampered. Previous studies have found
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health professionals to prioritise breastfeeding, whilst limiting information surrounding
bottle feeding in infant feeding discussions (Lee and Furedi 2005; Crossley 2009; Lagan
et al. 2014; Leurer and Misskey 2015), which may have been replicated by the health
visitors referred to in the current study. A further explanation for this finding could
however be provided by Trickey and Newburn (2014), who describe health professionals
facing a ‘dilemma’, when supporting mothers to formula feed, due to it conflicting with

the obvious health benefits of breastfeeding.

A further likely ‘barrier’ to advice from health professionals is the potential of ‘nipple
confusion’. Indeed, Renfrew et al. (2000) describes how health professionals ‘fear’
nipple confusion. The causal link between bottle feeding and nipple confusion has not
been proved (Zimmerman and Thompson 2015), yet as evidenced in this study, it
remains at the forefront of some health professionals’ advice. Furthermore, as alluded
toin chapter two, a potential legacy of the ten steps to successful breastfeeding (UNICEF
2010), where bottles and formula were strongly discouraged, may have led health
visitors to deter mothers from feeding by bottle. Future research is needed to

investigate the negative impact of nipple confusion on breastfeeding.

When exploring advice and support, one must also take into account that mothers’
definitions of what is ‘helpful’ are open to interpretation. In addition, it is likely that
some mothers would equate helpful advice purely with their baby accepting a bottle.
This is not wholly consistent with the current study however. Although 61% of mothers
reported that their baby was refusing a bottle, only 35% of mothers reported no advice
to be helpful. Added to the 14% of mothers who sought no advice, this still leaves 12%

of mothers who found advice helpful, yet their baby had not accepted.

The current study findings show that almost half of the mothers (49%) reported bottle
refusal had had no impact upon their breastfeeding experience, whilst over a quarter
(26%) of mothers reported bottle refusal had had a negative impact upon their
breastfeeding experience. However, this was not necessarily associated with their baby
continuing to refuse a bottle. Significantly more mothers reported a negative impact

when their baby had eventually accepted a bottle, and more reported a positive impact
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when their baby continued to refuse. Similar to how helpful support was perceived by
mothers, this indicates that the impact of bottle refusal upon breastfeeding experience
is not solely outcome driven. Furthermore, 7% of mothers reported bottle refusal had a
positive impact on their breastfeeding experience. Although similar to ‘no impact’ and
‘negative impact’ it is difficult to distinguish the factors behind mothers’ responses,
however, some mothers described breastfeeding being extended, bonding occurring,

and feeding being led by their baby, as a result of bottle refusal.

The majority of mothers in the current study believed ‘early introduction’ of a bottle was
key to bottle acceptance, with 60% reporting in hindsight they would have
given/considered giving a bottle earlier to prevent it. However, this belief contradicts
the study’s findings. Babies who eventually accepted a bottle were significantly older -
by four weeks - at first attempt to introduce a bottle, than babies who were refusing.
Furthermore, small numbers of mothers reported that their baby had refused at birth
and that their baby had initially accepted a bottle and then gone on to refuse. Eventual
bottle acceptance was also reported to have occurred with babies whose first
introduction was up to 56 weeks of age. This depicts the unpredictable nature of bottle
refusal as a scenario. It also indicates potential decisions being made by babies about
feeding preference at a very young age. This decision making is supported by studies
regarding the introduction of complementary foods, with infants making it clear to
parents what they will and will not accept, but which is not always consistent (Hittner
and Myles 2011; Shim et al. 2011; Caton et al. 2014; Nekitsing et al. 2016). The current
study found no association between ‘early’ introduction of a bottle and eventual
acceptance. However, a sample including breastfed babies that did not refuse a bottle

is needed to produce generalisable findings for this association.

4.10 Limitations of the study

This study is not without its limitations. Maternal recall was up to five years, which could
have affected mothers’ answers. Although an equation was developed to check for
accuracy in mothers’ responses to ‘time’ and ‘age-related’ data, it is clear due to the

cases that had to be excluded that recall was not always accurate. The nature of the
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online convenience sample would have led to non-response bias and participant self-
selection, limiting the application of the findings to the wider population. In addition,
the sample was underrepresented by mothers from ethnic minority groups, the mothers
most likely to breastfeed in the UK (McAndrew et al. 2012). Furthermore, a sample
including mothers whose breastfed baby accepted a bottle with no refusal would have
provided more generalisable findings. However, this was an exploratory study, focusing
on mothers’ experiences of bottle refusal, which contributed to a larger mixed methods
study where the emphasis was on qualitative data. Thus, the overall focus was on the
transferability of findings, rather than their generalisability. In addition, the sample size
of 841 mothers provided a valuable and unique overview of a large number of mothers’

experiences of bottle refusal by their breastfed baby.

Although some of the questions in the questionnaire were based on previous questions
from the IFS (McAndrew et al. 2012) and ONS categorisations (ONS 2011), the majority
of questions had not been validated previously, and were developed for this study alone.
This was in part due to the unknown nature of bottle refusal, and as discussed previously
due to the lack of consensus on how to report infant feeding data, particularly in relation
to numerical data. However, a number of measures were undertaken prior to release of
the questionnaire to confirm validity and reliability. These included the undertaking of
the focus group, feedback being sought from health professionals, and the piloting of
the questionnaire. This does not detract however, from a lack of validated questions

being a limitation of the design.

4.11 Conclusions

This study has illustrated the complexity of bottle refusal by breastfed babies. The
reasons why mothers’ wished to introduce a bottle to their breastfed baby are in
addition complex, and were influenced by psychological, physical and socio-cultural
factors. Mothers employed various methods to overcome bottle refusal, however bottle
acceptance did not always occur. Mothers did not always find support to be helpful, and
the impact of bottle refusal upon breastfeeding for over a quarter of mothers was a

negative one. It is evident that the mothers in this study believed ‘early’ introduction of
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a bottle would prevent bottle refusal, although the study findings challenge this belief.
The study provides the basis for a strong rationale for bottle refusal to be acknowledged
as an outcome of breastfeeding. It has provided a greater understanding of bottle
refusal, which can be used to begin to underpin advice and support for mothers who are
experiencing it. In addition, this study provides preliminary data which will be further
explored in stages two and three of this programme of research, to gain a more
complete understanding of mothers’ experiences of bottle refusal by their breastfed
baby. Recommendations for practice and suggestions for further research from this

study are discussed in chapter 8.

The following chapter will present study two, an exploration of mothers’ experiences of

bottle refusal by their breastfed baby using semi-structured interviews.
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Chapter 5 - An exploration of mothers’ experiences of bottle
refusal by their breastfed baby using semi-structured
interviews (study two)

5.1 Introduction

This chapter presents study two of the programme of research, an exploration of
mothers’ experiences of bottle refusal by their breastfed baby using semi-structured
interviews. The chapter discusses development of the interview schedule and the
recruitment strategy employed. In addition, it presents an overview of data analysis and
the themes that emerged. The study findings are presented, interwoven with
illustrations of the mother’s verbatim comments. The chapter concludes with a
discussion of both the interpretation of findings and limitations of the study. ‘Reflective
and reflexive stop offs’ taken from a reflective diary are dispersed throughout the
chapter and have been used to put thoughts and actions during this stage of the

research into ‘real time’ context.

5.2 Study aim and research questions

The aim of this study was to further understanding of mothers’ experiences of bottle
refusal by their breastfed baby and to expand upon the results of study one. This would
provide a more holistic and comprehensive picture of the mothers’ experiences.
Findings were triangulated with those of study three. It focused on answering the

research questions as detailed in chapter 1, section 1.3.

5.3 Interview schedule design and development

Semi-structured interviews were undertaken guided by an interview schedule (see
appendix L), which was developed from the results of study one, findings from the
literature review, the conceptual and theoretical frameworks, and the overall
programme of research aim and questions. In addition, fellow colleagues with an

interest in infant feeding were consulted, as were the PhD supervisory team.

156



The interview schedule contained ‘ice breakers’” which included obtaining consent,
discussing confidentiality, the practicalities of the interview, and asking where mothers
had seen the online questionnaire. The icebreakers were also included to establish
rapport, relax the interviewee (and interviewer) and to check that the equipment being
used was working. Questions were then ‘funnelled’ (Kvale and Brinkmann 2014), from
the broader context of the mothers’ breastfeeding experience to topic areas more

specific to bottle refusal.

Kvale and Brinkmann (2014) describe how when scripting the interview schedule,
guestions have thematic and dynamic dimensions. Thematic dimensions are related to
the ‘what’, i.e. the research topic, and its aim and objectives. In the case of the current
study, the questions developed expand upon previous questionnaire data and were
aligned to the research questions. Dynamic dimensions are related to the ‘how’, i.e.
fostering positive interaction between interviewer and interviewee whilst encouraging
the interviewee to talk about their experiences (Kvale and Brinkman 2014). In the case
of the current study, the questions developed were focused on the mother, so she could

tell her story about bottle refusal.

Main questions were open ended and had follow up questions to elicit more
information. In addition the use of ‘probes’ (for example, can you tell me more about
that?), were included to use if required. It was acknowledged that the follow up
guestions and probes would not be applicable to all participants however, and that they
were dependant on the participants’ previous answers. Importantly, although the
interview contained ‘set questions’ based on selected topic areas, it was used ‘flexibly’
rather than prescriptively and the sequencing of questions inevitably differed due to the
interview taking on a ‘participant—led’ approach (Roulston and Choi 2018, p.233).
Mothers’ discussions perceived to be ‘outside’ of the schedule’s questions were not
prevented, thwarted or dismissed, as the value of these discussions at this point was
unknown. In addition, they could make a valuable contribution to the understanding of

mothers’ experiences.
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As with most sequential designs the interview schedule was developed fully after the

questionnaire results had been analysed (lvankova 2006; Feilzer 2010).

5.4 Pilot study

To establish rigour a pilot study was undertaken with two mothers who were known to
the researcher. Both mothers met the inclusion criteria of the study. The interviews took
place face to face in the participants’ homes, were digitally recorded, and lasted 48 and
58 minutes respectively. The interviews were transcribed verbatim by the researcher
and exported into NVivoll. They were analysed using thematic analysis as described by
Braun and Clarke (2013). As a result of the pilot study, a small number of changes were
made to the interview schedule to merge questions which were felt to be repetitive.
The interviews were transcribed and analysed using Braun and Clarke’s thematic
analysis as described in chapter three. Thus, the pilot study not only refined the

interview schedule, it presented an opportunity to trial and develop data analysis.

5.5 Study participants and recruitment

Mothers who had completed the questionnaire and who expressed an interest in being
interviewed were asked to leave their contact details (phone/email) at the end of the
questionnaire. Three hundred and fifty four mothers left their contact details (see
reflective stop off). An excel spreadsheet was set up including contact details and a link
to the mothers’ online questionnaire. In order to recruit a sample of mothers who
displayed varying experiences of bottle refusal, the spreadsheet also contained the
mothers’ answers to the following variables: impact upon breastfeeding experience and
whether the baby had accepted a bottle or not, the rationale for which is discussed

under section 3.6.2.

Reflexive stop off

As with the numbers completing the questionnaire, the large number of mothers
expressing an interest to be interviewed came as a shock! From a positive perspective,
recruitment to interview was potentially complete. My concerns that | would find

recruitment difficult were eradicated. However, | now needed to develop a new
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recruitment strategy to enable me to choose from the 354. The high numbers also led
me to pursue other possibilities: could | undertake email interviews with a larger
number of mothers, possibly 50? After searching the literature | realised that to
undertake email interviews effectively, multiple contacts between researcher and
interviewee would be required. In addition, in-depth discussion could prove
problematic. Furthermore, the ease at which to stop responding to the researcher ‘mid
interview’ was often cited, so this method was eventually discounted. | also considered
undertaking a number of virtual focus groups and explored ‘google hangouts’ as a way
to bring mothers together to discuss bottle refusal. However, after refocusing on my
aim and objectives and recounting my reasons for discounting focus groups previously
(breastfeeding per se can be a very personal emotive subject and a focus group could
be a barrier to discussion), | reverted to interviews. | needed ‘quality’ rather than

‘quantity’ for this stage if | wanted to explore bottle refusal credibly.

As discussed in chapter 3, recruitment had been set at 30 interviews. Eight mothers were
selected weekly from the database over a period of seven weeks. This was in order to
give mothers a week to decide if they wanted to participate, and to allow mothers from
the previous week to respond. Mothers were selected who exhibited variations of the
key variables of impact and refusal/acceptance. They were contacted via email/text and
an electronic participant information sheet was sent (see appendix D). Mothers were
contacted again one week later to see if they wanted to be interviewed. For those who
consented, a date, time and choice of interview mode was agreed upon, either face to
face, telephone, SKYPE or FaceTime. A further email was sent to mothers who did not
respond initially, however no further contact was made if they did not respond to the

second email. Fifty four emails/texts were sent giving a recruitment rate of 56%.

Recruitment continued for approximately eight weeks until the target number of 30
completed interviews was reached (see table 15 for details of interview sample). The
digitally recorded interviews took place over seven weeks (April to June 2016), and
lasted between 42 -120 minutes. Most mothers opted for telephone interviews n=17,

followed by face to face in their own home n=6, SKYPE n=4, and FaceTime n=3.
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Table 15 Interview sample: semi-structured interviews

Id | Interview | Interview | Impact on Employment Accepted | Breastfeeding duration

mode length breastfeeding | status/ONS, bottle?
(mins) experience age, ethnicity

1 Face to 53 Positive 1-3, 30-34, white Yes Stopped at 9 months
face pilot

2 Face to 52 No impact 4-6, 30-34, white No Still feeding 4 months
face pilot

3 Face to 58 Negative Student, 25-29, No Still feeding 2 % years
face white

4 Phone 100 Positive 1-3, 30-34, white | Yes Stopped 13 months

5 Phone 44 No impact 1-3, 30-34, white No Still feeding 22 months

6 Phone 58 Positive LAF*, 35-39, No Still feeding 14 months

white
7 | FaceTime | 57 Negative SE**, 30-34, No Still feeding 6 months
white

8 FaceTime | 53 Other 1-3, 25-29, white | No Still feeding 6 months

9 | Phone 48 Negative LAF, 30-34, white | No Still feeding 6 months

10 | Faceto 64 Negative 1-3, 35-39, white | Yes Stopped at 15 months
face

11 | SKYPE 59 No impact LAF, 35-39, white | No Still feeding 10 months

12 | SKYPE 104 Negative 1-3, 30-34, mixed | No Still feeding 10 months

13 | Phone 101 Positive 1-3, 30-34, white No Still feeding 4 months

14 | Phone 58 No impact 1-3, 25-29, white | Yes Stopped 3 years

15 | Phone 52 No impact LAF, 30-34, white | Yes Stopped 7 months

16 | Phone 42 No impact 1-3, 35-39, white No Still feeding 10 months

17 | SKYPE 71 Negative 1-3, 30-34, white | yes Stopped 1 year

18 | Phone 52 partial | No impact 4-6, 30-34, white | yes Still feeding 4 months

19 | Phone 45 No impact 1-3, 30-34, white No Still feeding 6 %

months

20 | SKYPE 52 Negative 1-3, 35-39, white No Still feeding 11 months

21 | FaceTime | 45 No impact LAF, 30-34, white | No Still feeding 9 months

22 | Phone 64 Negative 3-6, 25-29, white | yes Still feeding 13 months

23 | Faceto 59 Negative 1-3, 30-34, white No Still feeding 4 months
face

24 | Phone 46 Negative 1-3, 30-34, white | yes Stopped 15 months

25 | Phone 52 Negative 1-3, 35-39, white No Still feeding 7 months

26 | Phone 50 Negative 1-3, 30-34, white No Still feeding 9 months

27 | Phone 45 Positive LAF, 30-34, white | No Still feeding 1 year

28 | Faceto 50 Positive 1-3, 30-34, white No Still feeding 7 %
face months

29 | Phone 48 No impact 1-3, 25-29, white | yes Stopped 11 months

30 | Phone 46 Negative 1-3, 30-34, white Yes Not known

31 | Faceto 42 Positive 1-3, 35-39, white No Still feeding 13 months
face

32 | Faceto 140 Positive 1-3, 40+, white No Still feeding 1 year
face

* Looking after family ** Self-employed
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Reflective stop off

A number of mothers wanted to be interviewed when their baby was in bed or having
its daytime nap. This added an element of ‘clock watching’ for some and for others
they would be ‘keeping an ear out’ in case their baby woke during the interview. In
addition, some interviews (all modes) were undertaken with babies present, which
presented additional distractions. Initially | was acutely aware of these potential issues
and questioned if they were impacting upon the quality of the interviews. However, |
soon had to accept that this was going to be the norm, this was the reality of
undertaking interviews with mothers of young babies. A further concern was the
‘reconciling’ of the data from the different interview modes, would one prove to be
better than another? Whilst listening and re-listening to the interviews afterwards this
was not something | noted. Furthermore, | began to recognise that by offering
different modes to the mothers it gave them an option to choose the one which they
felt most confident and comfortable with, thus potentially enhancing the interview

rather than being detrimental to it.

5.6 Data analysis

Twenty four interviews were transcribed verbatim by the researcher. The remaining six
were transcribed by a university approved professional transcriber in order to save time.
During transcribing it was found that one of the interviews had only been partially
recorded (Id 18) however, the interview data that had been recorded was still used. All
identifying data were removed from the transcriptions to ensure anonymity. The word

documents of the transcriptions were imported directly into NVivoll.

Data were analysed using Braun and Clarke’s six stage thematic analysis (Braun and
Clarke 2013) as discussed in chapter three, section 3.7.2. Five themes and twelve sub-

themes emerged from the interviews (see figure 23).
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Figure 23 Themes — study two

Mothers experiences of bottle refusal by their breastfed baby

Theme 1 Theme 2 Theme 3 Theme 4 Theme 5
Finding a Finding a Using bottles: The Why do they
breastfeeding-life solution It's a taboo consequences refuse?
balance subject
SEE—
. We tried Stress, guilt I?ottlle
It's all everything and rebusa or
down to me resentment reast
preference?
SE—
No one )
Giveme a | could help Feeling Babies are
break us trapped — individuals
—
SE—
It needs to it has it
| as its
" | Returning to —| be talked it ! Nipple
work about posttives confusion:
myth or
reality?

5.7 Findings

5.7.1 Study sample

Similar to study one, the majority of the study sample comprised of white mothers, who
were employed, working within ONS categories 1-3, and aged 30+ years. Two thirds of
the mothers interviewed reported that their baby was refusing a bottle, with the
remaining third reporting that their baby had eventually accepted. Thirteen mothers
reported that bottle refusal had had a negative impact on their breastfeeding
experience, ten mothers reported that bottle refusal had had no impact and seven

reported a positive impact. Length of time of breastfeeding ranged from four months to
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two and a half years. Twenty three mothers were still breastfeeding at the time of the
interview. The following section discusses the themes illustrating them with excerpts

from the interview transcriptions.

5.7.2 Theme 1: Finding a breastfeeding - life balance

The theme ‘Finding a breastfeeding - life balance’ represents the context surrounding
why mothers wanted their breastfed baby to feed from a bottle. For many mothers,
breastfeeding appeared to dominate their lives at the expense of everything else,
therefore their life balance was skewed. If their baby would accept a bottle this was seen
as an attempt to recalibrate the scales or at least have the option to do so. A number of
mothers saw being able to give their breastfed baby a bottle (of either EBM or formula)

as the ‘perfect compromise’. It was described in positive terms by most mothers:

...had | been able to introduce a bottle it would have made it easier | would have

had the best of both worlds. (Id 14).

I know its like having your cake and eating it, having your baby breastfeed and

then it will take a bottle when you need it to. (Id 16).

Three sub-themes emerged from the theme ‘Finding a breastfeeding - life balance’. ‘It’s

all down to me’, ‘Give us a break’ and ‘Returning to work’, which are discussed below.

It’s all down to me

‘It’s all down to me’ depicts the demands of breastfeeding and how bottle refusal was
viewed as intensifying these demands. Many mothers discussed the fact that feeding
was essentially ‘all down to me’ with no respite and that if their baby had taken a bottle
this would have given them some reprieve. The exclusivity of their role in feeding led
many mothers to explain how their experience with their baby became ‘all about the

feeding’:

I don't think | was prepared for how much my body, my actual physical presence

at all times would be central to childcare. (Id 12).
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...it was like feeding is the entire ball game. (Id 17).

The breastfeeding it just dominated everything in our family. (Id 4).

In line with this, some mothers indicated that other aspects of being a mother and a
woman were becoming lost due to the requirements of breastfeeding. They described
how breastfeeding should not be the only priority in a breastfeeding mother’s life, and
that by allowing it to ‘take over’, it could impact upon a mother’s psychological health

and well-being:

I mean of course we should be supportive of breastfeeding but there is also being
aware of a woman’s mental health and her identity and feeling of wellness in

herself ...(Id 17).

....cos as lovely as breastfeeding is, and it’s really rewarding, it’s not the only part
of being a mum and sometimes | think it can stop you enjoying the rest of being

a mum. (Id 3).

The physical demands of exclusive breastfeeding were frequently cited as a reason to
introduce a bottle. Sleep deprivation in particular was cited by mothers due to them not

having time off from breastfeeding:

He was feeding every half hour and | just thought 'yveah I'm going to die, | can't
do it, I need to have at least one hour's sleep at least when my husband gives him

a bottle'.....(Id 12).

There have been times when all I've wanted to do is go to sleep but you’ve got to

feed her cos she won’t take a bottle (laughs). (Id 6).

I mean it’s the sleep deprivation, you just want a night off don’t you? (Id 15).

Mothers were acutely aware that in many cases, they were the ‘sole provider of
nutrition’ to their baby and this incurred a great sense of responsibility. Many mothers

voiced concerns about ‘something happening to them’ (for example being too unwell to
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feed). The introduction of a bottle was seen as a safety net in this instance. For some

mothers the fear of not being able to feed was actualised:

I had a breast abscess and it was looking like | would have to have a general
anaesthetic and | didn’t want one until we were really sure he would feed other
than from my breast, so it became a very stressful situation you know, | was ill

and we needed to get him on a bottle. (Id 24).

It was evident that being hospitalised and experiencing bottle refusal by their breastfed
baby presented the mother and her family with an undeniably testing scenario. Mothers

reported this creating an amount of stress for both themselves and their families.

Give me a break

‘Give me a break’ captures the mothers’ wish to have time away from breastfeeding.
They saw the introduction of a bottle as a possible facilitation of this. The majority of
mothers wanted some time to socialise or at least have the option to do so, although
this was usually only temporary and infrequent. Routine events such as attending the
hairdressers were frequently cited as occasions mothers wanted their baby to feed from
a bottle, but which became increasingly difficult due to bottle refusal. A number of the
mothers resorted to using a hairdresser who attended their home, in an effort to

minimise the disruption breastfeeding their baby during an appointment would cause:

Things like just going for a haircut, you know, it was a mammoth task... and what

would | do as he would never take a bottle. (Id 5).

I was looking at it more as giving me the option if say | want to go out for the
afternoon or wanted to go out for the evening, it meant | could leave him and |
wasn’t worried that he’d be crying for milk or, you know, would be unable to

settle. (Id 27).

I wanted to go on the occasional date night with my husband, just to give us some

space together. (Id 29).
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Some mothers illustrated a perceived cultural norm of bottle feeding and that mothers
should be independent of their baby. Mothers described feeling pressured to introduce

a bottle due to this:

You think ‘this is all for what? Because you feel they SHOULD take one because

that’s what babies do or that they must take one. (Id 12).

| think its pressure by society that’s put on mums, it’s really sad that it thinks you

shouldn’t be with your baby all the time. (Id 7).

The majority of mothers stated that their overall experience of breastfeeding had been
an enjoyable one, and they showed a clear commitment to breastfeeding. Almost all
believed feeding to be a mother’s role, with partner involvement in feeding to give the
mother an occasional break, rather than facilitating bonding, or as a division of
parenting. Interestingly, one mother described the influence of formula companies on
the perception that others should be involved in the feeding process. This she believed
was a marketing tool to ensure mothers shared feeding and consequently used the

formula company products to do this:

Interviewer: And what are your thoughts about your partner or family being

involved in feeding?

Interviewee: | think it’s a bit of a misnomer and something the formula companies
say to get you to feed. I've definitely bought into that whole culture of ‘they just
want to sell you a product’ and they have built this idea of ‘this is how a baby
gets fed and that everyone should do it and it’s a family activity’ and it’s like ‘no
its doesn’t have to be, they can just be fed by their mother but nobody can make
any money out of that happening so you won’t see that around anywhere. (Id

12).

Returning to work
‘Returning to work’ was illustrated by many mothers as the catalyst to introduce a

bottle. Some mothers described having to postpone their return to work due to their
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baby potentially being without milk. However, for most mothers, postponing their
return to work was not an option, this was of particular reference to mothers who were

self-employed:

I had to go back to work when she was 4 months, I’'m self-employed so didn’t

have an option. (Id 6).

Our plan was for E to share parental leave and for me to return to work, but due
to the bottle refusal | ended up continuing my maternity leave whilst E had to

carry on working. (Id 31).

Although most of the mothers stated that their workplace would be able to facilitate the
expressing and storing of breastmilk, this was of little use due to their baby’s bottle
refusal. Mothers described well-meaning employers not understanding that bottle
refusal would negate any of the provisions put in place, which led to frustration at times.
The possibility of breastfeeding and working was viewed as impractical for many of the
mothers. None of them had access to a work-based nursery and so could not breastfeed

their baby during the day. Bottle feeding was regarded as the more realistic alternative:

I think that (breastfeeding) presumes that | will always, always, always be there.
That there will never be any other demand on my time and in a way it presumes
that women have to be stay at home mothers | think. There's an assumption that

you will be less interested in your work. (Id 9).

I will be going back (to work) at 12 months and | won’t be breastfeeding then,
hopefully she’ll be on the bottle by then (laughs). (Id 20).

5.7.3 Theme 2: Finding a solution

The theme ‘Finding a solution’ captures the mothers’ experiences of attempting to
manage bottle refusal and the help and support they sought. Mothers cited an overall
lack of recognition of bottle refusal, exacerbated by the dearth of evidence surrounding
the scenario. Three sub-themes emerged, ‘Finding a solution’, ‘We tried everything’ and

‘No one could help us’.
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We tried everything...

It was clear that the majority of mothers employed many methods — wholly anecdotal -
to try to facilitate bottle acceptance. Mothers described going to great lengths, and
employing multiple methods, often including others in their pursuit. Methods reported
using EBM in a bottle, formula in a bottle, using others to feed their baby, feeding in
different environments, different positions, and heating and cooling the milk. Some
mothers reported going ‘cold turkey’. In addition, some mothers resorted to more
unusual techniques. One mothers encouraged her husband to wear her clothes,

another, on advice, wore a fur coat:

Somebody at one point told me to try wearing a fur coat, so | did, but that didn’t
work. (Id 26).

We did all sorts, A took his top off, A wore one of my tops, A cuddled him, put him
in the chair, everything, everything we could think of and just...nothing worked.

(Id 10).

We tried everything, heating the teat up, putting the teat under my arm, leaving

him in a different room, just everything and he wasn’t having any of it. (Id 16).

In the end I had to go cold turkey. (Id 17).

In addition, many mothers tried to feed their baby using a cup, the recommended
alternative to a bottle. ‘Cup refusal’ was also experienced by some mothers alongside
bottle refusal, with some babies only accepting water in a cup not EBM or formula. Only
a small number of mothers transitioned straight from breast to cup with the rest not

seeing it as a viable alternative:

I tried him with a doidy cup and he was ok with it, but you know it wasn’t able to
give 19 fluid ounces or whatever you are supposed to give (laughs) | could only
just get about 2 ounces down him (laughs) and | thought; ‘this is not going to

work for us’. (Id 15).
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A cup doesn’t give them the comfort, | think a baby needs to suck for comfort and

a lot longer than the 6 months they say you should let them. (Id 3).

Few other alternatives to a bottle or cup were discussed or attempted by the mothers.

Most mothers tried a number of different bottles and teats with some describing feeling
‘desperate’ to find a bottle that would work. Many mothers experienced frustration at
the expense of the bottles and teats, which were not interchangeable between bottle
brands. One group of breastfeeding mothers had formed a ‘bottle lending library’ where
other breastfeeding mothers could borrow different brands of bottles and teats without

incurring cost.

It was evident that for those mothers whose baby did eventually accept a bottle it was
a time consuming affair, with one mother describing how it took her a year before her
baby eventually accepted. Some mothers believed the bottle brand had been
instrumental, however the majority did not. Some mothers could not pin point the

eventual reason for acceptance:

| spent 6 weeks getting her onto the breast and the best part of a year getting
her offit. (Id 17).

He suddenly just took it, | did nothing different ... to this day I still don’t know
why. (Id 24).

No one could help us

‘No one could help us’ captures descriptions of advice and support mothers sought
whilst trying to manage their baby’s bottle refusal. Although the majority of mothers
described having sought some form of support and advice, they found it lacking and at

times unhelpful:

She (health visitor) was like ‘have you really tried?’ and | was like ‘yes | have really
really tried’ ‘have you tried different bottles?’ ‘yes | have’ ‘have you done it every
day?’ ‘yes | have’ it’s like she thought | had not gone to any real effort about it.
(Id 23).
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....people say ‘well if they are hungry enough they will take it’ but as my mum
found out no they won’t, if they do not want it they will not take it, even if they

are hungry they will not take it. (Id 19).

Mothers referred to a number of sources for help and advice including health visitors,
midwives, family and friends, breastfeeding support groups and the internet. Advice was
anecdotal and very often based on ‘hearsay’. Having been unable to facilitate bottle
acceptance themselves, some mothers described employing willing family members and

friends to help out, often with an unsuccessful outcome:

...my mum ...she tried and tried and tried, she was determined he was going to

feed from her but he didn’t. (Id 2).

I had friends who kept saying ‘you really need to sort this out’ and | used to say
to them when they came round ‘well you try’ and ‘you try’ and ‘you try’ and it
almost became a competition to who could get the baby to take a bottle — he

never did! (Id 14).

The majority of mothers consulted online sources such as parenting forums,
breastfeeding Facebook groups and YouTube, not only for advice on methods used by
other mothers, but also for reassurance that others were experiencing it. Most of the
mothers recognised that there was no easy solution. A number of mothers cited health
professionals as having few ideas, leading to many of them being left to manage bottle

refusal on their own:

...it got to the point that it was the same stuff that was coming out and it was like
she (health visitor) had run out of tape and still the answers hadn’t helped me,

but that was clearly all she had as she just kept coming out with the same points.

(Id 20).

...she (health Visitor) came round but she would just listen and let me come up
with solutions (laughs) and | said to her ‘I will just have to get on with it won’t I?’

(Id 10).
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One mother described how helping mothers to ‘accommodate’ bottle refusal would be
the most useful type of advice given. This could be done by health professionals
suggesting how mothers could continue to breastfeed, and carry on with their busy

everyday lives:

...you can find a way to make everything work like haircuts to dentist
appointments to nights out or whatever. There is always a way to do it, you just
have to be a bit more creative. That’s probably the best advice midwives could
give | would say ... think of the things you’ve got to do and think of a way you can

do it and feed. (Id 12).

Many mothers discussed the issue of bottle refusal not being taken seriously, that it was

not recognised as an issue and that it was ‘no one’s priority’:

...they (NCT) went through a list of problems and bottle refusal wasn’t one of
them, because they wouldn’t consider bottle refusal to be a problem in their

world. (Id 12).

I could literally see she (health visitor) was thinking I’'ve got to be somewhere
and here | am being held back by a ‘bottle feeding breast feeding’ question. It’s
the least of their worries and to be honest they will be thinking ‘it’s just a really
little thing, why bother a health professional over that — just get on with it and

sort it out yourself’. (Id 4).

| felt like | didn’t have a voice in complaining cos | had the home birth | wanted

and | was able to breastfeed my baby so who was | to complain basically. (Id 10).

One mother discussed being referred to hospital as an emergency by her midwife and
her husband being left with two young children and her baby who would not accept a

bottle. Yet there was no discussion as to who would be feeding her baby in her absence:

....he (husband) ended up having to ask one of the assistants who worked at

Tesco’s what he should do. (Id 21).
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It needs to be talked about

‘It needs to be talked about’ captures mothers dialogues surrounding the perceived
‘withholding’ of information concerning bottle refusal and the need for the subject to
be discussed openly. There was an emphasis on breastfeeding as the feeding method of
choice, and a number of the mothers felt pressured by this. None of the mothers could
recall the subject of bottle refusal having been introduced or discussed with them by
health professionals or breastfeeding support groups, unless they had introduced it
themselves. Some mothers rationalised this as being due to the potential negative
outcome it could have on breastfeeding uptake, as mothers may choose to bottle feed

instead:

When we were trying to get my first one on a bottle we said to each other ‘no
one ever tells you how difficult this bit is’ ... they don’t want to put you off
breastfeeding | think. (Id 15).

(Interviewer) Why do you think no one tells you?

(Interviewee) | think it might stop people breastfeeding and | think that’s why
they don’t tell you. (Id 23).

| could see why they don’t because they don’t want to put people off, do
they? ...So, | can see why being told, ‘oh you might get trapped into it’ they’re
kind of like, ‘oh, no, this isn’t for me then, better get them on the bottle now’. So,

| know why they don’t. (Id 28).

All of the mothers believed bottle refusal should be acknowledged and discussed openly

by those facilitating and supporting breastfeeding:

...certainly to say this might happen, just to give mothers an informed choice

really, because without that it isn’t an informed choice. (Id 23).

Not being told about it means you are making a choice without all the

information. (Id 22).
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So then if there is some good evidence or advice to say ‘yeah some babies don’t
take a bottle straight away, and here is some stuff you can do about that, and
also don’t try all of these other things, and it’s a really natural response, and
obviously they will like that cos it’s nice to be cuddled and breastfed if that’s what
they are used to’, and as | think with all of these things, | think it’s framing it

within that baby and that is much more useful. (Id 24).

5.7.4 Theme 3: Using bottles: it’s a taboo subject

The theme ‘Using bottles — it’s a taboo subject’ captures the negativity a number of
mothers experienced surrounding the subject of feeding their breastfed baby by a
bottle. Disapproval from health professionals was described, which in some cases left
mothers reluctant to seek help. Mothers also referred to feeling judged when they
wanted to introduce a bottle. They alluded to a perceived stigma attached to bottle

feeding, even when they used EBM with their bottles.

Most mothers described support surrounding infant feeding being focused on
breastfeeding, with very little mention of bottle feeding. No mothers had had any
discussion of the possibility of breast and bottle feeding and few were told about cup
feeding. Using a bottle appeared to be a ‘taboo subject’ when it came to infant feeding

discussions:

Some of the Facebook groups say things like ‘we can’t advise on bottle feeding’
‘we can’t promote formula feeding’ and I’m thinking well you are trying to accept

someone’s breastfeeding journey by supporting it. (Id 8).

X (a local breastfeeding support group) was so fundamentalist and | don’t find
that helpful. It was like pro-life, rather... it felt like they were slightly
brainwashed ...some of my friends found them helpful. | found them quite

irritating. (Id 32).

There was also a certain amount of disapproval from health professionals concerning

the use of bottles, often with no discussion as to why:
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...S0 as soon as she (midwife) mentioned the bottle as being ‘off the record’ |

immediately associated it with doing something wrong. (Id 13).

I did mention it to one of the midwives and she was like ‘oh no no no no’ so |

didn’t ask them again after that. (Id 11).

| was just given the flatline 'we don't recommend it before six weeks' she wasn't
coercive she said 'do what you want but we don't recommend it before six weeks.'

I kind of shut down after that.... (Id 12).

The perceived negativity surrounding using bottles made some mothers feel
apprehensive about asking for support when trying to introduce one. In some cases this
led to them not asking for support at all. In addition, mothers’ individual circumstances
and reasons for wanting to introduce a bottle to their breastfed baby were not always

recognised:

In reality there are people who are self-employed, they have other commitments
that they have to do and they have to leave the baby and it’s great that those
people want to give their baby breastmilk, but they can’t necessarily do it all the
time. So for those people it’s very real isn’t it, it’s a real situation that they need
to give a bottle. It’s a bit ‘dictatorship’ to be saying we shouldn’t be giving a

bottle. (Id 7).

One mother also alluded to there being different ‘rules’ for breastfeeding and bottle
feeding mothers, with there being an expectation that breastfeeding mothers should

not be apart from their baby:

I was lucky that | had the breastfeeding support number, and | was really nervous
and worried about ringing them and get the whole ‘what do you mean you want
to give your baby a bottle, why would you want to do that?’ ‘Well because | want
to go out’ ‘well why you would want to do that?’ and the whole thing of being to
be made to feel like a bad mother for wanting to do that, whereas everyone else

does it and no one bats an eyelid. (Id 6).
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Some mothers made reference to feeling ‘judged’ for wanting to introduce a bottle to

their baby and/or wanting to give up breastfeeding:

Well | went to X (local breastfeeding group) when my first was two, to have them
(breastfeeding support group staff) saying ‘the best thing for you to do is to wait
until your child self-weans’. I’'m more of the opinion that the breastfeeding
journey should go on as long as it’s good for the baby AND the mum. It was very
much along the lines of ‘you are damaging your child’ and that whole judgement
of the way they look at you as if to say ‘you could be doing so much better’ | mean

| breastfed him for two years! (Id 9).

| felt | was given the cold shoulder by the other mothers in the group because |
had moved her onto a bottle and it was a shame... it was like | couldn’t attend

that group anymore as | wasn’t breastfeeding. (Id 15).

Other mothers referred to the perceived stigma they felt when attempting to bottle feed

in public:

Like when | was in X’s (department store) café and | took out a bottle of EBM |
was embarrassed trying to feed with that. | felt like | was being judged using it, |
mean it was breastmilk in the bottle and | was just trying to get rid of the supply

but | did feel embarrassed that | had this bottle in my hand. (Id 3).

I mean if you do manage to give them a bottle with expressed breast milk you

sort of want to say ‘its expressed breast milk’. (Id 24).

5.7.5 Theme 4: The consequences

The theme ‘The consequences’ captures mothers’ discussions on the impact bottle
refusal had upon them and their families. The impact was described in physical,
psychological and social terms, covering many aspects of their lives as well as their
breastfeeding experience itself. Three sub-themes illustrated how mothers felt during

the scenario, ‘Stress, guilt and resentment’ ‘Feeling trapped’ and ‘It has its positives’.
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Stress, guilt and resentment

‘Stress’ was cited by the majority of mothers in relation to bottle refusal. Stress was
experienced by mothers when they were ill and did not feel they could physically feed
their baby, or when they had a special event they wanted to attend without their baby.
Stress was often described when mothers faced separation from their baby which was
not optional, such as their imminent return to work. In line with this, some mothers

described the stress of their baby going ‘nil by mouth’ whilst they were at work:

...knowing that he wouldn’t take a bottle | found that really stressful. | knew | was
leaving him and he wouldn’t take a bottle or a dummy so how was he going to
get comfort? It worries me that the thing they get comfort from most isn’t

available and that makes me worried. (Id 7).

I've never been so stressed in my life when | was going back to work and the

bottle thing wasn’t happening. (Id 22).

| was working full time and it was becoming a problem because he was feeding
literally all night because he hadn’t drank all day. We were at the end of our
tether as to where we were going to go cos he wouldn’t even drink from a sippy
cup and he wouldn’t drink anything else. He was refusing EBM as well, he just

wouldn’t take it. (Id 5).

I went back to work just before she was six months...I was really stressed because
she wasn’t going to be weaned either...so she wasn’t eating. She wouldn’t drink

water out of a cup either at that time and wasn’t drinking any milk. (Id 31).

Stress was not just exclusive to the mother. Many described their partner and/or family
members experiencing stress because of bottle refusal. This was described in relation to
them being left to look after the baby with no way of feeding it, or when they were

employed to try to introduce the bottle:

...Iif I had to leave him at my mums I’d leave her with a bottle just in case, cos my

mum would stress and panic like ‘you’ve left me with nothing, no food’. So even
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though | knew he wouldn’t take it, for her piece of mind I’d leave one..... and then

she didn’t want to mind him and now no one is willing to really mind him. (Id 3).

So after about ten minutes of screaming he’d (partner) be like ‘I’'ve had enough
of this’ (trying to give a bottle) and give her back kind of thing. He just got so
stressed by it... (Id 2).

A number of mothers reported feeling guilty for trying to give their baby a bottle, which

it obviously did not want:

| felt quite tied and | felt bad for that cos | thought if she doesn’t want it maybe |
shouldn’t want to go out, maybe | shouldn’t want to leave my baby, | felt really

guilty. (Id 16).

| feel guilty for trying to make her take a bottle when she doesn’t want one, and

for my own purposes if that makes any sense. (Id 6).

The feelings of guilt were on occasion compounded by comments from those around
the mothers. Mothers were ‘blamed’ for their baby’s bottle refusal due to introducing a
bottle too late, or by indulging their baby with breastfeeding which had led it to feed for

comfort:

| remember my mother-in-law saying ‘well if you had tried sooner you wouldn’t
be having all of these problems’ and ‘you’ve made a rod for your own back’. (Id

4).

...that’s what annoys me — people who imply I’'ve created that situation ‘you’ve
made that baby like that cos you just comfort it with your boob all the time’ and
I’'m like ‘no I don’t if the baby is hungry I'll feed the baby, fed on demand, that’s
how it works’. (Id 13).

Some mothers referred to themselves as ‘failing’ to get their baby to accept a bottle and

blamed themselves for this:
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| felt like I’d failed...you know you look around and see all these babies bottle

feeding and | couldn’t get him to do it. (Id 4).

Yes, and then | kind of questioned whether it was my fault.... and there was

definitely a sense of failure. (Id 27).

It was my fault really, | should have persevered (with the bottle) but | just got
lazy. (Id 14).

Some mothers also candidly described feeling resentful, both of their baby for refusing
a bottle and of breastfeeding itself. Resentment of partners was also cited by some
mothers due to them not being able to help. A small number of mothers reported feeling
they were breastfeeding because they had to (due to their baby refusing a bottle) and

not through choice:

....when I’m out and about and | see other mothers who are (breast) feeding I’'ve
started to wonder if they are feeding because they want to or because they have

to - like me. (Id 23).

Although for some mothers bottle refusal led to breastfeeding duration being extended,
this was not always seen in positive terms. Mothers described ‘having to’ feed their baby
long term, with no respite due to bottle refusal. One mother described her resentment
at feeding her baby for two years who never accepted a bottle. Another mother saw
herself as a ‘vending machine’ having breastfed for longer than she anticipated due to

bottle refusal:

...but my second who refused the bottle — he never ever took a bottle... | found
that emotionally very very difficult and | was very resentful of breastfeeding by

the time | managed to get him off the boob at two years. (Id 9).

Cos of the refusal I've done it (breastfeeding) way longer than | thought |
would...but | can't imagine say five years of my life in which | have to continue to

be a vending machine essentially. (Id 12).
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Feeling trapped

Many mothers used negative terminology such as feeling ‘restricted’, ‘tied’ or ‘trapped’
which they attributed to their baby not accepting a bottle. ‘Feeling trapped’ captures
these feelings. Some mothers described their baby feeding frequently even as they

became older:

He’s quite a hungry baby and never went more than an hour and a half right up
to seven months so | felt if | wanted to go to the gym | had to go there and back

straight away .....I really did feel trapped, really trapped. (Id 9).

...we used to probably, you know, have quite a nice life and then suddenly you
find that actually you almost can’t go anywhere because in fact you can’t even

leave him with somebody with a bottle with expressed breastmilk. (Id 26).

The restrictions extended beyond the mothers’ social lives. Mothers described how it
affected their work, with one mother not applying for a promotion due to being too
tired and knowing she would have to take her baby to interview with her. Another
mother described having to postpone her return to work due to her baby’s bottle
refusal. A further mother described how staying in touch days would be difficult to not

being able to leave her baby:

...like there is a promotion at work this week but I’'ve not applied because | just
don’t feel like | can because | don’t get a rest, like my husband can’t help me and
| wouldn’t be able to attend the interview without having him (baby) with me

anyway. (Id 23).

I need to attend some staying in touch days at work but | can’t see me being able

to do that. (Id 13).

Another mother illustrated how it affected her other children. She described how
activities such as attending the pictures or swimming pool with her other two children
were prevented, as she would have to take her baby with her. In the case of the cinema
this wasn’t practical, in the case of the pool this wasn’t allowed, due to her having to

supervise too many young children:
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It’s also limiting me taking the other two to places cos he has to come all the time,
so | can’t take them to the pictures...If he would have had a bottle | could have
left him with grandparents like the other two. And my other little boy he loves
swimming and | used to take him loads but when J came along | couldn’t do that

cos | would have to take both of them and the pool won’t allow that. (Id 3).

One mother candidly described the ‘burden’ breastfeeding placed upon her, one which

could not be alleviated due to bottle refusal:

...this sounds awful but it’s like carrying a big ball and chain around with you. (Id

15).

Another described a ‘long term’ picture of the impact her baby’s bottle refusal would
have upon her:

...when it became apparent that it was never going to happen I sort of felt a little
bit weary, demoralised ...there was going to be no bottles of wine and no meals
out and nothing for goodness knows how long and | would still have to feed you

know, even if | was ill or tired or whatever. (Id 26).

Some mothers gave examples of particular places they did not feel comfortable
breastfeeding in. These included breastfeeding in church and breastfeeding in shops. In
both scenarios, mothers cited their baby accepting a bottle as the solution. One mother
described feeding her baby in her car during a hospital appointment, as she did not want
to feed in the hospital waiting room. In addition, mothers expressed their dislike of
breastfeeding in public in general. This in turn led to them spending extended time at

home or restricting their time in public:

...people would say to me ‘you need to get out’ but in fact it was way more
stressful for me to go out and attempt to breastfeed in public than stay at home.

(Id 22).

| think there was the additional issue, and always has been for me, of

breastfeeding in public and especially with babies who perhaps needed feeding
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quite often... because of the issue it was quite difficult to plan a life round not

having to feed in public, does that make sense? (Id 26).

It can have its positives
‘It can have its positives’ emerged from the impact of bottle refusal which was
constructed positively by some mothers. This included extended breastfeeding,

increased bonding and restrictions on those who would be able to feed their baby:

Yeah —when | look back I’'m really quite proud of myself and him and what we’ve
managed to do, and in some ways I’'m glad he didn’t have a bottle as he’s never
ever had any formula and we’ve done it all by ourselves right to the very end, and

I’m proud of that. So in a way it was a positive thing. (Id 5).

They also referred to bottle refusal positively in terms of the baby preferring them

instead of a bottle which could boost their confidence and self-esteem:

| like it that they only wanted me, it was a good thing. (Id 6).

It always made me feel kind of proud as he knew exactly what he wanted and I'd

think he had chosen me over the bottle. (Id 4).

The fact that their baby would only feed from them was also seen as a protective
mechanism, a strategy some mothers could use to prevent their baby from being fed by

others or passed around to feed:

...also and this sounds a bit controlling — but | wanted that control over who was
feeding my baby as well, in a way I quite liked the fact that it was only me who

could do it. (Id 16).

...there is so much pressure from others to feed your baby, | felt quite pressured
that people wanted to take him off me at times and this was something | was
trying to avoid, so bottle refusal was a blessing as well as it being a problem — |

mean you can’t have it both ways can you? (Id 15).
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Some mothers saw exclusive breastfeeding and bottle refusal as facilitating a closer
bond with their baby. In addition, some mothers reflected pragmatically upon their

experience of bottle refusal and were able to look back at it in a less negative light:

| think when they are getting up four or five times a night you pray to god they
will take a bottle. That’s when you are in the midst of it and you think ‘just take
the bottle’ and | think once you are through that, once they are sleeping a bit
better, once your routine has settled down a bit and it’s not as intense, then |

think well it doesn’t matter as much. (Id 11).

5.7.6 Theme 5: Why do they refuse?

The theme ‘Why do they refuse?’ captures mothers’ thoughts on why their baby refuses
a bottle. Three sub-themes illustrate mothers’ explanations for their baby’s refusal,
‘Bottle refusal or breast preference?’, ‘Babies are individuals’ and ‘Nipple confusion:

myth or reality’.

Bottle refusal or breast preference?

A number of mothers saw the physical nature of bottle feeding as being the reason why
their baby refused. The shape and texture of the bottle and teat was described by a
number of mothers as being a cause for refusal, with the cold, hard, plastic teat being
compared unfavourably to the breast. In addition, some mothers believed feeding from

a bottle was not a natural concept to their baby and due to this refusal ensued:

I think he just didn’t like the feel or sensation of a teat in his mouth, | think it felt

completely alien to him. (Id 4).

| just think it’s this alien concept that there is this thing in her mouth that’s not a

nipple. (Id 8).

Many mothers cited the different sucking mechanism of bottle feeding being a skill their

baby just did not understand and thus could not master:

He just doesn’t know what to do at all he just can’t make it function and he just
doesn’t understand. (Id 23).
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...she doesn’t understand, she just finds it fascinating and she chews the end and
thinks ‘oh that looks very interesting but what is it?’ so she doesn’t sort of

understand... (Id 25).

Interestingly, several mothers also reported that their baby refused a dummy, and again
attributed this to the physical sensation of it being in their baby’s mouth and the
different sucking mechanism. Many mothers made a link between bottle and dummy

refusal, often using the phrase ‘he/she refused a dummy as well’.

Conversely, many mothers saw the prime reason for refusal being due to their baby’s
desire and continued attachment to breastfeeding and ultimately to themselves.
Breastfeeding was a ‘comfort’ to their baby, a ‘quick fix” if their baby was upset or tired.
It pacified their baby and appeared to be the ‘answer to everything’. In effect, these

mothers were giving examples of the non-nutritional properties of breastfeeding:

It was just, kind of...it is amazing. It is fantastic how breastfeeding just seemed to

sort every problem out. (Id 29).

Well you see Y ....he didn’t have an attachment with anything, he never had a
dummy, he never had a blanket, he never had a particular toy that he was
interested in, so | think | was his comfort, | was providing everything he needed,

he didn’t need anything externally. (Id 5).

In addition, some mothers described breastfeeding being inextricably linked with their
baby needing their physical presence rather than the need for milk. Again, this was

indicative of breastfeeding providing benefits that were not linked to nutrition:

I pick him up its almost an instant calming effect and it’s a very symbiotic
relationship....it’s not even that they are hungry it’s that they have got to the
point that they need to reconnect with the mum. Sometimes he will be crying and
I'll think ‘oh he must be really hungry’ and he’ll have the tiniest little feed and
then he’ll be happy again and you think ‘oh he just wanted that little bit of

comfort and reassurance’. (Id 9).
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These aspects of breastfeeding were not seen as being available with bottle feeding,

with some mothers defining bottle feeding in terms of providing nutrition only:

Interviewee: | think in an ideal world to look on it as a combination of both, so
your partner could feed it - but then | think you are just looking at it purely from
a feeding perspective just to get food into them and that’s not what

breastfeeding is all about. (Id11).

Interviewer: What is it about?

Interviewee: It’s the bonding, it’s the benefit to the baby, if we were only
interested in nourishment then there would be no bottle refusal would there? (Id

11).

Babies are individuals

During the interviews, the mothers often referred to their baby’s personality or
individual behaviour when describing bottle refusal. Many mothers described their
babies as ‘knowing what they want ‘ in relation to the breast versus the bottle. In
addition, they often attributed strong characteristics to their baby’s personality and

linked this to their refusal to accept a bottle:

He’s stubborn as anything, he knows his own mind. (Id 22).

Mothers gave various examples of their baby’s sometimes inexplicable or unpredictable
behaviour. Some babies initially accepted then refused a bottle, they refused a cup,
would refuse milk in a cup but not water, or went ‘nil by mouth’. For some babies who
did accept a bottle, it was only from a certain bottle brand or only from a certain

individual. Other babies would only accept formula and not EBM.

The differences described between baby’s behaviours were also reiterated in their
reactions to a bottle. Some babies would smile, or look ‘quizzically’ at the bottle, others
would cry, scream or turn away. Some babies would not let the teat near their mouth,
others would chew it or attempt to play with the bottle. One mother described the

different reactions of her two babies that refused a bottle:
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S used to just sit with it in her mouth refusing even to try and suck the milk, and
would be screaming. Whereas T will suck it and then ...well actually she just spat

it out in a fountain last night right across the room. (Id 3).

Some mothers described their concerns that there was something ‘wrong’ with their
baby due to it refusing a bottle. Others however attributed it to their baby ‘only doing

what was natural to them’, which gave greater credence to babies as an individual:

| think we don’t allow people enough to acknowledge the differences between

babies. (Id 24).

Nipple confusion myth or reality?

‘Nipple confusion myth or reality’ captures mothers’ feelings surrounding the subject of
‘nipple confusion’ and its relationship to bottle refusal. Many mothers believed that the
advice from health professionals/breastfeeding support personnel to delay the
introduction of a bottle due to the possibility of nipple confusion was a contributing
factor in their baby’s bottle refusal. Mothers often discussed their delay to introduce a
bottle being based on ‘doing as | was told’. They also described being ‘scared’ even
‘terrified’ of introducing a bottle to their baby too early, as it could lead to nipple

confusion:

....the big thing that’s drilled into you is nipple confusion and it’s like a big massive
fear — but then no one tells you on the other side that there is bottle refusal. (Id

8).

The majority of mothers queried the evidence supporting nipple confusion. They had
rarely ever seen a baby preferring a bottle to the breast. Some mothers were critical of

information that was not fully evidenced:

| kept being told about nipple confusion will happen if you give the bottle too
early ....but | have seen no evidence of that in my circle. The only evidence that

I've seen is that they won't take the bottle... It feels almost like a conspiracy to
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force people to breastfeed because you kind of get stuck having to do it because

you've got no alternative. (Id 12).

| think there is a lot of pressure due to nipple confusion and I’m not convinced

having breastfed five children that’s it’s a problem that people say it is. (Id 14).

I think it’s nonsense (laughs) its confused the other way. (Id 22).

Most mothers referred to other mothers who had not waited to introduce a bottle and

who were breast and bottle feeding successfully:

All my friends who introduced a bottle earlier, none of them had any issues with

going between nipple and bottle. (Id 29).

I really wish I’d done it sooner, a lot of the mums I’'ve spoken to who have

successfully managed to breast and bottle feed all did it early on. (Id 5).

Due to their belief that delaying giving a bottle had contributed to their baby’s bottle
refusal, many mothers discussed not waiting to give a bottle with their next baby, or

giving advice to others not to:

| was conscious of the whole six weeks to wait thing, which | know is probably
rubbish. | told my friends it was rubbish anyway afterwards. | was like, ‘get them

on the bottle early’. (Id 28)

...in the middle of the night I’'m thinking ‘this is a myth’ (laughs). | don’t know
anyone who has struggled with it. I’'m sure there are some people but | don’t
know anybody. The only people | know are the opposite who have been terrified
by this nipple confusion therefore waited so long and then have got to the stage
that I’'m in with the baby won’t take a bottle. And we’ve all said the same things
in our desperation that we would all probably have started a bottle from a couple

of weeks old and just given them one a night. (Id 8).
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Interestingly only a very small number of mothers discussed that introducing a bottle
too early could disrupt their milk supply, the majority linking it to causing nipple

confusion only.

5.8 Discussion

This study was undertaken to increase knowledge of mothers’ experiences of bottle
refusal by their breastfed baby, building upon the results of study one. It aimed to
provide a more complete picture of mothers’ experiences, and to gain a wider and more
in-depth understanding of them. It is the first of its kind to be undertaken with UK
mothers, and with such large numbers qualitatively. As such, it has not only made a
unique contribution to knowledge within the UK context, it has provided a

contemporary understanding of mothers’ experiences.

Five themes emerged from the interviews. Mothers wanted to introduce a bottle to their
breastfed baby in order to ‘find a breastfeeding-life balance’. This theme illustrates the
challenges mothers face in their everyday lives, which can be exacerbated by bottle
refusal. The theme ‘finding a solution’, depicts how mothers attempt to manage bottle
refusal. They describe using numerous methods, however, they are not always met with
success. The theme ‘Using bottles: it’'s a taboo subject’, represents mothers’
descriptions of being met with disapproval and feeling judged in relation to wanting to
introduce a bottle to their breastfed baby. The theme ‘The consequences’ describes the
impact of bottle refusal, which is mainly a negative one for mothers, although some
mothers describe how it can have its positives. The final theme ‘Why do they refuse’,
discusses mothers’ thoughts on why their baby refuses to bottle feed. These include the
physical differences in breast and bottle feeding, babies preferring to breast rather than
bottle feed, a baby’s personality having an effect, and the delaying of the introduction

of a bottle due to nipple confusion.

The current study illustrated tensions between the demands of breastfeeding and the
mothers’ everyday lives. The introduction of a bottle was an attempt to bridge the
demands and find a ‘breastfeeding-life balance’. Breast with optional bottle feeding was
idealised by some mothers as the perfect feeding scenario. Conversely, breastfeeding
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was seen as unpredictable and demanding, consistent with mothers’ experiences in
earlier studies (Balsamo et al. 1992; Carter 1995; Dykes 2005; Lavender et al. 2006;
Williams et al. 2013a). In effect, mothers’ experiences of breastfeeding in the current
study challenge feminist perspectives of breastfeeding, where it is described as

‘empowering’ for women, due to it being gender specific (Van Esterik 1994).

The mothers in the current study defined the demands of breastfeeding not just from
the bio-medical perspective of physically providing nutrition for their baby, but also in
psychological, socio-cultural, and economic terms. It impacted upon their identity, their
ability to socialise, and had the potential to affect their career. It was clear the mothers
displayed a commitment to breastfeeding, however they also voiced their own needs
and responsibilities as being important within their breastfeeding experience. This is a
picture described in previous studies (Carter 1995, Hauk and Irurita 2003, Crossley 2009,
Burns et al. 2010), and one that begins to provide a greater understanding of findings

from study one, concerning the context of bottle introduction.

Although the current study findings showed that many mothers viewed breastfeeding
being ‘all down to me’ in a negative way, the majority of mothers also believed that
feeding was a mother’s unique role. According to the mothers in the current study,
partner and family inclusion in feeding was viewed as a means of facilitating a temporary
break not as a way to increase bonding, which somewhat challenges previous findings
(Stewart- Knox et al. 2003, Johnson et al. 2009, Hoddinott et al. 2012, Leeming et al.
2013, Crossland et al. 2016). In addition, this view differs from findings from a study by
Thomson et al. (2015), where some mothers described themselves as being ‘mean’ or
‘selfish’ (p.41), due to their choice of feeding method (breastfeeding), that only they

could assume.

The current study found mothers wanted to introduce a bottle in order to have a break
from breastfeeding, a finding reported in study one. This finding is comparable with
previous UK studies where mothers expressed breastmilk to be given by someone else
in order to have a break (Johnson et al. 2013, Ryan et al. 2013) and to allow some

freedom from breastfeeding (Mclnnes et al 2015; Crossland et al. 2016). From a socio-
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cultural perspective, the changing roles of breastfeeding mothers in Western society
have led them to value their independence and their sense of identity outside of being
a mother (MacKean and Spragin N.D). Thus being able to have a break from
breastfeeding and their baby was considered an expectation or the norm. How this norm
has been defined however, is seen by some as a cultural expectation that mothers may
feel pressured to conform to (Maher 1995, Dykes 2005). This is illustrated by Brown
(2015), who describes how , “...in the West new mothers are often expected to revert to

their former lives within days of the birth’ (p.58).

It was evident from the current study findings that breastfeeding did not always fit well
with the lives of many of the mothers. The majority of mothers were working mothers
and many indicated their return as the catalyst to introduce a bottle or to cease
breastfeeding, a practice that is not uncommon (Egan 1988; Neifert et al. 1995; Hauck
and Irurita 2003; Dykes 2005; Gatrell 2007; McCarter-Spaulding 2008; McAndrew et al.
2012; Skafida 2012; Cripe 2017; GOV.SCOT.UK 2018). The combination of breastfeeding
and working was not always regarded by the mothers in the current study as realistic or
practical. This is likely to have been influenced by the fact that breastfeeding and
working is not viewed as the cultural norm in the UK and other westernised societies
(Balsamo et al. 1992; Dykes 2005; Gatrell 2007; Andrew and Harvey 2011; Lagan et al.
2014). Ironically, due to their baby refusing a bottle, many of the mothers in the current
study did go on to work and breastfeed — though this was not their original intention.
These study findings provide a more in-depth understanding of those from study one,

where mothers reported their return to work as a reason for bottle introduction.

It is clear from the study findings that most mothers saw bottle refusal in terms of a
‘problem’ to be solved, with a distinct focus on finding a practical solution. This view
resonates with findings from Dykes et al. (2012), who described parents being part of a
‘quick fix society’ (p. 767), where resolutions to infant problems needed to be solved
immediately. In addition, health professionals described parents wanting/needing to
manage what were often normal infant phases and behaviour (Dykes et al. 2012). This
could be compared to mothers in the current study, whereby bottle refusal was not

viewed as a normal response by the majority of mothers, and needed to be managed.

189



This can be seen to resonate with a medicalised model of care, with bottle refusal being
‘diagnosed’ and the methods employed by mothers being undertaken to ‘cure it’. This
is also indicative of the current technological and medicalised approach to breastfeeding
(Qureshi and Rahman 2017), which mothers in the current study may have

unconsciously transferred to how they viewed and managed bottle refusal.

The current study found that due to a lack of guidance or evidence surrounding bottle
refusal, mothers adopted multiple strategies to try to solve it, as reflected in the theme
‘We tried everything’. They relied on anecdotal methods, with many seeing ‘finding the
right bottle’” as the solution, purchasing various brands in the hope that one would work.
This builds upon findings from study one, where mothers reported using a multitude of
bottles in order to overcome bottle refusal. Although advertising of bottles and teats
goes against the International Code of Marketing of Breast-milk Substitutes (WHO
1981), many companies violate the code, particularly in the UK (Thorley 2011; BMA
2012). In addition, marketing of bottles is targeted towards potential bottle refusal, with
bottles developed to minimise nipple confusion (mimijumi.com; minibe.co.uk), to ease
the transition from breastfeeding to bottle (mambaby.com; medela.com; Phillips.co.uk;
tommeetippee.co.uk) and to solve bottle refusal itself (minibe.co.uk). However, the
evidence to support such claims ranges from non-existent to small sample studies
displaying various limitations (Geddes et al. 2012; Segami et al. 2012). It is not without
irony that it is bottle manufacturers who have given much needed recognition to bottle
refusal, and in doing so have dominated the discussion by defining it as being a problem
which can be solved by their bottle brand. Further to this, the impact of the UK ‘bottle
feeding culture’ (Dykes 2005; Renfrew et al. 2007; Brown 2015), where a bottle is the
‘Gold Standard’ replacement for the breast, and the move to a bottle being seen as
progress for a baby (Dykes 2005), cannot be underestimated in relation to the mother’s

focus.

The current study found feeding by cup, the recommended alternative to a bottle (NHS
and UNICEF 2015c), was ‘unpopular’ with mothers as an alternative method to a bottle.
This is a view consistent with findings from previous studies (Malhotra et al. 1999;

Dowling and Thanattherakul 2001; Yilmaz et al. 2014). Very few other alternatives to a
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bottle or cup were utilised by mothers. This may be because there is little, or no
evidence, to support alternative feeding receptacles such as a straw, spoon, syringe or
paladai in relation to healthy older (as opposed to unwell preterm) babies. The current
study shows a need for research into feeding alternatives to bottle, breast and cup so
that mothers facing bottle refusal (and cup refusal) have options to at the very least ‘tide

them over’.

Advice and support for mothers trying to manage bottle refusal was found to be
hampered by a lack of recognition of the scenario, and it being trivialised at times. This
was illustrated in the theme ‘No one could help us’, and was reminiscent of findings from
Egan’s study, where mothers felt unsupported by health professionals (Egan 1988). It
also contributes to an understanding of why mothers in study one reported no advice
had helped them. There was an emphasis by health professionals on the fact that the
mothers were breastfeeding successfully rather than the negative issues they were
experiencing with bottle refusal, with some mothers almost being made to feel
‘thankful’ that they were breastfeeding. This demonstrates health professionals
employing a breastfeeding-centred, rather than woman-centred model of care (Mclnnes
et al. 2013). Furthermore, it prioritises the baby’s needs over the mothers. When
applying agency theory to this situation (Ryan et al. 2017), the health professionals can
be seen to be acting as ‘agents’ for the baby and breastfeeding, rather than as a ‘co-
agent’ with the mother. This served to diminish the mothers’ experience of bottle
refusal and prioritised breastfeeding over the mothers’ individual circumstances. This
prioritising of breastfeeding is not a new observation however, with previous studies
finding health professionals being ‘biased’ towards breastfeeding, particularly in relation
to formula/bottle feeding (Lee and Furedi 2005; Dykes et al. 2012; Lagan et al. 2014;

Thomson et al. 2015; Komninou et al. 2016).

To intensify the seeming trivialisation of bottle refusal, the study findings point to
mothers believing information was withheld by health professionals in relation to the
scenario. Although this was identified by mothers as being an attempt to preserve
breastfeeding rates, some mothers felt it could impact upon informed choice.

‘Withholding’” of information by health professionals, particularly in relation to

191



formula/bottle feeding, has been identified in previous studies (Lee and Furedi 2005;
Crossley 2009; Lagan et al. 2014; Leurer and Misskey 2015) and has also led to mothers
feeling their choices are restricted (Thomson et al. 2015). In addition, it shows a
paternalistic approach to information giving, rather than one based on a model of
woman-centred care. The current study shows a gap in information giving concerning
the scenario of bottle refusal. It supports an open and honest dialogue taking place
between health professionals and mothers concerning bottle refusal, to ensure
informed choice is promoted concerning infant feeding decisions. In addition, this
dialogue could help mothers to ‘prepare’ for bottle refusal as a potential outcome. In
essence, although it was acknowledged by the mothers in this study that ‘finding a
solution” for bottle refusal was not always an easy exercise, this appeared to be
compounded by poor support and advice, with the mothers’ needs often being
disregarded. These findings provide insight into the data captured in study one,

concerning advice and support.

None of the mothers in the current study described receiving advice to enable them to
manage alongside bottle refusal and continue to breastfeed, and this may have been
helpful for some. In addition, being introduced to other mothers who were experiencing
bottle refusal might have provided the advice and support some of the mothers were
seeking in their management of the scenario. This form of positive role modelling has
been found to benefit breastfeeding mothers previously, with mothers in a study by
Thomson et al. (2012) finding it realistic, situational and reassuring. In addition, a move
to ‘normalising’ bottle refusal by health professionals, by viewing it as a normal response

by a healthy, well baby, could enable mothers to view it through a less problematic lens.

The study findings indicate an aura of ‘disapproval’ from health professionals and those
supporting breastfeeding in relation to using bottles with breastfed babies, which was
alluded to in study one. This is however, paradoxically at odds with the UK culture of
using bottles to feed. From a physiological perspective, potential disruption to milk
supply and the potential for nipple confusion could have fuelled this disapproval.
However, the evidence surrounding nipple confusion is poor (Hargreaves and Harris

2009; Zimmerman and Thompson 2015). Additionally, the evidence to support bottle
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feeding having a detrimental impact on breastfeeding is inconclusive. Health
professionals’ views may stem from a ‘legacy’ of the original BFI ten steps, which stated
nothing other than breastmilk should be given to a newborn baby unless medically
indicated (step six) and that no artificial teats should be used (step nine) (UNICEF 2010).
(The revised BFI standards (UNICEF 2012) no longer make reference to the content of

steps six and nine).

Mothers in the current study portrayed health professionals as being inflexible in
relation to the advice they gave concerning the introduction of a bottle. This was
suggestive of an uncompromising view of breastfeeding, which was rigid in its
application to the mothers’ individual circumstances. This is reflected in a qualitative
study by Hoddinott et al. (2012), where an ‘all or nothing’ culture of feeding advice was
highlighted (p.5), and where mixed feeding was opposed. It also resonates with findings
by Spencer et al. (2014), who described health professionals’ approach to breastfeeding
as ‘rule based and regimented’ (p. 1081). There appeared to be very little discussion or
information for mothers in the current study concerning ‘combi-feeding’, ‘breast and
bottle feeding’ (using EBM or formula) or ‘breast and any other receptacle feeding’ other
than when framed negatively. Again, this is akin to findings from Hoddinott et al’s study,
with messages concerning infant feeding being perceived as ‘presenting breast or bottle
as a dichotomy, you can’t do both’ (Hoddinott et al. 2012, p.6). It is also comparable to
how Lagan et al. (2014) described breastfeeding support in Scotland, which did not
appear to ‘individualise choice or acknowledge the lived reality of infant feeding for
mothers’ (p.50). Thus, the mothers in this study were facing a double-edged sword:
trying to introduce a bottle which was ‘frowned upon’ and then facing bottle refusal

which was not recognised, was not understood or at times was dismissed.

It is evident that bottle refusal presents a potential dilemma for health professionals, in
that whilst trying to provide individualised woman-centred care they may be
compromising breastfeeding and the numerous health benefits it affords (Victora et al.
2016). This ‘dilemma’ was highlighted in a study by Jones (2011), who discussed the
difficulties midwives experienced when breastfeeding mothers wished to introduce a

bottle to their baby. Tensions were apparent, between the midwives’ role as an
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advocate for the mother, and one as a health professional. This was also evident in a
study by Furber and Thomson (2006), where midwives exhibited ‘positive deviance’
when giving breastfeeding mothers bottles of formula milk. This potential conflict in
relation to infant feeding is also recognised by Battersby (2014, p.552), who describes it
due to ‘two diametrically opposed duties’ being present, and by Trickey and Newburn
(2012), who state it is whether to ‘promote breastfeeding or to promote feeding choice’
(p.72). When applying this to the current study, it would appear that the health
professionals chose to be an advocate for breastfeeding, rather than for the mothers

and their individual circumstances.

The current study found a number of the mothers felt judged for wanting to introduce
a bottle, in some cases by other mothers. There appeared to be a hierarchy surrounding
feeding which could be affiliated to the good (breastfeeding) and bad (formula feeding)
mothering analogy (Murphy 1999, Dykes 2005; Crossley 2009; Stearns 2013; Callaghan
and Lazard 2012). This was apparent in a UK study on formula use by Lee and Furedi
(2005), were mothers consciously or unconsciously judged others by their breastfeeding
ability. It was also emphasised in a study by Shloim et al. (2015), where exclusive
breastfeeding was aligned to ‘total devotion’ (p.64) and the ‘ideal mother’ (p.641). In
addition, it resonates with recent UK studies which have found mothers who combi-feed
or formula feed (by bottle) experience stigma and guilt (Komninou et al. 2016; Fallon et
al. 2017). By wanting to introduce a bottle, the mothers in the current study could also
be seen to be exhibiting, ‘deviancy’, described by Murphy (1999) when mothers

knowingly break the rules and choose to formula feed their baby.

The current study findings show that although many of the mothers described using
EBM with their bottles - a practice defined as ‘breastmilk feeding’ by Thorley (2011) -
they were still subject to the same judgements and perceived stigma as a mother who
was formula feeding her baby. This is probably due to the bottle being synonymous with
formula feeding rather than with EBM. Interestingly, some of the mothers also indicated
that they experienced a perceived social stigma if they gave a bottle in public and
wanted to correct this by telling people they were using EBM. Thus, the mothers

themselves appeared to be perpetuating the hierarchy surrounding feeding, and the
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taboo of feeding by bottle. They may also have been trying to ‘neutralise’ their ‘deviant

behaviour and in turn deflect the suggestion of bad mothering (Murphy 1999).

The current study found that the impact of bottle refusal was predominately discussed
negatively as ‘consequences’. Feelings of stress were experienced by the majority of the
mothers and appeared to be most evident when they were faced with events that were
not deemed ‘optional’, such as work or hospitalisation, which led to some extremely
testing scenarios. In addition, stress filtered across to family members and those
involved in trying to solve bottle refusal. There appeared to be a feeling of lack of control
in relation to bottle refusal, which perpetuated the stress experienced. Conversely, the
baby appeared to be very much in control of the scenario, exemplified by going ‘nil by
mouth’ when its mother had returned to work. This echoes the behaviour of babies in
studies by Egan (1988), Marquis et al. (1998), Hauck and Irurita (2003), and Eccleson
(2005), who all described cases of babies ‘resisting’ weaning from the breast and is
consistent with theories of weaning (Klein 1952, Winnicott 1988, Fouts et al. 2000).
Thus, it could be construed that a ‘power struggle’ was occurring between mother and

baby during the bottle refusal scenario.

The study findings depict guilt experienced by mothers. Guilt appeared to emerge from
an apparent conflict between the mother and baby, with mothers believing they were
prioritising their own needs ahead of those of their baby, thus deviating from the
expectation that their baby’s needs should be prioritised (Williams et al. 2013a).
Paradoxically some mothers in the current study also described feeling that they had
‘failed’ in relation to bottle acceptance, a term usually reserved for breastfeeding rather
than bottle feeding (Lee and Furedi 2005; Crossley 2009; Ryan et al. 2010; Spencer et al.
2014). This resonates with MCcarter-Spaulding (2008), who states that ‘however
mothers decide to feed their babies infant feeding is a highly accountable matter’ (p.22)

and one that ‘carries considerable moral baggage’ (p.19).

In addition to stress and guilt, the study shows some mothers also experienced feelings
of resentment both in relation to their baby refusing a bottle and in relation to

breastfeeding, comparable to mothers’ comments in study one. This echoes findings
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from Egan’s study, where mothers described resentment towards their baby due to its
refusal to accept a bottle (Egan 1988). In addition, the mothers in the current study
described feeling ‘trapped’ or ‘tied’ to their baby due to bottle refusal, which are feelings
comparable to those espoused in other studies in relation to breastfeeding (Raisler
2000; Stewart-Knox et al. 2003; Marshall et al. 2007; Andrew and Harvey 2011). These
feelings were compounded by some mothers not wanting to feed in public, a common
theme in the UK, where breastfeeding is not the cultural norm, and where sexualisation
of the breasts continues to prevail (Boyer 2012; Scott et al. 2015; Grant 2016; Morris et
al. 2016). These findings provide an understanding of the wider impact of bottle refusal,
expanding on findings from study one, which focused on impact on breastfeeding

experience.

It could be argued that due to breastfeeding requiring continued close proximity
between mother and baby, mothers had somewhat unrealistic expectations of being
able to have time away. However, the mothers reasoned that if their baby had accepted
the occasional bottle, the restrictions they felt were placed upon them would have been

more palatable.

Although the study found that most mothers viewed bottle refusal through a
predominantly negative lens, there were some who illustrated a more positive
discourse. Bottle refusal for these mothers extended their breastfeeding journey,
facilitated greater bonding and gave them a sense of achievement. These ‘benefits’ are
similar to those described previously by mothers in relation to their experiences of
breastfeeding (Burns et al. 2010; Leeming et al. 2013; Luerer and Misskey 2015). In
addition, bottle refusal was depicted as a protective mechanism that prevented others
from feeding their baby, allowing them to keep their baby close to them. Johnson et al.
(2009) describes how this can be perceived as a mother being ‘possessive’ of her baby.
However, it could be argued that for the mothers in the current study, a certain sense
of control was experienced due to those wishing to take part in feeding being excluded
‘legitimately’. These findings provide an understanding as to why mothers in study one

reported bottle refusal had a positive impact on their breastfeeding experience.
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The study findings show that the reasons why mothers believed their baby refused a
bottle were complex. They appeared to be influenced physically, psychologically, by
baby temperament and timing. A number of mothers focused on the acute physical
difference of a bottle/bottle feeding compared to the breast/breastfeeding as the
reason for refusal. These mothers appeared to favour the scientific or bio-medical
discourse model surrounding breastfeeding, in that it is a practice exclusively concerned

with nutrition (Stearns 2013; Beniot 2016).

In reference to the mothers’ focus on the differences between breast and bottle, studies
undertaken have concluded that there is an inability for an artificial teat to totally
replicate the breast (Nowak et al. 1994; Nowak et al. 1995). In addition, there is evidence
to support the mechanics of bottle feeding and breastfeeding being distinctive from one
another (Franca 2008; Aizawa et al. 2010; Moral et al. 2010; Sakalidis and Geddes 2015).
However, the fact that some babies do accept a bottle, and did so eventually in this
study, indicates that the differences between breast and bottle are not insurmountable
for babies. This is supported by Moral et al (2010) whose observational study of babies
feeding by breast, bottle and breast and bottle (mixed), concluded that babies
undertaking mixed feeding varied their sucking movements and adopted their own
pattern of feeding. ‘Flexibility’ in sucking response by babies is also illustrated in seminal
studies by and Sameroff (1968) and Wolff (1968). Thus the theory that bottle refusal is

based upon the physicality of bottle feeding alone is somewhat simplistic.

It was evident from the current study findings that mothers saw information concerning
nipple confusion, and practices employed to prevent it, as contributing to bottle refusal.
They were sceptical regarding the evidence underpinning it, particularly in relation to
delaying introduction of a bottle. The evidence surrounding nipple confusion has in itself
been described as ‘confused’ by Fischer and Inch (1996, p.174). In addition, studies have
not been able to determine ‘causality’ between nipple confusion and a negative impact
on breastfeeding (Zimmerman and Thompson 2015). To add to this, there is no evidence
to support the ‘six week’ marker to safely introduce a bottle to avoid nipple confusion.
This study illustrates a need for research concerning the current lack of evidence

regarding nipple confusion. It also calls for information regarding the lack of nipple
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confusion to be disseminated to mothers, in order for them to make informed choices
regarding bottle introduction. Likewise, mothers should be informed that there is
currently no evidence to support delaying the introduction of a bottle in order to prevent
nipple confusion. However, it is acknowledged bottle feeding can have a potential
detrimental effect on milk production, particularly if formula is used, thus information

for mothers should reflect this.

The current study found mothers appeared to link early introduction of a bottle to
acceptance, and delay to refusal. This builds upon findings from study one, where the
majority of mothers reported they would have given/considered giving a bottle earlier
to prevent bottle refusal. This depicts an emphasis on familiarity being required to
overcome bottle refusal, and in addition timing and routine. These factors are very much
linked to feeding in western society, where a more technical and medicalised model
prevails (Balsamo et al 1992; Dykes 2005). However, the belief that delaying bottle
introduction led to bottle refusal is challenged by mothers who reported that their baby

initially accepted a bottle and then inexplicably refused it at a later date.

A number of mothers in the current study saw breastfeeding as providing their baby
with more than nutrition. This is a theory that has been widely advocated (Gribble 2006;
Entwistle 2014; Papp 2014; Harrison et al. 2016; Gibbs et al. 2018). In addition, the
emotional benefits of breastfeeding have also been confirmed by breastfeeding children
themselves (Gribble 2009). Bottle refusal was framed by some mothers as being more
about ‘breast preference’, and ultimately their baby wanting to make a connection with
them as mothers. This could also be explained by previous theories on weaning, where
babies are described as ‘objectifying the breast’ (Klein 1952; Winnicott 1988) which can

lead them to be unwilling to give it up.

Many of the mothers used breastfeeding to placate, pacify, and reassure their baby,
indicating a psychological dependence being placed upon it. In line with this, Gribble
(2006) describes breastfeeding as an example of a baby or child’s attachment behaviour
towards its mother, with the mother providing ‘stress relief’ through breastfeeding.

Applying this to bottle refusal, the bottle could be seen as a ‘threat’ to the breastfed
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baby, who refuses it in order to maintain breastfeeding and proximity to its mother. This
analogy is challenged however, by evidence that has found infant feeding not to have
an impact upon attachment security (Bowlby 1997; Britton et al. 2006; Jansen et al.
2008; Howe 2011). In addition, it does not fit with the scenario of a mother being the
one to try to introduce a bottle, therefore maintaining close proximity to her baby, but
her baby still refusing. Furthermore, it does not explain why some babies may refuse a

bottle from birth.

The current study found mothers made links between their baby’s individual personality
and bottle refusal, highlighting ‘strong’ characteristics often associated with
independence. This correlates with studies showing baby temperament to have an
influence upon feeding (Lothina 1995; Lauzon-Guillain et al. 2012; Kielbratowska et al.
2015). In addition, Marquis et al (1998) found babies classed as ‘demanding’ and ‘strong
willed’ were able to maintain their breastfeeding status, despite maternal wishes to
wean them. It could be postulated that the babies in this study were unwilling to
‘conform’ to a bottle, insisting, instead, on undertaking feeding as nature intended.
Interestingly, none of the mothers in this study referred to their own temperament as a
possible contributory factor to their baby’s bottle refusal. There is evidence however to
suggest links between a mother’s personality/temperament and breastfeeding
duration/discontinuation and overcoming breastfeeding difficulties (Bottorff 1995;

Hauck and Irurita 2003; Hegney et al. 2008; Ricotti et al. 2015; Jardine et al. 2017).

In essence, although the mothers in this study gave plausible reasons as to why they
believed their baby had refused a bottle, it remains a complex picture with no clear
answer. Perhaps the mother who stated her baby one day ‘just took it’ comes closest,
in that bottle refusal and acceptance are very much down to the individual baby making

its own decision in individual circumstances.

5.9 Limitations

This study is not without its limitations. The interview sample was recruited from a larger

convenience sample, and although an attempt was made to vary the sample of mothers
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in relation to their experiences of bottle refusal, demographically the sample comprised
of white, older, mothers, employed in ONS categories 1-3. Although this does to an
extent reflect the cohort of mothers who breastfeed in the UK (McAndrew et al. 2012),
the mothers may have collectively exhibited certain perspectives and expectations
which influenced the data collected. Hearing about the experiences of mothers from
ethnic minority groups would have been useful in adding to the picture of bottle refusal.
Due to the self-selective nature of the sample, the participating mothers may have
displayed stronger opinions in relation to their experience. Inclusion criteria for the
study meant some of the mothers could have experienced bottle refusal up to five years
ago, which could have affected memory recall. In line with this, a certain amount of ‘rosy
retrospection’ could have taken place, particularly for those mothers whose baby had

eventually accepted a bottle.

5.10 Conclusions

This study has built upon the findings from study one, proving a greater understanding
of mothers’ experiences of bottle refusal by their breastfed baby. Findings show the
context surrounding why mothers introduce a bottle to their breastfed baby is
underpinned by tensions between the demands of breastfeeding and demands on the
mothers’ lives. By introducing a bottle, mothers believed demands on both sides could
be met. Mothers ultimately saw bottle refusal as a problem, which was difficult to solve,
even though they employed many methods to overcome it. Support for mothers was
hindered by a bias towards breastfeeding and a lack of recognition and knowledge of
bottle refusal as a scenario. The impact of bottle refusal was predominantly a negative
one, although some mothers were able to frame it positively. Reasons why mothers
believed their baby refused a bottle were varied. Differences in the mechanisms of
breast and bottle feeding, their baby’s preference for the breast, their baby’s individual
personality, and the avoidance of nipple confusion by delayed introduction of a bottle,
were all discussed by mothers. This study illustrates the complexity of bottle refusal and
the negative impact it can have for mothers. It points to recognition of the scenario

being required, in order to improve support for mothers experiencing it. Findings from
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this study will be triangulated with those from study three. Recommendations for

practice and suggestions for future research from this study are discussed in chapter 8.

The following chapter will discuss study three, which used online forums to explore

mothers’ experiences of bottle refusal by their breastfed baby.
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Chapter 6 - An exploration of mothers’ experiences of bottle
refusal by their breastfed baby using online forums (study
three)

6.1 Introduction

This chapter presents study three of the programme of research, which explores
mothers’ experiences of bottle refusal by their breastfed baby using mothers’ posts from
online forums. The chapter discusses the development of the forum post guide and the
sampling strategy used to capture the posts. In addition, it gives an overview of how
data analysis was undertaken and presents the themes that emerged. The chapter
concludes with a discussion of the interpretation of findings and limitations of the study.
‘Reflective and reflexive stop offs’ taken from a reflective diary are distributed
throughout the chapter and have been used to put thoughts and actions during this

stage of the research into ‘real time’ context.

6.2 Study aim and research questions

The study aimed to provide a unique ‘mother to mother’ perspective on bottle refusal
by breastfed babies, using posts from online parenting forums. It aimed to explore
discussions around bottle refusal between mothers without ‘expert’ interaction. It
aimed to build on the findings of study one, and triangulate findings with those of study
two, presenting a more complete understanding of mothers’ experiences. It focused on

answering the five overall study questions as discussed in chapter 1, section 1.3.

6.3 Forum post guide

A forum post guide was developed in order to aid the capture of online posts. Similar to
the interview schedule, it was developed from the results of study one, findings from
the literature review, with reference to the conceptual and theoretical frameworks, and
the overall programme of research aim and questions. (see appendix M for forum post
guide). Questions from the interview schedule were formatted to match an online
format. The guide was not prescriptive in nature, and was used flexibly, so that

potentially valuable data was not discounted.
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6.4 Sampling of online forums

A purposive sampling strategy was used in relation to selection of the online forums.

The is detailed below.

1. Developing inclusion/exclusion criteria
As with previous studies on infant feeding forum analysis (Herron 2013, Morris
et al. 2016), inclusion criteria were developed to select forums. This took into
account the ethical approval secured from the University ethics committee and

was based upon criteria used by Herron (2013) in her forum analysis of

breastfeeding support. See table 16 for inclusion/exclusion criteria.

Table 16 Online forum inclusion/exclusion criteria

Eligibility criteria

Exclusion criteria

Rationale

UK site Non-UK site To explore UK mothers’
experiences of bottle
refusal only

Forum Non-forums To explore and analyse

forum discussions only

Active > 50 posts/month

Inactive <50 posts/month

To enable contemporary
discussions surrounding
bottle refusal to be

selected

Public forum (can view posts
without a membership or

login)

Closed forum (requires
membership or login to view

posts)

Ethical approval received

for public posts only

Non-health
professional/expert regulated
(forum not administrated by

health professionals/experts)

Health professional/expert
regulated (forum
administrated by health

professionals/experts)

To explore discussions
around bottle refusal
between mothers
without ‘expert’

interaction
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2. Searching for forums
Once the eligibility criteria were established, Google was searched using the
term ‘bottle refusal’. Not only is Google the largest and most used online search
engine (statista.com), it has been identified previously as being the main source
used by mothers to search for information (Lagan et al. 2011). This simple search

elicited approximately 9,150,000 results.

3. Selection of forums
Given that the majority of those using Google (91%) only consult the first page
of results (Jacobson ND), the first online forums on the first page of the Google
search that met the eligibility criteria were selected. This resulted in three
forums: Netmums.com, Babycentre.co.uk and Mumsnet.com. (see table 17 for
analytics on selected forums). They were crosschecked in Google using the
additional search term: ‘breastfed baby refusing a bottle’, which resulted in the
same three forums. Further crosschecking was undertaken using Alexa.com, an
analytics software site. This cited Mumsnet and Netmums as the top two online
parenting forums visited in the UK. (Analytics concerning babycentre.co.uk were

unavailable as they are merged with USA based babycentre.com).
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Table 17 Selected forums

centre.co.uk

by Baby Centre LLC (USA based) which
is owned by Johnson and Johnson.
Multiple sites globally. Provides
information, advice and support to

parents. Funded by advertisements.

Name Background Analytics

Mumsnet UK forum. Established in 2000 by a UK | Majority users female. Majority
mother. Aims to pool info/advice users educated to graduate level.
support together for parents. Ethos of | Majority UK based. (Alexa .com).
not ‘over moderating’ and letting 12 million users /month, 120
conversation flow. Funded by million views/month.
advertisements. (mumsnet.com)

Netmums UK forum. Established in 2000 by three | Majority users female. Majority
UK mothers. Provides information, users educated to graduate level.
advice and support to parents. Funded | Majority UK based. (Alexa .com)
by advertisements. 7.3 million users/month

(Similarweb.com)
Baby UK Forum. Established in 2000. Owned | Majority users UK based.

7.6 million users/month

(Similarweb.com)

6.5 Selection and capture of online threads and posts

A purposive sampling approach was used in relation to the selection of online threads

and posts within the forums. The process is detailed below:

1. Locating the appropriate discussion board to search for threads

Due to the size and nature of the three forums selected, there were numerous
discussion boards through which mothers could potentially discuss bottle refusal
by their breastfed baby. Each forum was therefore explored to locate a
discussion board that contained the topic area of ‘breastfeeding’. The discussion
boards contained both active and archived threads by date, and were used

exclusively by mothers — as opposed to ‘health experts’ who could post on some

discussion boards (see table 18 for thread and post selection).
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2. Searching for threads
The search term ‘bottle refusal and bf baby’ was used to search the chosen
discussion boards for forum threads. After exploring the three forums this term
was deemed to be the most accurate search to elicit threads and posts

concerning bottle refusal by breastfed babies.

3. Selection of Threads
The initial search of the chosen discussion boards using the search term revealed
large numbers of threads and posts in relation to bottle refusal. The number of
posts used in online analysis of parenting forums varies and is dependent on
topic, size of forum and sampling strategy. Knowles and Wilkinson (2017)
extracted ‘over 1000’ posts from 12 discussions, Goh and Chi (2016) selected 967
posts from 136 threads, and Callaghan and Lazard (2012) captured 204 posts
from just two threads. This gave very little guidance as to how many threads to
select. The most recent 15 threads from each forum’s discussion board (new to
old) were selected, resulting in 45 threads. This was in effect an ‘arbitrary’
number, and forums would have been revisited and more threads selected, had
data been deemed insufficient during analysis, however data saturation was

achieved.

4. Selection of Posts
The online post guide was used to capture posts. The majority of posts within
the 45 threads were selected using the forum guide, with very few being
dismissed as not potentially contributing to the study. This resulted in the
capture of 597 posts. The time range from which posts are captured varies, and
like the number of posts appears to be influenced by topic, size of forum site and
sampling strategy. The time scale from which the threads were captured for the
current study was from two to four months, similar to previous time ranges
which have been between one and four months (Callaghan and Lazard 2012;
Herron 2013; Widemalm and Hjarthag 2015). The most recent threads were
active but, due to the speed at which threads are archived on the forums,

archived or ‘dead threads’ were also used.
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5. Anonymising and capturing posts

Each thread was allocated an id number followed by the initials of the forum

source i.e. TIMN = thread one mumsnet, T2NM = thread two netmums, T3BC =

thread three baby centre. All posts from each of the selected 45 threads were

directly imported into NVivo 11 using NCapture and saved under their relevant

thread id. The number of posts within threads ranged from 3 to 36.

Table 18 Thread and post selection

Name of Forum and Initial search Number of | Dates taken from Number of
discussion board result (posts) threads posts

selected selected
Netmums (chat) 48,100 15 March — June 2017 228
Mumsnet (talk) 41,900 15 March —June 2017 183
BabycentreUK 106,024 15 May - June 2017 186
(community)

6.6 Data Analysis

Data were analysed and managed using NVivoll and Braun and Clarke’s six stage
thematic analysis (Braun and Clarke 2013). A multi-strategy approach was applied to the
six stages in order to undertake the analysis. Due to the process used being the same as

for study two and to avoid repetition, this is detailed in chapter three, section 3.7.2.

Reflexive stop off

Throughout this PhD, | have spent a large amount of time reading posts and threads
online concerning bottle refusal. However, it was only during the analysis phases of
the study that | began to realise there was a whole new world of ‘forum speak’ that |
had not really engaged with. Now however, it became important to understand the
idiosyncrasies of this forum speak in order to ascribe meaning to it and to code and
theme the data. In addition, | realised that the readers of my work would also require
an ‘induction’ into the world of ‘forum speak’, therefore | included the abbreviations

at the beginning of the thesis.
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6.7 Findings

Three themes emerged from analysis of the online forum posts (see figure 24). The
following section will discuss the themes illustrating them with excerpts from the online
posts.

Figure 24 Themes — study three

Mothers’ experiences of bottle refusal by their breastfed baby

Theme 3: You can
work round bottle

Theme 1: | want

Theme 2: There's
my baby to have

no magic answer

a bottle but try this... refusal - they don't
because... need one
Please help
' I'm
I've got no desperate
choice |
I'll try
anything
| —
| need some )
'me time' It's all about
1 | finding the
right bottle
—
I'ma SEEEEE—
working
mum | had to do
[ | cold turkey
—
I've done
enough bf You need to
now

persevere

Nothing
worked
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6.7.1 Theme 1: | want my baby to have a bottle because...

The theme ‘I want my baby to have a bottle because....." evolved from mothers wanting
to introduce a bottle. Although some reasons could be judged to be more critical than
others, the phrases ‘I need my baby to have a bottle’ and ‘I want my baby to have a
bottle’ were used interchangeably and were individual to each mother. Mothers gave a
wide range of situations, which are illustrated in a word cloud. (see figure 25). The theme
‘I want my baby to have a bottle because....." is presented using the sub themes: I've got

no choice, | need some ‘me time’, I’'m a working mum and I’'ve done enough bf now.

Figure 25 Mothers’ reasons for introduction of a bottle to their breastfed baby

driving test
onmedncauon d need me back

erathn wisit sick fat
bClb lu date ntgh baby biting, root canal work
need a break i
I rv
feel depressed e ooy mease ;ust in case examsou{ir' 8y fi(‘ce

returning to Wor

go shopping neod a break ; havgthr;% ?3 houdayhen do

favea banG tOppl g fbf in public

returning to college

gotogm in hospital ™ ™"

I’'ve got no choice

‘I've got no choice’ depicts the varied circumstances mothers experienced which meant
they would not be able to breastfeed their baby. The decision to introduce a bottle was
due to having a perceived lack of choice. This was due to scenarios such as needing
hospitalisation, attending a drivers awareness course, being called for jury duty, and
having siblings hospitalised. Other equally challenging situations posted by mothers
included needing to give their baby medication via a bottle, their baby being unwell and
unable to breastfeed, and the mothers themselves being prescribed medication that

was not compatible with breastfeeding:

I'm going into hospital in a few weeks and won't be able to fully breastfeed.

(T12 bc).

209



I'm currently on a course for 4 hours and daddy look (sic) after baby and he's
crying hysterically and won't take the bottle! What can | do? | can't leave as it's

a drivers awareness course x. (T5 bc).

I have a bit of a dilemma as my 6 month old exclusively breastfed baby doesn't
take a bottle at all and I've been sent a letter to go for jury duty. She gets fed
every couple of hours and literally doesn't take a bottle at all so not sure how

she would get milk if | was to go to jury duty. Panicking!! (T6 nm.)

My son is in hospital... | can’t stay with him as my daughter just will not have a

bottle so can’t be left. (T7 nm).

I need some ‘me’ time

‘I need some me time’ is derived from mothers discussing needing a break from
breastfeeding and that bottle introduction could facilitate this. Having some ‘me time’
or ‘getting a bit of me back’ was frequently posted. Not being able to have time to

themselves appeared to have a very negative impact upon some mothers:

I'm actually regretting ever breastfeeding as | want my life back, | just want to
be able to go shopping or something and not always have to have the baby with

me - | just want some ME time. | feel like a failure. (T3 nm).

Have to get ds (dear son) to take a bottle now for my own sanity. Have to be
here to bf so am missing sisters 30th birthday tonight because of his complete
refusal to take a bottle, had been planning to go for months ...Can't handle the

trapped feeling going (sic) getting seriously depressed. (T3 mn).

A number of mothers referred to feeling ‘trapped’ with others feeling ‘suffocated’
‘isolated "and ‘lonely’ in relation to not being able to have a break. Others described the
tiredness they felt, how breastfeeding left them little time for their other child/children
and how they did not like feeding in public. The majority of mothers discussed wanting

only a short period of time away from their baby, citing having their haircut, going to the
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gym and going to the dentist as examples. At times the ‘break’ requested was to do

something exceptionally mundane:

I'm exclusively breastfeeding but wanted to start weaning my 4 month old onto
a bottle so occasionally | can live (sic) my baby with my husband for a (sic) hour

whilst | do the Asda shop - fat chance! (T2 nm).

| just want to be able to have a bath while my DH (dear husband) gives her a

feed. (T7 nm).

Many mothers wanted to socialise or attend an event and some expressed feelings of

guilt in relation to this:

| just want a night out - bad mummy. (T8 mn).

| felt it was my 'selfishness' wanting him to take a bottle as opposed to a real

"need" (T7 nm).

In line with this, a number of mothers posted the impact bottle refusal had had upon

their social life, which had led them to curtail it almost completely:

I didn't go out on my own without the baby until he was only feeding twice a

day, morning and bedtime which was 12 months plus. (T11 mn).

I just didn't go to things if he couldn't go. (T 11 nm).

Haven't had a night out or any real time without ds since he was born 8 months

ago. | didn't mind but can see it's frustrating if that's not the case. (T11 mn).

One mother rationalised the restrictions upon time being a feature of parenthood in

general and not particularly related to bottle refusal:

| think that feeling of having limited time is part of the whole being responsible
for another human being thing, it gets less urgent as they get older but it's still

there. (T11 mn).
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Another mother explicitly attributed her baby’s bottle refusal to her postnatal

depression:

...we have to do something, this issue is ripping apart our family. And it IS this
issue, | had it with dd (dear daughter) too and when she finally accepted a

bottle the pnd (postnatal depression) went. (T3 mn).

I’m a working mum

‘I'm a working mum’ illustrates that returning to work is a primary reason why mothers
wanted their baby to accept a bottle. The mothers often expressed feelings of panic,
worry and anxiety at the thought of their baby not accepting a bottle by the time they

returned:

| was panicking quite seriously when DS still wouldn't take a bottle properly and
he was due to start with the CM (childminder) in two days. Cannot explain the

relief when | was finally able to give her a bottle. (T2 mn).

In addition, some mothers had scheduled ‘staying in touch days’ or training days during
their maternity leave and were concerned they would not be able to attend them due
to their baby refusing to accept a bottle. Further concern was expressed by some
mothers in relation to their baby changing his/her feeding routine if it was not feeding

during the day, commonly referred online by mothers as ‘reverse cycling’:

I don't want to stop bf just don't want to end up in position | did with ds who
would refuse ebm in bottle or ff (formula feed) all day in nursery and then fill up

bf all night when | got home from work .... Complete nightmare. (T7 nm).

A number of mothers discussed having to resort to ‘cold turkey’ in order to ensure that
their baby would be able to feed from a bottle in a day care setting. A small number of
mothers requested advice regarding how to manage the return to work alongside bottle
refusal, but this was in the guise of the ‘worst case scenario’ as their primary goal was

bottle acceptance by their baby.
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I've done enough bf now
‘I've done enough bf now’ reflects a number of mothers who wanted to introduce a
bottle in order to stop breastfeeding altogether. For some mothers breastfeeding was

having a negative effect:
I just can't go on —im (sic) in tears at the end of every feed. (T3 mn).

i dont (sic) feel like there is an end. (T12 bc).

Some mothers posted that they were breastfeeding when they did not want to. Others
reported bottle refusal having led them to breastfeed for an extended period of time

and beyond what they had planned. This did not always appear to be viewed positively:

| know a lot of mums love to breastfeed or wish they could but | am feeling so
trapped by it with no way out...It never occurred to me that she could refuse it at
6 weeks. | was then completely ready to give up by 12 weeks but i (sic) had no
option but to carry on. 8.5 months and | am still going. It is not about getting her

to sleep through or anything | just dont (sic) want to breastfeed. (T12 bc).

so hard!!!! (T7 nm).

A number of mothers described enjoying breastfeeding, however this was marred for

some by having no other options available to them:

I don't want to breastfeed for years but happy to do it until teeth come! But

knowing I have no choice but to BF is doing me in. (T2 bc).

6.7.2 Theme 2: There’s no magic answer, but try this.......

7

The theme ‘There’s no magic answer but try this...” captures the numerous posts
mothers used to ask for advice, and those in which advice was given on how to manage
and overcome bottle refusal. The methods suggested varied greatly and were based
upon the mothers’ own experiences. They included others feeding their baby, using

formula and/or EBM in the bottle, feeding milk cold or heating it up, using different
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bottles or teats, cold turkey, changing the feeding environment and dream feeding.
Some mothers posted that, despite trying everything, nothing had worked. The
following six sub-themes represent mothers’ discussions: Please help - I'm desperate, I'll
try anything, It’s all about finding the right bottle, | had to do cold turkey, you need to

persevere and nothing worked.

Please help — I'm desperate

It was evident from the titles of threads and posts posted by the mothers asking for
advice, that many had tried a number of methods, yet their baby was still refusing a
bottle. They appeared to be turning to the forums for help, sometimes in an act of

desperation and as a last resort:

We've tired different temperatures, different teats, feeding when she's just a
little hungry, feeding when she's very hungry, night time feeds. Makes no
difference at all. | leave the room and sometimes the house, so it's unlikely that
she can smell me. We've also tried formula, in case my expressed milk is no

longer to her taste. Any creative ideas? I’'m desperate (T9 mn).

Phrases used by mothers included: I’'m at a loss, I’'m desperate, | don’t know what else
to try, Nothing is working — indicating a level of despair. Some mothers used emotive

titles to their threads when posting:

How long would you starve your baby for it to take a bottle? (T2 mn).

Am beginning to regret ever breastfeeding. (T7 nm).

A tired and frustrated mummy — bf baby won’t take a bottle. (T8 nm).
Mothers asked various questions within their posts, with the majority requesting advice
on which bottles, teats and/or cups best ensured success. In addition, mothers asked a

number of other practical questions focusing on the temperature of the milk, when to

introduce a bottle, and how long would it take to bottle acceptance.
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Although many of the posts were requests of a practical nature concerning how to
‘solve’ bottle refusal, some mothers sought advice regarding why bottle refusal might

be happening, and how long it was likely to last:

Is this just a phase? (T10 nm). Will he grow out of it? (T4 bc).

Is this normal? (T9 nm). What might be the problem? (T14 bc).

Whilst other mothers wanted reassurance that acceptance would occur:

Please say your baby took a bottle. (T4 bc). Please tell me this works. (T11 mn).

Some mothers illustrated a dilemma in relation to the pursuit of bottle acceptance in

the face of their baby’s refusal:

DD's 4 months and exclusively breastfed, we've been trying for a few weeks now
to introduce a bottle of expressed milk and she just won't have it! ....Should we

just persevere or are we being cruel, if she really doesn't like it? (T8 mn).

Interestingly, one mother requested ‘expert’ help and received a positive response

from someone describing themselves as an ‘expert’ in solving bottle refusal:

Can anyone please recommend a maternity nurse in the West London area who

can help with bottle refusal? (T12 mn).

Reply: Hi, my email address is ...........

However, this was unusual as very few mothers referred to health professional
information in relation to managing bottle refusal, although when they did, it was done

negatively:

Hindsight is a wonderful thing but after having my eldest | realised the advice |
was given by the midwife & HV to wait until my son was 6 weeks old before
introducing a bottle to avoid "nipple confusion" was an utter load of *#% (insert

word of choice!). (T7 nm).
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Few mothers focused on why their baby was refusing a bottle, although this may have
been in response to the advice requested being mainly of a practical nature. A large
number of mothers would finish their post with the words ‘Good luck,” possibly in
recognition of bottle refusal being difficult to solve. In line with this, mothers

pragmatically acknowledged that there was ‘no magic answer’ to solving bottle refusal.

I'll try anything

It was clear that many of the mothers posting were resorting to a number of methods
to elicit bottle acceptance. They often used the phrase 7l try anything’ in relation to
asking for methods and advice. Some mothers posted some interesting, and at times

dubious, methods, highlighting the lengths they would go to:

| used to say oh lets have a brew and make him a "brew" (just warm milk with a
decaf tea bag dunked in for a second or 2 then he thought he was having same

as me). (T2 nm).

Ok so you’ve tried all the tips .... But it may be worth trying this one, wrap the
bra you have been wearing around the bottle and get your OH (other half) to

give it while you aren’t there. (T2 nm).

It can help to swaddle baby so his arms don't fight the bottle. We didn't have to

do this this time round but found it effective with our DS1. (T12 mn).

I applied a bitter liquid for blood purification easily available in asian stores

(safe totally safe) and it worked. (T3 nm).

Some mothers posted that they had used receptacles other than a bottle with the most
popular being a cup. There appeared to be a certain amount of success with this method
although it was often described with babies of six months and older. Other mothers
however, responded to this method, posting that their baby was refusing a cup as well,
or that their baby would have water or juice in a cup but not milk. Many posted how

their baby wanted milk via breastfeeding only:
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He (husband) tried a bottle and sippy cup and she was not impressed one

bit...she looked disgusted that he'd even attempt to give her milk in anyway

other than from source Q (T2 nm).

A few mothers posted that they had used a straw when their baby refused a bottle or

cup:

I went through the same with my dd who is 8 months and still breastfeeding.
When she was 6 months | tried her with a straw which she loved and it's the

only thing she'll take milk out of!!! Hates bottles or cups. (T7 nm).

I've seen really tiny babies grasp the idea of a straw. (T9 mn).

It’s all about finding the right bottle

‘It’s all about finding the right bottle’ depicts the large number of mothers advising on
certain brands of bottles in order to solve bottle refusal. They appeared to believe that
finding the right bottle would lead to acceptance. Very few mothers advised ‘sticking to
one bottle’ and the majority discussed making multiple purchases before they found the
right one. No one bottle brand appeared to be more successful than another, and what

worked for one baby did not always work for another:

I spent over £80 until | settled on the MAM ones. He took it straight away. (T7

nm).

We tried Tommee Tippee, MAM, NUK, AVENT, the medela ones that come with

pump until someone suggested the minibe, she wolfed it down with that (T4

bc).

Mothers posting on the forums acted upon advice from other mothers and would

make purchases in relation this:

Bottle refuser here too for months - he now accepts the Nuk! (T7 bc).

Reply

I’'ve just ordered one - another bottle refuser here! Pleaseeeee work xxx (T7 bc).
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Thanks for the suggestions, I'm going to order a Mam & Minbie bottle and see if

those work better (T13 bc).

A number of mothers who suggested brands of bottles would describe the features of

it, intimating they were instrumental in acceptance:

| switched to mam bottles which have really soft teats and he instantly took to

them. (T 10 bc).

...with my 2 year old the only bottle she would take was a comotomo bottle,
they aren't cheap but are designed to mimic your breast and worked a treat

with her. (T11 bc).

It was apparent that some brands of bottle were considered to be particularly effective

such as Minibe:

I’m considering a minbie bottle, they're meant to be good for bottle refusers!

(T13 be).

The teat, along with the bottle, was also highlighted in many posts as being crucial to
acceptance. Some mothers used their knowledge of milk transfer during breastfeeding
and aligned teat flow with this. Varied advice on teats was posted. Some mothers
suggested using soft teats (latex) others hard teats (silicone). Mothers described ‘fast
flow’ teats being akin to the let-down reflex, whereas others suggested vari-flow teats,
as the baby had to ‘work harder’ to retrieve the milk as in breastfeeding. In line with
advice on bottles, advice regarding teats was often contradictory and appeared to be

based upon personal experience whilst influenced by the marketing of the bottles :

We tried tommee tippee first and she wasn't keen. Then tried Lanisoh which are
supposed to replicate the boob in that milk will only flow if she latches and sucks.

She loves these and guzzles it down (T6 bc).
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Reflective stop off

| read a number of online posts that aligned bottle acceptance with certain bottle
brands, using positive language such as he/she (baby) ‘loved it’, ‘wolfed it down’ ‘took
it straight away’. It was obvious mothers made purchases on these descriptions. |
reflected on this, and not only could | see mothers endorsing certain bottles, | also
recognised how easy it would be for someone from one of the manufacturing
companies to post these messages to increase sales. All three forums described their
support for breastfeeding, and carried the caveat that they did not advertise formula
or bottles/teats. However, in this case, the posts would come under the guise of
‘implicit’ rather than ‘explicit’ advertising. Although | had no evidence to support the
theory of bottle/teat companies posting on these forums, | also recognised that there
was a need for evidence-based information for mothers to refer in relation to their

purchases of these bottles and teats.

I had to do cold turkey

‘I had to do cold turkey’ portrays the advice a number of mothers gave in relation to
using this method successfully, often as a last resort. Some mothers described it as being
‘the only answer’ to bottle refusal. Cold turkey was undertaken with both babies that
were solely reliant on milk, i.e. they were not old enough for complimentary foods, and
with babies that were older and eating solids. The length of time until acceptance was
often included in the mother’s post, at times with detailed information of how to

undertake the method:

Give your usual feed in the morning after 3 hours offer a bottle. It may be
rejected. Don't force, but try about every 15 min. The bottle should be warm. Do
not give in and offer the breast. | found he took the bottle after 6 hours with no
milk. (T2 mn).

A number of mothers described their baby as being ‘stubborn’ and illustrated their
eventual acceptance in the form of a ‘battle of wills’, including how long it had taken to

acceptance:
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It took me twelve hours but he gave in eventually! (T2 mn).
He finally cracked at 4pm. (T2 mn).
He held out all day, caved at 3pm. (T2 mn).

Some mothers reported cold turkey in a positive light:

I did this, (cold turkey), it worked a treat and nowhere near as stressful as | had
been led to believe. DS was about 6m and | was due back to work in a couple of

weeks and had tried everything else. (T2 mn) .

I think cold turkey is much more stressful (and painful) for you than for the

baby. (T13 bc).

For most mothers however, it was clear it had not been an easy process, leading them

to experience stress and describe it as ‘traumatic’:

We spent a fairly traumatic night and by morning the next day she was taking a
bottle. Really really tough, but there was simply no option and it worked. (T3

mn).

It took 48 hours of constant refusal and strops (on her part) but finally she took

a bottle early Mon morning. It was a very stressful weekend! (T3 mn).

Although it appeared to be successful, cold turkey was not always viewed as a viable
method for managing bottle refusal, with some mothers posting they would not ‘starve
their baby’ but would rather carry on breastfeeding. One mother described feeling

judged for having used it:

The gentle approach and tips (expressing, all the money spent on different
formulas or teats!!) werent (sic) working ... | had to go back to work. So once |
was sure that she knew how to drink milk from the bottle, | decided that she was
just being stubborn. It took me 1 - 2 days of offering the bottle when she wanted

feeding....I should have done that to begin with although it was heartbreaking. |
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could have done with a bit more support instead i (sic) was made to feel like a

bad mother. A couple of days with little food will not do any harm. (T2 mn).

Interestingly, the possible adverse health outcomes of using cold turkey for mothers

were not referred to in any of the forums.

You need to persevere

‘You need to persevere’ summarises what many mothers cited as the key to success and
bottle acceptance. It was often discussed in association with being ‘patient’ with being
‘consistent’ and with ‘don’t give up’ and ‘keep at it’. Additionally, perseverance appeared

to underpin other methods used:

My LO (little one) was breasted for the first 7 months and refused the bottle for
the first 2. She eventually took the bottle if | wasn't in the room so she couldn't

hear/smell me. Just gotta keep persevering and you will get there. X (T4 nm).

Some mothers were candid in how long they had had to persevere in relation to very
small gains made. However, some advancement was often seen as a positive upon which

to work on:

My second one (18 weeks old now) will begrudgingly take only 20z or so from
them after screaming for 45 minutes first. We've tried once a week or so since 7

weeks old. (T15 mn).
A number of mothers described perseverance was required due to bottle feeding being

a ‘new skill to be mastered’. This could also be aligned with a number of mothers posting

that their baby ‘just could not work it’ (the bottle):

You need to persevere as they need to learn how to take it. We used medela

bottles. = you just gotta work at it x (T7mn)
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Routine was also associated with perseverance, and a daily attempt at introducing the

bottle was advised by mothers, often at the same time every day.

Nothing worked

‘Nothing worked’ encapsulates the many mothers who posted advice and responses on
the forums but whose babies had continued to refuse a bottle. The mothers often
recognised that their response could be difficult for other mothers to digest who were

still trying to manage bottle refusal:

Sorry to be the bearer of bad news but my son was a bottle refuser! We tried
EVERYTHING! ... unfortunately you may be in for a tough ride! Sorry I'm no help
(T4 nm).

DS2 was a bottle refuser. | was desperate as he fed every 45 mins round the
clock and I was insane from lack of sleep but to no avail. He did take a sippy cup
from about 10 months, but wouldn't have milk (of any sort) in it. Sorry, that's

not what you want to hear. (T8 mn).

For some mothers, their baby would not accept any fluids other than from the breast.
Self-weaning was reported by a small number of mothers as the eventual outcome of
their baby refusing a cup or bottle. Many mothers were still trying to introduce a bottle
but would be explicit in their advice that nothing was working. They also frequently used
the term ‘we’ve tried everything’. A number of mothers used emotive language in their
posts in relation to their circumstances such a bottle refusal being ‘torture’,

‘unbearable’, and feeling like a ‘failure’:

My DS refused a bottle completely and would not take milk (formula or

expressed) from anything or anyone. Was torture! (T6 mn).

The longer this battle of wills is going on, the more i'm just feeling like a failure.

I just dont (sic) know what else to do. (T7 nm).
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Some mothers blamed themselves for their baby’s continued bottle refusal. This was
either due to them ‘waiting too long’ to introduce one, or because they did not continue

with bottles regularly once their baby had accepted, which led to refusal again.

6.7.3 Theme 3: You can work round bottle refusal - they don’t need one

The theme ‘You can work round bottle refusal - they don’t need one’ emerged from
mothers who, instead of giving advice on how to solve bottle refusal depicted ways to
work round it. Posts usually discussed the benefits of breastfeeding, gave praise to the
poster looking for advice that she ‘had come this far’, and attempted to rationalise why
breastfed babies refused a bottle. Bottle refusal was often seen as being a normal
response for a breastfeeding baby, with mothers reassuring other mothers that there

was nothing wrong with her baby:

Why have a bottle when you can have draught. (T7 nm).

It's not the bottle that's putting your DD off - it’s just because it's not you and

she knows what's nicer!!! (T7 nm).

A number of mothers suggested waiting until the baby was eating complementary
foods, as milk feeds were not as crucial to their diet. They also attempted to reassure
mothers that this would not be for a long period of time and that the impact of bottle
refusal would change as the baby got older. Working round bottle refusal came in a
number of guises. Some mothers suggested to just ‘accept bottle refusal’. Other
mothers discussed how they managed to leave their baby for a period of time, with an

emphasis on reassurance:

In the grand scheme of things, breastfeeding goes on for such a small period of
time that its much simpler to just take the hit, and not go out. Soon your baby
will be taking their nourishment mainly from solid food and you will fondly look
back at breastfeeding days when your baby needed you. My younger two refused
a bottle till (sic) 8 months old and two weeks later were no longer breastfeeding.

Natural progression. (T2 bc)
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For me, the convenience of bf still outweighs the inconvenience of not being able
to leave lo for long periods of time... My lo (little one) won't take a bottle really-
he'll kind of have a minbie in his mouth and swallow some formula but it's not a
proper feed. Still, I've managed two nights out and when lo woke my OH just
basically tipped milk into his mouth and resettled him by rocking...Not ideal but
he lived to tell the tale and so will yours! I've just accepted it. In 3 months time
they'll be on solids and feeds will start dropping and before you know it you'll b
(sic) longing for those days where lo snuggled down into U (sic) for a feed. It's a

short moment in time, try. Try not to wish it away x (T2 bc).

Being old enough to eat food and drink water from a cup led some mothers to question

the need for bottles at all:

No drastic measures required here. | went back to work at 9 months with DD and
planning to do same again with DS and neither has ever had a bottle. The whole

bottle thing seems a waste of time to me (T10 mn).

At 7 months DD was eating quite well and drinking water etc so | wouldn’t (sic)
necessarily panic she has never, ever had a bottle and actually it is fine. Was
actually pleased | didn't have to have the hassle of bottles and sterilising on top

of a full time job! Your child doesn't need a bottle (T10 mn).

Some mothers also gave advice regarding returning to work whilst experiencing bottle
refusal and how they managed this. This usually involved an older baby who was able

to receive complementary foods:

| fed DD before | went to work, on my return and a dream feed, Her 2 pm feed
was quickly replaced with a snack. She drank from a cup from 8/9 months, | am
still feeding her and she is 2.5 years ... For the first few weeks, she leapt on me
when | got home, then it settled down. She has never, ever had a bottle and

actually it is fine....so | woudnt (sic) necessarily panic. (T10 mn)
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I was so worried I'd be leaving my baby without his mum at daycare AND
hungry without a bottle. But that wasn't the case at all. And for me,
breastfeeding really helped both me and my son feel ok about being apart for

long periods when | was back at work. (T10 mn).

Interestingly, one mother suggested bottle refusal was a scenario that was subjective

and personal,

It matters how much it matters to you. (T8 bc).

6.8 Discussion

This study aimed to provide a unique ‘mother to mother’ perspective on bottle refusal
by breastfed babies, using posts from online parenting forums. It aimed to explore
discussions around bottle refusal between mothers, without ‘expert’ interaction. It
aimed to build on the findings of study one, and triangulate findings with those of study
two, presenting a more complete understanding of mothers’ experiences. It is the first
study of its kind to explore mothers’ experiences of bottle refusal using online forum
posts. As such, it has generated new understandings of mothers’ experiences, and made
a valuable contribution to the almost non-existent evidence-base concerning the

scenario.

Three themes emerged from the online forum posts. Mothers described psychological,
physical and socio-economic reasons as to why they wanted to introduce a bottle to
their breastfed baby. These included needing some ‘me’ time, having no choice due to
acute scenarios, returning to work, and wanting to cease breastfeeding altogether.
Mothers advised on numerous methods to try to manage bottle refusal, but there
appeared to be no magic answer to bottle acceptance. Advice was often focused on
‘solving’ bottle refusal by practical means. However, some mothers posted advice to
enable mothers to ‘work around bottle refusal’ and that bottles were not needed, advice

underpinned by bottle refusal being a normal response by a baby. The impact of bottle
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refusal was overwhelmingly negative for mothers, and for some, it had psychological

consequences.

The following section will interpret the findings from the online forum posts and relate

them to infant feeding theory and literature.

The current study findings illustrate the complexities surrounding the introduction of a
bottle to a breastfed baby. Reasons to introduce a bottle were often based upon
individual circumstances, which is consistent with findings by Hoddinott et al. (2012) and
Lee and Furedi (2005). The mothers in the current study did not live generic lives, and
as such, the context surrounding why they wanted to introduce a bottle was often
‘mother specific’. From a more universal perspective however, reasons to introduce a
bottle were underpinned by physical, (being unwell), psychological (needing ‘me time’,

feeling isolated), and socio-economic (returning to work), factors.

Interestingly, the study findings show that the terms ‘need’ and ‘want’ were used
interchangeably by mothers regarding bottle introduction. From this, it could be
guestioned if mothers ‘need’ to introduce a bottle, or merely ‘want’ to introduce a
bottle, in essence, were mothers presented with a choice? Mclnnes et al. (2013), in their
discussion of influences on infant feeding, frame this debate in terms of situations that
are ‘tangible’ or ‘perceptual’, which can be applied to this study. They describe tangible
situations as being ‘within parental control’ (mothers in the current study who wanted
to attend a social event), and ‘not within parental control’ (mothers in the current study
who were unwell). Perceptual situations were associated with emotional or physical
feelings (mothers in the current study who felt isolated, lonely or depressed). This is
perhaps a less hierarchical interpretation of why mothers wish to introduce a bottle, and
reflects the importance of the ‘situation’” in mothers’ decisions (Mclnnes et al. 2013).
However, this does not prevent the mothers in this study from being labelled as ‘bad
mothers’, a concept that has long been associated with mothers who are seen to place
their own needs first when they decide to bottle feed (Carter 1995; Murphy 1999;
Murphy 2000; Dykes 2005; Faircloth 2010; Hoddinott et al. 2012; Williams et al. 2013b).

To counter this, mothers may need some ‘social space’ in order to maintain their mental
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wellbeing after giving birth. Furthermore, in order to facilitate a baby’s needs, a
mother’s needs should be recognised and met. However, the narrative surrounding this
supposition remains predominantly weighted towards the baby taking priority (Maher

1995; Marshall et al. 2007; Lupton 2011; Williams et al. 2013b).

The current study findings present various scenarios where breastfeeding was just not
possible for mothers, leaving them ‘no choice’ but to try to introduce a bottle —referred
to as a ‘crisis bottle’ by Mclnnes et al. (2013, p.9). Examples such as maternal
hospitalisation, jury service and attending a drivers awareness course certainly posed
challenges to mothers whose baby refused to feed other than by the breast. In these
instances however, the need to introduce a bottle would not have been purely down to
maternal separation, with UK rules and policies preventing babies from accompanying
their breastfeeding mothers being an influencing factor. Publicised examples of these
include a breastfeeding mother whose exemption from jury service was declined
because she was told her baby could be fed by a bottle (Charlton 2015). In addition a
breastfeeding mother was not allowed to bring her baby into a drivers awareness course
(BBC.CO.UK 2017). Furthermore, a breastfeeding mother experiencing bottle refusal
had to resort to recruiting mothers on Facebook to breastfeed her baby whilst she was
hospitalised. The hospital would not allow her baby to stay with her (Telegraph.co.uk
2016). In addition, it is evident that the lack of recognition, knowledge and
understanding surrounding bottle refusal has the capacity to further complicate such
scenarios. It could be argued that if breastfeeding was the ‘norm’ in the UK instead of
formula/ bottle feeding, mothers would not need to be separated from their babies in
all instances. Rather than facing policies and rules that prevent babies from
accompanying them, it would be acceptable for mothers to attend a driver’s awareness
course, jury service, or be treated in hospital with their baby alongside them. For the
mothers in the current study who were facing bottle refusal, this could alleviate some
of the challenges they faced. However, it is acknowledged that for this to happen a socio-
cultural shift would be required, ‘normalising’ breastfeeding and reversing the UK bottle

feeding culture (Brown 2015; Leahy-Warren et al. 2017).
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In line with previous UK research, the current study found mothers’ return to work to
be a motivation to introduce a bottle (Gatrell 2007; Hoddinott et al. 2011; McAndrew et
al. 2012; Skafida 2012; GOV.SCOT.UK 2018). Continued breastfeeding whilst working is
not readily undertaken in the UK, due to lack of practical support, and it not being the
cultural norm (Dykes 2005; Gatrell 2007; Andrew and Harvey 2011; Skafida 2012;
Desmond and Meaney 2016). Gatrell (2007), discusses how breastfeeding and working
presents a contradictory situation for mothers, between conforming to ‘suitable
embodied behaviour’ in the workplace, where breastfeeding is a ‘taboo’, and providing
‘what was best’ for their infant (p. 393). The mothers in the current study who wanted
to introduce a bottle in preparation for their return to work, were not attempting to
undertake anything out of the ordinary, and were to an extent conforming to the socio-
cultural norm. What sets them apart from mothers whose baby will accept a bottle
however, is the anxiety attached to returning to work knowing their baby will not be
accepting milk in their absence. This finding gives further insight into the complexities

of working and experiencing bottle refusal, which were alluded to in study one.

The current study findings depict some mothers were ‘breastfeeding against their
wishes’. Although bottle refusal led to an extension of the duration of their
breastfeeding, the lens through which this was viewed by the mothers was not always a
positive one. These mothers were meeting the bio-medical, public health and moral
rationale for breastfeeding, and exhibiting the ‘good mothering’ associated with it
(Maher 1995; Carter 1995; Murphy 1999; Murphy 2000; Dykes 2005; Faircloth 2010;
Hoddinott et al. 2012; Williams et al. 2013a; Spencer et al. 2014). However, it is clear
these factors alone were not enough to influence the continuation of breastfeeding. This
illustrates the complexity of breastfeeding which Dykes (2006) aptly describes as a
‘biopsychosocial process that is dynamic, relational and changes over time’ (p.204). In
addition, it implies that ‘success’ in breastfeeding does not necessarily equate to a

positive experience.

Current study findings highlight that not all mothers saw the ‘restrictions’ of
breastfeeding and impact of bottle refusal as wholly negative. Some adopted a more

pragmatic view, evidenced by acceptance towards bottle refusal. This finding widens
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understanding of those mothers that reported bottle refusal as having no impact or a
positive impact on their breastfeeding experience in study one. Although mothers’
differing responses to bottle refusal can be aligned to individual circumstances, the
possibility of maternal personality or temperament being an influencing factor should
be considered. This is reiterated in previous studies concerning breastfeeding, where
maternal personality had an impact upon breastfeeding duration and the ability to
overcome breastfeeding challenges (Bottorff 1995; Hauck and Irurita 2003; Hegney et
al. 2008; Ricotti et al. 2015; Jardine et al. 2017).

The current study findings highlight the challenges mothers were facing in relation to
their baby’s bottle refusal which led them to seek help online. This is evident in study
one, where mothers reported the internet as the most used source of advice and
support. The use of online sources for advice and support by mothers is not a new
concept. Mothers often offer, seek, and utilise, un-evidenced advice for all aspects of
childcare, including infant feeding (McKeever and Mckeever 2017), an exercise that is
increased by the presence of online resources (Morton Robinson 2001; Suler 2004; Fox
et al. 2015; Newby et al. 2015; Yamada et al. 2016; Haslam et al. 2017; Bridges et al.
2018). In addition, due to the lack of knowledge of bottle refusal, there is little
alternative professional evidence-based information for mothers to refer to. Thus,
mothers’ migration to online forums to utilise anecdotal advice from anonymous

sources would seem inevitable.

The current study depicts an overwhelmingly negative picture of bottle refusal
portrayed by the mothers, with emotive language used to describe their experiences at
times. Emotive language is common within online discussions, (Morton Robinson 2001,
Suler 2004), and may have been included by the mothers to engender a response to
their requests for help. In addition, the ‘disinhibition effect’ may be applicable, whereby
people ‘act out’ more intensely due to the anonymity, invisibility and asynchronicity of
online platforms (Suler 2004, p. 321). However, the anonymity of the online discussions
may have allowed the mothers to express more openly and honestly how they felt about
their experience of bottle refusal. This is a concept echoed by previous authors

concerning online dialogues (Drentea and Moren-Cross 2005; Widemalm and Hjarthag
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2015; Haslam et al. 2017). The option to discuss issues honestly and anonymously can
be particularly applicable when the ‘posters’ are undertaking a practice that is deemed
to be ‘deviant’ or against professional advice (Loudon et al. 2016; Germain et al. 2017).
This can be applied to bottle introduction, where mothers exhibit ‘deviant’ behaviour
due to wanting to introduce a bottle to their breastfeeding baby (Murphy 1999). Thus,
in essence, although the posts may have been ‘enhanced’, and the disinhibition effect
(Suler 2004) may have been active, the underpinning theme of a negative experience is

likely to be real.

The study findings highlight the dilemma bottle refusal created for mothers due to their
pursuit of bottle acceptance in the face of their baby’s refusal. Previous studies
concerning weaning from the breast depict different courses of action taken by mothers,
when they have met with resistance from their baby. Marquis et al (1998) found most
mothers continued to breastfeed, or at times undergo relactation, if their baby exhibited
a negative reaction to weaning. Bghler and Ingstad (1997) described a process of
‘negotiation’ occurring between mother and child when weaning was resisted. These
courses of action see the mothers responding to the conflict by relinquishing control and
‘giving in’ to their baby. In contrast, Hauck and Irutia (2003) reported mothers
‘dismissing’ their baby’s resistance to weaning. This course of action sees the mothers
responding to the conflict by assuming control and waiting for their baby to ‘give in’, a
course of action which appears to have been assumed by the majority of mothers in this

study whose online posts were analysed.

The study findings show that mothers were willing to request and accept advice from
anonymous sources, appearing to be driven by their ‘desperation’ to find an answer to
solve their baby’s bottle refusal. In addition, it is likely that the ‘collective experiencing’
of bottle refusal would have acted as an authentication of those posting advice and the
advice they were posting. This concept is supported by Gray (2013), who in her study of
online social support for breastfeeding, discusses how mothers probably prefer
information from mothers who have ‘been there’ (p. 8). This was also evident in a study
of a closed Facebook breastfeeding support group undertaken by Bridges (2016), who

found other mothers gave an ‘authentic presence’ (p.7). In addition, both studies found

230



information-giving from mothers who had shared experiences as providing emotional
support. In the case of the mothers in the current study, this could have amplified their

receptiveness to advice.

It is clear from the current study findings that there was an emphasis by mothers on
‘solving’ bottle refusal, synonymous with a medicalised model of infant feeding (Dykes
2005). However, it was also clear that no ‘one solution fits all’ and for some mothers, it
was not ‘solvable’ at all. Due to the lack of published research surrounding bottle refusal
by breastfed babies, the advice being posted was purely experiential, anecdotal and un-
evidenced. Of concern were the potentially ‘harmful’ practices being advised,
particularly as many mothers were open to ‘try anything’ in order for their baby to
accept. These findings provide additional understanding of how mothers manage bottle
refusal, which was reported methods-wise in study one. In addition, it exhibits the
lengths some mothers will go to in order to enable bottle acceptance, again advancing
knowledge gained from study one. This study calls for information to be cascaded to
mothers concerning the current lack of evidence to support the practices they employ.
This should be balanced by support for mothers, including suggestions on how to
continue to breastfeed alongside their baby’s bottle refusal. This support could be

disseminated via online breastfeeding support platforms which UK mothers access.

In contrast, the study findings highlight certain methods purported to be ‘key’ to
success. One of the ‘key methods’ was that of ‘finding the right bottle’, akin to the
mothers in Egan’s study who tried different bottles and teats when faced with bottle
refusal (Egan 1988). The UK bottle market is extensive, marketing bottles that
manufacturers purport to exhibit the characteristics not only of a breast but the
mechanism of breastfeeding as well (Geddes et al. 2012; Segami et al. 2012). The
majority of the evidence to support the bottles being able to solve bottle refusal or
reduce nipple confusion is almost entirely anecdotal. However, bottle company
websites contain testimonials from parents and in some cases nurses and lactation
consultants, which can increase credibility (mimijumi.com; tommeetippee.co.uk). In
addition, ‘tips’ on how to overcome the challenges of moving from breast to bottle are

often referred to on the websites (medela.com; mimijumi.com; tommeetippee.co.uk).
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Returning to work, in particular, is focused upon as a time a bottle is needed, with one
brand naming their bottle the ‘back to work’ bottle (mimijumi.com). Interestingly, a
recent report on the global baby bottle market, determines a key driver in growth as
more mothers going out to work (Technavio.com 2018). With such focused marketing
on the challenges mothers face when introducing a bottle to their breastfed baby, it is
therefore not surprising that ‘finding the right bottle’ is rationalised by mothers as a way
to overcome it. However, the fact that some babies in the current study refused to feed
from any bottle indicates that this method is not universally successful, and to an extent
confirms the low level of success reported in study one. Transparent information
regarding bottles and teats, including the evidence underpinning their ‘effectiveness’ in
relation to bottle refusal, would help mothers make informed decisions in relation to
purchases. Furthermore, research is required in relation to bottle brands and how they

overcome bottle refusal.

It is evident from the study findings that a bottle was the designated substitute for the
breast rather than a cup, which is the suggested alternative (NHS and UNICEF 2015c).
Previous studies have shown mothers not to favour a cup due to spillage (Dowling and
Thanattherakul 2001), concerns over inadequate intake (Malhotra et al. 1999; Dowling
and Thanattherakul 2001) and inconvenience, especially at night (Malhotra et al. 1999).
In addition, ‘cup refusal’ - a scenario like bottle refusal that appears to be under
recognised — was experienced in this study. Other receptacles such as a straw were
mooted, however there is no current evidence to support them as an alternative to the
breast. This study highlights a gap in research in relation to alternatives to breastfeeding,
bottle and cup for healthy older babies, which could potentially be utilised by mothers

experiencing bottle (and cup) refusal.

The current study found ‘cold turkey’ to be a further ‘key method’ leading to success,
which confirms findings from study one. Cold turkey was usually undertaken as a ‘last
resort’ and proved to be distressing for most mothers who used it, a finding which
possibly explains why so few mothers reported undertaking it in study one. Although
the current study found cold turkey appeared to be ‘successful’ - in that it led to eventual

bottle acceptance - this success should be tempered with the possible adverse outcomes
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for both mother and baby. Acute cessation of breastfeeding can lead to engorgement,
mastitis and breast abscess (Noonan 2010). In addition, withdrawal of milk from a baby,
especially one who is not eating complimentary foods, can lead to dehydration (Staub
and Wilkins 2012). Furthermore, the impact of psychological distress for both mother
and baby should not be discounted. The current study is unable to support the use of
cold turkey as a method to ‘solve’ bottle refusal, however it also recognises that mothers
will continue to use it. It suggests therefore, that mothers receive information
concerning the potential adverse health effects of cold turkey - which were not always
recognised by mothers in this study - in order to make an informed decision to undertake

it.

The study findings exhibit ‘perseverance’ as a final ‘key method’ associated with success
(bottle acceptance), which contributes to an understanding of the finding from study
one, where mothers who intended to feed most frequently from a bottle, were most
likely to report bottle acceptance. Perseverance is a personal quality which has been
linked to mothers’ ability to overcome breastfeeding challenges in previous studies
(Bottorff 1995; Hauck and Irurita 2003; Hegney et al. 2008; Burns et al. 2010; Edmunds
et al. 2013). Perseverance, in the current study, was described in terms of being
persistent and routinely exposing the baby to a bottle. This is very much indicative of
westernised model of parenting, where ‘routine’ and ‘control’ in relation to feeding are
dominant (Dykes 2005). In addition, there was also a belief that bottle feeding needed
to be ‘learnt’ by a breastfed baby, thus it could be mooted that a process of ‘training’
was being initiated by the mothers. Paradoxically, the notion of a baby having to be
‘taught’ to feed is currently reserved for the practice of breastfeeding rather than bottle
feeding, with the former, once deemed an intuitive natural practice, being framed as

something that now requires instruction (Dykes 2005, Burns et al.2012).

It is evident from the current study findings that bottle acceptance did not always occur,
even in the event of having ‘tried everything’. Mothers in Egan’s study also faced
permanent bottle refusal (Egan 1988), as did mothers in study one. The caveat that
‘nothing worked’ was often posted and there was a recognition that this may be difficult

for some mothers to hear. On consulting online sources of online breastfeeding support
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which mothers access, there are few who repeat this caveat. In addition, although
accepted as a potential challenge, bottle refusal appears to be ‘minimised’ by bottle
companies who often describe it as short term and solvable (medela.com,
mimijumi.com). Thus mothers can be lulled into a false sense that bottle refusal is
something that can, and should, be overcome with ease. For this not to happen may
spell failure on their part, and this was alluded to by some mothers in this study. This
may explain why mothers experience bottle refusal negatively, and builds upon findings
in relation to the impact of bottle refusal from study one. In addition, the prevailing
message that bottle refusal is a solvable scenario may lead mothers to believe their baby
is exhibiting ‘abnormal behaviour’ if it consistently refuses. A ‘normalising’ of bottle
refusal by breastfed babies, framing it as a natural response by a healthy, well baby,

could help counter this, and information surrounding the scenario should reflect this.

The study findings demonstrate that not all mothers expressed the need to solve bottle
refusal. There was, instead, an emphasis on ‘working around it’ and accepting it, with
mothers being able to reconcile themselves to its occurrence. This illustrated a more
pragmatic response to the scenario of bottle refusal, and resonates with a study by
Jardine et al. (2017), who found mothers who viewed breastfeeding pragmatically were
later able to acknowledge potential barriers and solutions to overcome them. This
finding contributes to an understanding of how mothers experience bottle refusal,

building on findings from study one concerning impact.

The theory that breastfeeding provides more than nutrition has been widely discussed
(Gribble 2006; Gribble 2009; Entwistle 2014; Papp 2014; Reddy et al. 2015), and
appeared to reverberate with the mothers in the current study who worked around
bottle refusal. Bottle refusal was contextualised as a natural response, with the mothers
seeing it as the baby making a preference for breastfeeding and the mother instead. This
could be aligned to theories of attachment, where breastfeeding produces a secure base
for a baby (Gribble 2006; Tharner et al. 2012; Gibbs et al. 2018; Weaver et al. 2018).
The study also found some mothers depicted bottle refusal as an interlude in their
baby’s life. This appeared to enable them to accept the challenges it brought. However,

this approach of being able to see the ‘bigger picture’ was often discussed in hindsight
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and a certain amount of ‘rosy retrospective’ may have influenced it. In addition, this
positive interpretation may be rather more difficult for mothers to adopt when in the
midst of bottle refusal. Furthermore, for those mothers facing acute circumstances such

as hospitalisation, a pragmatic response would be difficult to apply.

The study findings also illustrate that for some mothers bottles were simply not needed.
This replicates current guidance that a breastfed baby should progressively move from
breast to cup (NHS and UNICEF 2015c). However, as discussed earlier, the use of a cup
as an alternative to a bottle is not always viewed positively by mothers. In addition, some

mothers reported their baby refused a cup in addition to a bottle.

6.9 Study Limitations

Due to the nature of the mothers’ posts (anonymous, using pseudonymes), it is difficult
to ascertain the authenticity of their posts (Germain et al. 2017). Analytics undertaken
regarding the forums do indicate a UK base of females (Alexa.com), however it is
acknowledged that there are no measures to examine the authenticity of the posters
themselves. Due to the majority of the posts focusing on wanting to ‘solve’ bottle refusal
a negative perspective may have been increased, although posts are included in the
findings concerning mothers who viewed the scenario more positively. Due to
anonymity and the nature of online forum posts, dialogue it less likely to be mediated
than if in a formal conversation. Thus, a more ‘enhanced’ view of bottle refusal could
have been portrayed using emotive language. In addition, the fact that the data was
selected from mothers who were posting on online forums could additionally reflect the
views and experiences of mothers most likely to participate in such forums. Due to the
posts being short in length, it could also be argued that only a ‘snap shot’ of bottle
refusal was being portrayed and thus analysed. However, the fact that many of the
posters were posting whilst experiencing bottle refusal, meant that the data collected
was to an extent ‘real time’. Finally, due to the nature of online forums as a form of data
collection, there is an inability to ‘follow up’ posts and ascertain meaning, which could

have impacted upon the data collected. However, the overall mixed methods design of
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this research, and the triangulation of data from the qualitative phase, should to an

extent, offset this issue.

6.10 Conclusion

The study findings present bottle refusal by breastfed babies as a complex and
challenging scenario for most of the mothers, one that is not easily —if at all —resolvable.
Reasons why mothers wanted to bottle feed their breastfed baby were in addition
complex, spanning physical, psychological and socio-cultural factors. The scenario was
found to impact negatively upon most mothers, with few responding pragmatically to it
and working around it. This study provides a rationale for recognition and understanding
of bottle refusal, in order to provide mothers experiencing it with effective support and
advice. This in turn could lead to mothers having a more realistic view of bottle refusal,
leading them to experience it pragmatically and positively. Recommendations for

practice and future research in relation to this study will be discussed in chapter 8.

The following chapter will present the integrated findings of all three studies of this

programme of research.
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Chapter 7 - Integrated findings

7.1 Introduction

This chapter will present the integrated findings from the three studies in relation to
mothers’ experiences of bottle refusal by their breastfed baby. It will discuss how the
integration of the studies was undertaken, by using a narrative approach of weaving.
The overall research findings using overarching themes will also be presented.
Interpretation of the findings will be discussed with particular reference to infant
feeding literature. This chapter also contains a series of reflective and reflexive stop offs
taken from a reflective diary, used to put thoughts and actions during this stage of the

research into ‘real time’ context.

Reflective stop off

I had undertaken all of my data collection and analysis but was yet to integrate my
studies. | hadn’t really considered what my overall findings would look like or how |
would present them to the wider world. Other than choosing an approach to integrate
them, | had not yet taken the final step of ‘solidifying’” my research. A conversation
with a midwife and then a health visitor friend, and attendance at a thesis writing day
changed all that however. Independently of each other, the midwife and health visitor
friends asked me ‘What had | found out?’, “ What should | be telling mums about bottle
refusal?’ and ‘What should | be telling my colleagues?’ In addition, at the writing day,
an initial exercise was to write down the ‘take home messages’ from my research: |
didn’t have any. This is why | couldn’t really answer my midwife and health visitor
friends’ questions. This was the first time | had truly thought about my findings as a
whole, and how | would transmit them. | knew bottle refusal was complex but | needed
to go beyond that and ensure that my overall integration and findings did justice to

the studies and to the mothers who had taken part.
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7.2 Integration of findings

7.2.1 The approach

The practice of integrating findings in a mixed methods project can be complex.
Sandelowski et al. (2013), in their discussion of extracting findings from mixed-methods
reports, describe various challenges which are applicable to this research. They include
deciding which research findings to use; which can be testing due to the findings usually
being located, conceived, and presented, in separate qualitative and quantitative
reports (Sandelowski et al. 2013). In addition, they describe the extraction of findings as
being a ‘highly interpretive process’ (Sandelowski et al. 2013, p.1429), which could
potentially jeopardise a study remaining true to its original findings. When undertaking
the integration of both quantitative and qualitative findings, Stange et al. (2006)
describe the need for ‘considerable parsimony’ (p. 293), whilst Curry et al. (2013)
describe linking studies to ensure ‘output is synergistic’ (p.5). Thus, it is evident when
integrating MMR data, that the researcher’s judicious selection of the findings and their
approach to assimilating them is crucial. This was taken into consideration when

undertaking the integration of findings within this programme of research.

Fetters et al. (2013) describe how integration at the interpretation and reporting stage
of MMR can assume three approaches; narrative, data transformation and joint
displays. Due to the qualitative emphasis of the programme of research, a final
integration of the three studies was undertaken using the narrative approach. Within
narrative integration, Fetters et al. (2013) discuss three further approaches. The
‘contiguous approach’ separates qualitative and quantitative findings within one report.
The ‘staged approach’ reports findings separately in separate reports. The ‘weaving
approach’ - which was selected as the integration method for the current research - is
described by Fetters et al. (2013) as ‘writing both qualitative and quantitative findings
together on a theme-by-theme or concept-by-concept basis’ in a single report (p.2142).
It entails going between the quantitative and qualitative findings (weaving), whilst
comparing and integrating them (Classen et al. 2007). This approach was selected as it

enabled a complete and in-depth integration of the three studies, which would
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strengthen the overall findings, and in turn provide a greater understanding of mothers’

experiences of bottle refusal.

7.2.2 The process

Fetters et al. (2013) do not provide a ‘step by step’ guide in relation to the process of
merging the findings of studies. However, it was felt that a systematic approach to the
integration would be conducive to strengthening the overall findings. With this in mind,
and in order to commence the process of integration, the overall research design, overall

aim and research questions, and the findings from each study were revisited.

Research design
The research was undertaken using a mixed methods sequential design undertaken in
two stages. Three individual studies were undertaken, with priority being given to the

gualitative stages (see figure 26).

Figure 26 Sequential mixed methods design

Study 1 (quan)

Online
Questionnaire with
mothers

Study 2 (QUAL) Study 3 (QUAL)

Online forum posts by
mothers

Semi-structured
interviews with
mothers
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Research aim and research questions
The aim of this programme of research was to gain an understanding of mothers’
experiences of bottle refusal by their breastfed baby. In order to achieve this a series of

research questions were developed across the three studies.

1. What is the context surrounding why mothers want their breastfed baby
to feed from a bottle?

How do mothers manage bottle refusal?

What support do mothers receive when experiencing bottle refusal?

What is the potential impact of bottle refusal?

ook W

Why do mothers think their breastfed baby refuses to feed from a bottle?

Research findings
Each study’s findings were reported separately, and re-read. The key findings and
themes were then brought together in tabular form in order to begin a preliminary visual

integration across the studies (see table 19).

The research questions were used as the ‘concepts’ around which the quantitative and
qualitative data were woven. This provided a framework for the selection of findings,
which, as previously discussed, can be challenging in the case of MMR. It also allowed
for exploration of findings that may have contradicted each other across the three
studies. Furthermore, it recognised the mixed methods design of the research, where

differences were apparent in the quantity and focus of data.

During the process of weaving, five overarching themes were developed which captured
the quantitative and qualitative findings related to the five research questions (see
figure 27). Their development was undertaken by using each research question as a
central concept. The qualitative themes and quantitative data were then woven around
them. In addition, the conceptual and theoretical frameworks were referred to, in order
to give further focus to the process of weaving. New overarching themes emerged which
were subsequently named. This process was not unlike the steps undertaken previously

with thematic analysis during studies two and three (Braun and Clarke 2013).
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Table 19 Key findings from the three studies

Study 1 - Findings
(quan)

Study 2 — Findings
(QUAL)

Study 3 — Findings
(QUAL)

. Main reasons to introduce:
59% family/partner could feed,
36% social life/independence

«<22% methods used worked
.Cold turkey 42% acceptance

.75% wanted baby to have
bottle occasionally/one off

.More often wanted baby to
feed from bottle shorter length
of time to eventual acceptance.

.More often wanted baby to

feed from bottle (every feed)
more likely to accept

.Median length of time to
acceptance: 9 weeks

.Older the baby at introduction
shorter length of time to
eventual acceptance

.Older the baby at introduction
more likely to accept

.Refusal - odds 1.53 times higher

if had previous refusal compared
to if not had previous refusal

«36%: no advice helped

.26% BR had negative impact on
BF, 7% positive, 49% no impact

.More mothers than expected
reported negative impact with
acceptance

.Less mothers than expected
reported positive impact with
acceptance

.Hindsight: 47% would have
given bottle earlier, 14%
considered it, 33% not done
anything different, 6% not given
a bottle at all

Needing a breastfeeding
balance
e [t'sall down to me
e Give me a break
e Returning to work

Finding a solution
e We tried everything
e No one could help us
e It needs to be talked
about

Using bottles: it’s a taboo
subject

The consequences
e Stress, guilt and
resentment
e Feeling trapped
e It has its positives

Why do they refuse?
e Bottle refusal or
breast preference?
e Babiesare
individuals
e Nipple confusion:
myth or reality?

| want my baby to have a
bottle because...
e |'ve got no choice
e I'ma working mum
e |needsome ‘me
time’
e |'ve done enough
bf now

There’s no magic answer
but try this...
o Please help I'm
desperate
o I'll try anything
e |t'sall about
finding the right

bottle

e |hadtodocold
turkey

e You needto
persevere

e Nothing worked

You can work round bottle
refusal — they don’t need
one
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Figure 27 Overarching themes — programme of research

Breastfeeding
does not
always fit with
mother's lives

Infant feeding: Its a problem

it's ' with no simple
complicated... Mothers \ solution
experinces of
bottle refusal
by their
breastfed
baby
Its mainly Support was
negative but it not helpful:
can have its breast was
positives seen as best

Reflective stop off (part one)

The ‘weaving’ of the findings was not an easy process and it exposed ‘tensions’
between the types of data collected. Although the research had an emphasis on
qualitative data, the quantitative data appeared to try to ‘dominate’ at times. In
addition, the initial structure used to present the themes and sub-themes in studies
two and three needed to be ‘disrupted’ to represent the new themes aligned to the
research questions, something | was resistant to. | began to recognise that | was being
too prescriptive in relation to the integration and needed to take a more flexible
approach, which although time consuming, would stay true to the data.

(part two)

| was integrating my research findings, and was concerned that some of the findings
from the individual studies we