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Design: A nested qualitative study analysed data from N=10

women with a larger birthweight infant (=4,000g). Face-to-face,

semi-structured interviews were audio-recorded and transcribed

verbatim. Grounded Theory methodology was used to analyse

data.

Results: A pre-existing Grounded Theory of breastfeeding experi-

ences derived from women with average birthweight infants did

not hold true among women with larger birthweight infants. An

alternative Grounded Theory was therefore proposed comprised

of three discrete themes: Infant Ability to Breastfeed; Attenuating

Maternal Concerns; and Reality of Breastfeeding.

Conclusions: Larger infant birthweight is potentially a protective

factor against breastfeeding latch and lactation difficulties. It is

associated with alleviating maternal concerns, helping to reduce

disparities between expectations of breastfeeding and reality, but

does not alleviate the demands breastfeeding places on women.

Healthcare professionals help to attenuate women'’s concerns, how-

ever the support needs for women with larger birthweight infants

may not differ from existing care recommendations.
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Introduction

As a global public health priority, women are recommended to exclusively breastfeed
their infants for the first six months of life and extend breastfeeding up to two years
(World Health Organization (WHO), 2013). Despite evidence-based guidelines for
breastfeeding support (World Health Organization (WHO), United Nations Children’s
Fund (UNICEF), 2018), prevalence rates worldwide remain low and breastfeeding rates
rapidly decline across the postpartum period (Victora et al., 2016). In the UK, breast-
feeding rates are amongst the lowest in the world with only 23% of women exclusively
breastfeeding at six-to-eight weeks postpartum, declining to less than 1% at six
months (McAndrew et al,, 2012). Barriers and facilitators to breastfeeding intention,
initiation, and continuation are well documented among populations of healthy women
who give birth to healthy, term infants (Dennis, 2002; McFadden et al., 2017). However,
there is a paucity of evidence specifically designed to investigate breastfeeding prac-
tices among women who give birth to healthy, larger birthweight infants.

The term macrosomic defines infants with a birthweight greater than 4,000g or
4,5009 (weight limits across definitions vary), whereas the term large-for-gestational-age
(LGA) describes infants with birthweights greater than the 90™ or 95™ centile (Koyanagi
et al., 2013; National Institute for Health and Care Excellence (NICE), 2019a). Centile
definitions control for infant sex and gestational age, can be country-specific or tai-
lored to individuals (Koyanagi et al., 2013; Royal College of Paediatrics and Child
Health (RCPCH), 2013). A lack of standardized definition of larger infant birthweight
contributes to the complexity of the evidence currently available (National Institute
for Health and Care Excellence (NICE), 2019a) for the influence of larger infant birth-
weight on infant feeding practices.

Cross-sectional research from Indonesia found breastfeeding initiation rates (within
24 hours of birth) were significantly higher among macrosomic infants (100%) than
average (94.9%) birthweight infants (Ayukarningsih & Dwinanda, 2015). In a USA
cohort of women giving birth to macrosomic infants, breastfeeding initiation rates
varied between 53% and 75% depending on maternal BMI (Cordero et al.,, 2015).
Longitudinal evidence from the USA, Norway, and China suggested larger birthweight
infants received breastmilk exclusively for both longer (Chiavaroli et al., 2016; Leonard
& Rasmussen, 2011) and shorter durations (Lande et al., 2005; Yu et al., 2008) than
average birthweight infants. Existing evidence also found larger birthweight infants
were significantly more likely to be introduced to solid foods before six months of
age compared to average birthweight infants (Lande et al.,, 2005; Yu et al., 2008).
Evidence to date is limited and not yet explored women's experiences of feeding
larger birthweight infants.

The World Health Organization (WHO) (2018) has identified tailored breastfeeding
counselling as a priority for research, as breastfeeding support strategies may be
more effective when tailored to women and their experiences (Lumbiganon et al,,
2016; McAndrew et al., 2012). Understanding whether women who give birth to larger
birthweight infants experience unique barriers to breastfeeding is crucial to inform
how care and support may be (re-)developed to improve breastfeeding outcomes in
a group where the benefits of breastfeeding may be particularly valuable. For example,
evidence suggests a larger infant birthweight is associated with an increased lifetime
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risk of obesity, diabetes, and cardiovascular disease (Poston, 2012). Breastfeeding has
been found to attenuate the risk of such morbidities (Horta & Victora, 2013; Victora
et al., 2016), providing an early life intervention to support the optimal growth and
health of infants across the lifespan.

Breastfeeding is a unique health behaviour which relies on combined physical and
psychological abilities of mother and infant, and often requires external support from
healthcare professionals and women’s social community. Breastfeeding behaviour is
of interest to multidisciplinary healthcare teams where physiological and clinical factors
may be priorities in efforts to support breastfeeding. However, understanding breast-
feeding through women’s own perspectives and experiences remains important in
ensuring they are empowered and supported socially and psychologically to breastfeed
their infants for as long as they desire. In the absence of existing qualitative evidence
aimed at understanding women'’s experiences of feeding larger birthweight infants,
Grounded Theory provides a suitable methodology to contribute new theory to the
limited evidence-base (Glaser & Strauss, 1967; Holton & Walsh, 2016).

Research using Grounded Theory has explored women's perceptions and practices
of infant feeding behaviours in the early postpartum period and found women make
personal and practical provisions for breastfeeding (Oosterhoff et al., 2014). Further
Grounded Theory research has identified that challenges in the postnatal period
impact antenatal intentions and present competing goals for breastfeeding women
(Sheehan et al., 2013). A nested qualitative study found women predominantly expe-
rienced breastfeeding latch difficulties and insufficient milk supply, which continue
to create barriers to breastfeeding (Teich et al., 2014). Recent research has elaborated
on this evidence by specifically exploring breastfeeding experiences among healthy
women with healthy, average birthweight infants (Davie et al., 2021). The theory
outlined barriers to positive breastfeeding experiences. Women were found to perceive
infant behaviours as signs of ‘good’ or ‘problematic’ feeding, and a painful breastfeed-
ing latch led woman to experience breastfeeding negatively with pronounced physical
and psychological distress. The current study aimed to test this existing grounded
theory (Davie et al., 2021) to understand whether perceptions and practices of infant
feeding are distinct among women who give birth to larger birthweight infants. The
original theory and methodology used to compare the existing theory are described
in the following section.

Methods
Setting and participants

This was a nested qualitative interview study within a longitudinal cohort study.
Women were purposively sampled based on eligibility criteria following completion
of the cohort study, and invited to take part via email. Study advertisements were
also displayed in local healthcare centres. Eligible women were >18years old, currently
living in London (UK), and had a healthy larger birthweight infant aged between four
and twelve months. In the absence of a standardised definition, a larger infant birth-
weight was defined a priori as infants with a birthweight of 4,000g or above (Koyanagi
et al, 2013; National Institute for Health and Care Excellence (NICE), 2019a). Women
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were not eligible to take part if they had a diagnosed mental health condition, or if
their infant was premature (<37*%weeks gestation) or admitted to a neonatal intensive
care unit. Recruitment was open between June and December 2019. Women were
offered a £20 shopping voucher as a ‘thank you’ for participating. A total of 13 women
were interviewed and 10 women’s data were included in analyses. Two women were
excluded from analysis because their babies’ birthweight was reported to be <4,000g
during interviews, and one woman had a feeding experience that differed significantly
from the phenomena explored here (see Figure 1). Face-to-face, semi-structured
interviews were conducted in participants’ homes or university meeting rooms, where
infants were welcome. The women who took part in this study were older (MAge =
35.2years), predominantly White, cisgender, worked in professional occupations, and
all completed university education. All women were either married/civilly partnered
or cohabiting with a long-term partner, and eight women were born outside the UK.
Infants were born between October 2018 and April 2019 and weighed M=4,1869 at
birth (see Table 1).

Data collection

An interview schedule was used to collect data about five aspects of infant feeding:
Starting feeding, decision making, barriers and facilitators, infant birthweight, and
support. The same scheduled developed for use in the original theory (Davie et al.,
2021) was used in this study. The semi-structured nature allowed interviewers [PD ,
LJ] to explore key aspects of women’s perceptions and practices of feeding across all
participants, and probe unique experiences raised by women. Interviews were
audio-recorded, transcribed verbatim by the research team [PD , LJ], and
pseudo-anonymised (see Table 1). A short, structured questionnaire collected demo-
graphic data on women and their infants. Interviews lasted between 42-100mins
(M=68.72mins). An interdisciplinary health research team from psychology and wom-
en’s health enabled diverse interpretations of the data whilst ensuring any precon-
ceived notions about the data or theory generation did not go without challenge.

Testing a pre-existing grounded theory

A recent study explored experiences of breastfeeding among women who gave birth
to healthy full-term, average birthweight infants (Davie et al., 2021). Grounded Theory
analysis of the data revealed three distinct themes that captured women'’s breast-
feeding experiences. Women monitored four aspects of infant behaviours (wet and
dirty nappies; infant crying; weight gain; feeding frequency and duration) as ‘Perceived
indicators of ‘good’ feeding’ (Theme 1) to assess whether feeding was going well.
Women also described their experiences of ‘Breastfeeding latch’ (Theme 2) as ‘good’
or ‘bad’ (i.e. with pain and discomfort). Women's ‘Overall breastfeeding experience’
(Theme 3) were described as positive, negative or uncertain. The analysis concluded
that women appeared to give precedence to their experiences of latch over indicators
of ‘good’ feeding (e.g. where a painful and uncomfortable latch could outweigh per-
ceived cues that feeding was going well) such that experiences of latch could be
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Figure 1. Flow Diagram of Participant Recruitment. Women were recruited from an existing longitudinal
cohort study and poster advertisements displayed in local healthcare centres. *One woman interviewed
was recommended by healthcare professionals to use formula milk in hospital, and exclusively expressed
breastmilk (i.e. no direct breastfeeding) from hospital-discharge onwards to combination-feed her
infant. As the experiences and support needs of women who exclusively express breastmilk are unique
and not well understood (O'Sullivan et al., 2017; Strauch et al., 2019), and differed from the phenomena
explored here, data from this interview were not included in analyses.
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understood as a mediating factor in how women experienced breastfeeding overall.
The theory was described as a pathway analysis where three different breastfeeding
experiences were achieved through four different pathways. This study aimed to
explore whether this Grounded Theory held true in the context of women who give
birth to larger birthweight infants.

Guided by the principles of ‘testing’ a Grounded Theory (Corbin & Strauss, 1990;
Silverio et al., 2019) a specific population, phenomenon of interest, and context are
set as parameters for investigation. In the original theory (Davie et al., 2021) these
were healthy women (population) breastfeeding (phenomena) healthy average birth-
weight full-term infants (context). In the present study, both the phenomenon of
interest and the population were kept the same, including the demographic charac-
teristics of women in the samples. In both samples, women were predominantly
White, married/civil partnered or cohabiting with a long-term partner, all educated
to degree level and working in professional occupations (see Table 1; Davie et al.,
2021). However, in this study the context was changed to include healthy, larger
birthweight term infants. In-line with previous guidance (Corbin & Strauss, 1990) the
theoretical perspective, data collection method, and analytical approach were retained
in this study to test the theory of the original study (Davie et al., 2021).

In this study, an inductive, data-driven analysis (Glaser & Strauss, 1967; Holton &
Walsh, 2016) generated a series of codes and focussed-codes, before super-categories
and themes were developed. Initial coding saw codes such as ‘ability, latch, demand;
grouped into the focussed code of ‘breastfeeding ability’. Codes such as ‘shock, antic-
ipate, plan, and prepare’ were grouped into the focussed code of ‘expectations;, whereas
the focussed code of ‘weight monitoring’ included codes of ‘track, monitor, centile’
Focussed codes were used throughout subsequent transcripts in-line with the
constant-comparison method, before merging to form super-categories.

Attempts were made at all stages of analysis to match codes and focussed-codes
from this analysis to the original theory. Whilst initial codes and super-categories
were comparable (for example codes such as ‘latch ‘demand’ ‘weight-gain’ were
observed in both analyses), this could be attributed to using the same interview
schedule and investigating the same phenomenon of interest. However, when
focussed-codes were formed and super-categories were collapsed into themes in
order to generate a theory, the relationship between these themes was fundamentally
different from the original theory (Davie et al., 2021), meaning the original theory is
unlikely to “apply to a broad range of situations” (Corbin & Strauss, 1990. p15). For
example, ‘latch’ appeared in codes and focussed codes in both analyses, but as a
super-category in this study it was not associated with pain or emotional valence
and did not feature as a predominant theme throughout transcripts. Similarly, women
monitored infants’ behaviours as cues of feeding success, but the data here are dis-
tinct because these behaviours were attributed to infants’ ability to feed rather than
an assessment of feeding success as observed in the original theory. Women in this
sample also expressed considerably less concern and anxiety about infant weight loss
compared to the context of women who gave birth to average birthweight infants.
Finally, notions of worry, anxiety, distress, and inherently negative experiences were
not prevalent in these data. Therefore, a new theory was proposed, grounded in the
data available, and specific for this context (larger birthweight infants).
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Attenuating
Maternal Concerns

* Feeding Frequency
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Figure 2. Thematic Grounded Theory map illustrating themes and subsumed super-categories
(boxes). Women experienced and attributed their infants as having ability to breastfeed (Theme
1: Infant Ability to Breastfeed). Where women expressed concerns with breastfeeding, these were
attenuated by larger infant birthweight and healthcare advice (Theme 2: Attenuating Maternal
Concerns). Women'’s experiences of baby ability to breastfeed helped to reduce discordance
between expectations and the Reality of Breastfeeding (Theme 3), and the association was facil-
itated through attenuated maternal concerns.

Data analysis

The specific approach and methodology adopted in this study was designed for use in
interdisciplinary health research (Silverio et al., 2019). An iterative constant comparison
method was used meaning each transcript was compared to the preceding transcript(s)
before coding the next (Glaser, 1992; Holton & Walsh, 2016; Silverio et al., 2019). Focused
codes, super-categories, and theory generation were discussed and debated amongst
the research team [PD, DB, SAS, JC]. Theoretical saturation was accepted when analysing
data from additional transcripts did not introduce any new concepts (Holton & Walsh,
2016; Vasileiou et al., 2018). Due to the iterative nature of analysis, data saturation was
initially discussed amongst the team after seven transcripts were coded and agreed
upon at the end of analysing ten transcripts. Thematic diagrams facilitated theory gen-
eration and guided final theory formation. In finalising the grounded theory, the research
team debated the theory to establish a coherent narrative which outlined the processes
and patterns observed in the thematic diagram (see Figure 2).

Ethical approval

Ethical approval was awarded by a national Research Ethics Committee (Ref: 18/
LO/0740) and data were handled in-line with EU Data Protection Regulation guidelines.
Women provided fully informed written consent before the interview.

Results

In theory generation using data from all participants, nine super-categories were
merged, collapsed, and/or split to form three themes (see Figure 2): Infant Ability
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to Breastfeed (latch, signs of satiety, milk supply); Attenuating Maternal Concerns
(feeding frequency, weight loss, overfeeding); and Reality of Breastfeeding (expecta-
tions of feeding, adjustment to the feeding role, self-doubt and hard work). The
findings of each theme are presented first, followed by an interpretation of theory
which describes the interrelationships between themes. lllustrative quotations from
each participant are used in the narrative below to example key components of
the theory.

Theme 1. Infant ability to breastfeed

All women in the study reported intending to breastfeed and referenced three signs
of effective feeding (breastfeeding latch; signs of satiety; milk supply), which contrib-
uted to being able to successfully breastfeed from the early postnatal period. Women
directly and indirectly attributed infants as having ability to breastfeed, independent
of maternal desire, which contributed to the successful initiation and maintenance
of breastfeeding.

Breastfeeding latch
Women experienced infants were able to latch without pain, and perceived their
infants as capable of latching efficiently without difficulties:

“I think so because he was, he was such a big boy and he had, he was strong, besides being
big, he was very, very strong... you know his mouth was big, he was able to, he had the
strength to suck properly, to hold on, he could hold his head up basically when he was born.
So, I think that that did make a difference...” - Lauren, first baby

Some women perceived their infants as ‘just knowing what to do’ and having
‘instinct’ to breastfeed and latch correctly (see Table 2):

“I mean ‘cause she kind of latched on straight away...Um, but she could always find my
nipple, she would always feed, she would always, you know, she'd been on for a little bit at
a time and then you know, seemed satisfied when she came away. Um... yeah... She just
seemed to know what she was doing.” - Vivienne, first baby

When women did experience pain or discomfort, this was perceived to be ‘normal’
or ‘expected’ pain that would be time limited:

“Um, so yeah it was kind of like the normal pain of ‘okay | know this is gonna be on for a
few days; a week, or whatever, but it did pass....” — Marissa, third baby

Some women experienced pain due to underlying physiological cause (e.g. tongue
tie or positioning difficulties). However, once resolved, women did not experience
any further or persistent problems with breastfeeding latch and infants could feed
effectively:

“So, | suppose once we kind of got out of the issues with the tongue tie, that he was satisfied
after feeds, so he would kind of come off and he'd be happy to, to do other things and to
wait those hour and a half, two hours without kind of demanding or crying for more food...
he seemed content | suppose.” - Olivia, first baby
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Table 2. Supplementary quotations providing evidence for themes and super-categories.
Theme 1: Infant Ability to Breastfeed

Breastfeeding “..I anyway tried straight away like in the hospital within an hour erm and he latched
Latch on, so | was like, okay, so he really knew very well...yeah it was quite instinctive...”
- Monica

Signs of Satiety “Well that they were-, well that they would latch and they were latched for a while, |
assume they're getting what they need. And that they fell asleep. | just think that they
were tired, and they had had enough ‘cause | think if they were really hungry they
would cry a lot more um. So that was my assumption, and the signs was that they
are latching when they need to latch and that they're sleeping, and that they’re not
gonna starve.” - Marissa

“She was always, er, yeah, she was, | mean, | saw that she was satisfied at the end right
and settled and like has a has a full tummy, right. And so that would be... Seems
soothed by it, welcome it, was always kind of contented with it and by it” - Angela

“..he knew what he was doing but also the I, you can feel your milk coming out... you

can sort of feel it pulling, and sort of sometimes a bit in your armpit you think this is
amazing, and like he’s actually feeding and I'm producing this stuff which is feeding
this baby... And it’s all just happening, and it worked perfectly” - Sarah

“seeing that the first day he was able to feed and then that my milk came, and that |
had like an oversupply as well, that was very good.” - Olivia

Theme 2. Attenuating Maternal Concerns

Feeding “I think he still drinks a lot at each feeding but he can go for longer he doesn’t need it

Frequency every hour or anything. And | think it helps that he can get a lot at once instead of
having to-, lots of small, little snacks along the way or anything...Um, yeah? But |
think ‘cause he was able to go longer yeah cause he was bigger. So he could go the
distance between feeds.” - Marissa

“I got worried that he didn't get enough because he didn’t want to drink but then he was
still growing, so | thought it’s fine, I'm not going to force him to drink if he doesn’t
want to” - Monica

Weight Loss “I saw the doctor and the doctors was like, just get her weighed every couple of weeks
cause essentially, it’s just as long as she’s still putting on weight. Cause what you don’t
want her to do is fall from the 90th and end up on like the 10th percentile. But the
fact that she got to the 50th and then just stayed there, they're like ‘that’s where she’s
meant to be!” - Vivienne

“I'd taken him to the health visitor and he'd dropped from between 91st to 98%
percentile to between the 75th and 91st, so obviously they’re not worried at all, they’re
kind of going ‘oh well that’s great it's slowed down” - Sarah

Overfeeding “.. sometimes he would want to eat much more frequently, and | was a bit worried erm
that he was eating too much, but then | was reading a lot of information leaflets
from the NHS and information and it said that breastfed babies can’t be overfed, that
you are producing what they need...yeah, when | read that | was like, oh okay then,
I'm not that concerned...” - Lauren

Theme 3. Reality of Breastfeeding

Expectations of “I always knew that | was going to breastfeed no matter what size he was, but even |

Breastfeeding was shocked how much harder it was than your kind of sold it to be. It's been sold as
being this easy natural thing that just kind of comes to you erm, and it’s not...”

- Olivia

“I hadn't anticipated those things. | thought that we would have a very equal
child-rearing experience and how naive was I? And | think, and I'm taking maternity
leave, this is, this is my job. And | get that. But |-, my job doesn't ever stop...If I'm-, if
we're both at home I'm responsible for her. I'm the boss of <baby name>" - Vivienne

Milk Supply

Adjustment to “But we were always, | think that maybe it's important to add that we were
the Feeding always < baby name>, you know, baby-led in everything that we do...she wants breast
Role and so that’s what we do, like | don’t know, maybe it's right, maybe it's wrong but we

do what < baby name > tells us...Or we try to as much as feasible....” - Angela

“I stopped worrying about silly things, like you know, that may be something doesn’t
work with the schedule or you know, | don’t know, | remember that before like silly
things would make me very upset, but you know, | just realised, okay, the most
important thing is him and, you know, being with him...” — Erica

“I think | always thought that ‘oh | want to be this cool kind of Mum; you know that
someone like, you know, not be so, um addicted, not addicted to the baby, but
obsessed, that no one can look after him, only me, he belongs to me, you know, | can
do that, but once he came and he was so tiny, it was really, really difficult to leave
him” - Erica

(Continued)
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Table 2. (Continued)

Self-doubt and “I think I... my own worry and anxiety was actually was probably this time around my
Hard Work biggest challenge. Was | making, was | being too busy, kind of looking after everyone
else and doing the house and having two other children, and having too much on the
go to be spending enough time feeding her? Was she not having enough? Was she
not growing enough?” — Katia
“..so even though it went really well, for me, like my story of breastfeeding feels quite
like uncomplicated, | don't think lightly about it, like | think it's quite a dedication...”
- Monica

Signs of satiety

Women perceived multiple aspects of infant behaviour as signs that infants were
feeding sufficiently, including infants falling asleep after feeds, being content, weight
gain, having good output and feeding for sufficient durations (see Table 2):

“So, first, you know all the physical things and | was noticing he was sucking properly, he
was latching on properly, erm he was obviously increasing weight so that was good. | noticed
that he wasn't uncomfortable. | was happy with the position that | was in, the position that
he was in.” - Lauren, first baby

Some women also discussed they trusted their infants to feed as required and
perceived feeding patterns as a sign of their infant’s ability to ‘take what they need"

“And so, | think I've been lucky that my personality type has been more, more willing to kind
of remain calm and just trust the baby’s instinct and trust their appetite. Give them, try my
best to give them what they want, when they want it...” — Katia, third baby

Milk Supply

Through perceived signs of satiety, women were reassured by infant behaviours that
they were receiving adequate nutrition and subsequently did not express worry about
breastmilk production, even when they could not quantify milk intake:

“Yeah, | mean | feel like he’s growing, and he’s healthy and he’s happy and he’s alert so I'm
like well he seems to be getting what he needs so. Yeah, so | mean for me he seems like he’s,
you know, getting what he needs from the milk so far.” - Marissa, third baby

“..so the knowing when he’s finished, | think I've always found a bit difficult, but | don't
think that fed through to worrying about whether he'd had enough milk or not. And | can't
rationally explain that...” - Sarah, first baby

Women were also reassured by physiological signs and sensations of breastfeeding
and milk production that infant milk intake was sufficient (see Table 2):

“..that one day that | mentioned where she wouldn't stop feeding, that was probably the
only day where | was like... ‘How much? Will it run dry?! I've got no idea!” And then | do
remember at one-point kind of squeezing and there’s still a bit of milk, | was like, ‘still milk
in here!” [Laughs]. So... Yeah, that was not something | really thought about or worried
about.” - Vivienne, first baby

Theme 2. Attenuating maternal concerns

Although women perceived infants were able to breastfeed and did not experience
persistent difficulties, women still expressed some concerns about feeding frequency,
infant weight loss, and overfeeding. However, infants’ larger birthweight was perceived
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as a sign of adequate nutrition and helped to reduce maternal concerns. These per-
ceptions were affirmed by advice from healthcare professionals, which further atten-
uated maternal concern about feeding.

Feeding frequency

Women raised concerns when their infants were perceived as feeding too frequently,
or not frequent enough, but reasoned their infants ‘needed more nutrients’ or ‘could
go for longer’ due to their size (see Table 2):

“So, when other babies were kind of bringing it down to maybe every three, four hours, he
was still wanting to feed every two, two and a half hours and | think that was literally just
he needed the food.” — Olivia, first baby

Women who raised concerns about feeding frequency were reassured by advice
from healthcare professionals that normalised cluster feeding and feeding patterns,
as well as affirmations from healthcare professionals that feeding was sufficient. The
importance of this reassurance from healthcare professionals was highlighted in
instances where it was absent. When women did not receive adequate reassurance
about feeding frequency from healthcare professionals, they continued to raise
concern:

“Yeah. Also, we also asked the personnel at the hospital, the midwives ‘what’s going on?
Baby'’s feeding constantly, not giving us sleep!’ [They said] It's cluster feeding relax [laughs]”
- Megan, first baby

“..if someone had explicitly said, you've got a big baby, if he hadn't kept up his weight
trajectory there might be a problem but he has, and that means he’s feeding fine and you
really don't need to worry about it... Yeah, but if someone had said the reason he is doing
that [feeding frequently] is because you're feeding is going well then | would have felt better
about it | think.” — Sarah, first baby

Weight loss

When infant’s growth did not track on their birthweight centile, and they gained
weight at a slower rate, women raised some initial concern about infants ‘dropping
down’ the centiles:

“Um, | was worried because they say that that’s something that is a potential worry... you
kind of expect to see them putting on weight at a certain rate and she put on weight at less
than that rate...” — Vivienne, first baby

However, women were reassured by perceptions that larger birthweight infants
‘were still gaining weight, that they were ‘expected’ to become average or ‘could
afford’ the weight drop:

“..but | wasn't ever really worried about his weight because he’s such a, because I, rationally
could always say to myself, he has weight to lose, it’s fine, | don’t need to worry about this.”
— Sarah, first baby

Women were further reassured by advice from healthcare professionals that con-
firmed their own perceptions (see Table 2):
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“When the GP said to me, that’s because their birth percentile doesn’t necessarily reflect the size
that they’re meant to be, it just reflects they’ve had a really good time in the womb [laughs]
the last few weeks before they were born. They’'ve had a good pregnancy but not necessarily
that they’re going to be that big all throughout their life” — Katia, third baby

Overfeeding concerns

Women also reported concerns about overfeeding their infants due to their larger
birthweight. However, maternal concerns were attenuated if infants had slowed weight
gain or did not continue to grow exponentially.

“I didn’t think he was going to be that big... | don’t want him obviously to be obese or you
know, have problems with his weight and so on but to be honest by now, I think he dropped
almost to sixty percentile, sixty... so | think he was just bigger because he was two weeks
older when he was born and that’s really...Yes, so the midwives, they don't have any issues
with him dropping...” — Frica, first baby

Women's concerns about overfeeding were reassured by advice from healthcare
professionals and health services that breastfeeding was protective and that ‘breastfed
babies could not be overfed’ (see Table 2):

“..Yeah, that he was putting on so much weight and then came back to no ‘you can't over-
feed a breastfed baby’; we kind of need to all have the same awareness” — Olivia, first baby

Theme 3. Reality of breastfeeding

Women described their expectations about what they thought breastfeeding would
entail. However, the expectations and the representations of ideals which women
held about breastfeeding were somewhat discordant with their lived experiences of
breastfeeding. While infant ability to feed and attenuated concerns helped to reduce
discordance between expectations and reality, women still had to ‘adjust to the feeding
role’ Throughout their experiences, women described ‘self-doubt’ and acknowledged
breastfeeding was not achieved without hard work and perseverance.

Expectations of breastfeeding

Women held explicit expectations about what breastfeeding would be like, which
accounted for a level of physical difficulty and demand, and helped women to antic-
ipate potential problems:

“I have quite a lot of friends who have babies so I'd heard some stories that it doesn’t always
go naturally, and it's not always very easy in terms of latching, there can be problems... So |
was prepared for that | knew that, you know, it’s not going to be 100% perfect latching and
things like that” - Megan, first baby

“The first few weeks are really like, really the most demanding | find in terms of setting up a
rhythm with them. Um so yeah, so that’s what | expected, not being able to get really any-
thing done but sit around with the baby and have them feed for most of the day.” - Marissa,
third baby

Women also expressed they tried to have ‘low’ or ‘no’ expectations so as to avoid
disappointment or distress if experiences were different:
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“I had that mentality that | wasn't going to mind if things didn’t go one way and | had to
change it but luckily erm, it was, it was all easy so that increased my confidence seeing that
the first day he was able to feed...” - Lauren, first baby

Women recalled they had anticipated breastfeeding could be difficult to establish,
but their infants being able to breastfeed without difficulties meant it was ‘one less
thing to worry about”:

“the fact that she could feed and that that was easy was-, is-, you know it wasn't even a
‘Oh I'm really satisfied, you don't kind of think of it, or | didn’t think of it in a “Great. This
is absolutely what | wanted” It was more, ‘Good. What else have | got to worry about?” -
Vivienne, first baby

However, women also expressed there were certain aspects of breastfeeding they
had not anticipated even when they were experienced, such as the emotionality or
‘intensity’ of breastfeeding, which made breastfeeding more challenging than antici-
pated (see Table 2):

“And | think having had more awareness of that beforehand, would kind of prepare you
better for it, so actually just knowing right, you’re going to have a month of literally
barely leaving the seat, but this is why, and then it gets easier from there... | knew it
was going to be intense but it was more than | expected it was going to be” - Marissa,
third baby

“I think it’s always emotional talking about baby...but also there’s something so much more
emotional about the feeding thing which | didn't really expect” — Sarah, first baby

Adjustment to the feeding role
The reality of breastfeeding required women to adjust to the responsibility of feeding
and incorporate the needs of the infant alongside their own:

“But | definitely... in my own life | reorganised a little bit more, so | spent less time going out
and doing things and more time sitting at home with her making sure that she was having
a good go at feeding on a regular basis.” - Katia, third baby

“I think before | had a baby, | didn't understand that, that think how hard it is for the mother...
I think that because | anyway look after him, that’s sort of a natural impulse. But to look
after myself, it’s like the hardest part because he always comes first even though it was a lot
like ‘put your life jacket on yourself first and then the baby’ but in practice I, | would do him
first” — Monica, first baby

Women also adjusted their perceived priorities to account for the importance of
their new role:

“I would say actually now my main driver is as much as anything for the closeness and
the emotional bond and then, like before you have a baby you think things matter, like
convenience and like not washing bottles and nutrition [laughs] and then when you have a
baby, erm you're perfectly willing to do loads of inconvenient things in your life...” - Katia,
third baby

Overall, women adjusted to the feeding role over time by accepting the role would
be challenging and inconvenient, attempting to be flexible, and acknowledging the
ever-changing nature of infant feeding (see Table 2):
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“..there are so many different possibilities as to why he’s upset and you have absolutely no
control over the vast majority of them....I think one of the things | found, so there was the
kind of understanding, understanding that your baby may be difficult for kind of a week at
a time and actually that’s fine and it doesn’t mean that your breastfeeding is failing, or that
you can't carry on doing it.” — Sarah, first baby

Self-doubt and hard work

Even though women did not experience overriding difficulties with breastfeeding,
they still experienced self-doubt about whether breastfeeding was going well or not
(see Table 2):

“..all these transitions make you of course a little bit insecure, uncomfortable or unbalanced
but know that it's going to be okay.” - Monica, first baby

Women also acknowledged their experiences of breastfeeding required hard work
and a level of self-sacrifice, and balanced perceived efforts against the experienced
benefits of breastfeeding:

“..1 hadn't realised what a burden it would be solely on me. And the thing is, it is, and it
isn't... biologically I, you know, I'm... I'm her food source... So again, it's something that I'm
pretty conflicted about, but then I... | feel really privileged that I've been able to...that I'm
able to do this.” - Vivienne, first baby

“Yes, er, probably not the first month because there was kind of a rough start and you're
not sure what you're doing with your first baby. Enjoyed to an extent, yes, maybe sort of
80% enjoyed it and 20, 20 not because it is demanding...So yeah kind of mixed feelings
probably mostly enjoyed but it’s not, not the easiest thing to do.” — Megan, first baby

Interpretation of theory: Easier, but not easy

Women perceived and experienced their infants had ability to breastfeed (Theme
1). Where women did express concern, they were reassured by larger infant birth-
weight and affirmations from healthcare professionals (Theme 2: Attenuating
maternal concern). Maternal experiences of ‘Infant’s Ability to Breastfeed' (Theme
1) were observed to reduce disparities between women’s expectations and ‘Reality
of Breastfeeding’ (Theme 3), and this association between Theme 1 and Theme 3
was facilitated through ‘Attenuating Maternal Concerns’ (Theme 2). Women held
explicit expectations about breastfeeding which accounted for a threshold of
physical difficulty and demand, but still experienced unanticipated changes and
challenges. Women's experiences of ‘Infant’s Ability to Breastfeed’ helped to reduce
discordances between expectations and reality, but women still had to adjust to
the lived reality of breastfeeding. This required women to adjust to the respon-
sibility of feeding, and despite women being able to breastfeed without overriding
difficulty, women still experienced self-doubt and acknowledged breastfeeding
was hard work. Overall, breastfeeding may have been easier for women with larger
birthweight infants, in comparison to the observed experiences of women with
average birthweight infants (Davie et al., 2021), but breastfeeding was by no
means ‘easy’.
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Discussion

This study aimed to qualitatively ‘test’ a Grounded Theory of breastfeeding experiences
in a new context. The pre-existing theory of breastfeeding experiences among women
with average birthweight infants (Davie et al., 2021) was not found to hold true in
the context of women who gave birth to larger (=4000g) birthweight infants.

In this study, women did not experience persistent difficulties with breastfeeding
latch or lactation, and directly or indirectly attributed infants as having ability to
breastfeed. Even when pain had a recognised physiological origin (e.g. tongue tie),
women did not experience persistent difficulties once the issues were addressed.
This is distinct from experiences observed in the context of average birthweight
infants where women reported persistent pain and difficulties with breastfeeding
latch that did not always resolve, and caused physical and psychological distress
(Davie et al, 2021). It is possible a larger infant birthweight may protect against
latch difficulties as infants may have larger mouths and increased strength and head
control movement, making the physiology of latching easier and reducing the like-
lihood of nipple pain and trauma; a common reason for early breastfeeding cessation
(McClellan et al., 2012). By latching effectively, infants facilitate the demand and
supply relationship of lactation, stimulating adequate milk production (Riordan,
2010a). This may also explain why women with larger birthweight infants perceived
infants were feeding sufficiently and did not express concern over milk supply. This
is distinct from patterns of behaviour observed in women with average birthweight
infants (Davie et al., 2021), who monitored infant behaviours as signs of feeding
success and questioned their milk supply when infant behaviours were perceived as
problematic.

In the context of women who gave birth to average birthweight infants, women
also responded to infant weight loss with anxiety and distress (Davie et al., 2021).
Although women who gave birth to larger birthweight infants raised some initial
concerns about infant weight and growth, the same anxiety and distress was not
observed. Women perceived larger birthweight infants were expected to have or
‘could afford’ slowed weight gain. These perceptions were repeatedly affirmed by
advice from healthcare professionals, which helped to alleviate concerns about
feeding sufficiency and potentially avoided unnecessary supplementation.
According to WHO-UK guidance, sustained slowed weight gain dropping two or
more centiles (or three centiles for infants with a birthweight above the 91
centile) is used for a threshold of concern and calls for primary care assessment
(National Institute for Health and Care Excellence (NICE), 2017; Royal College of
Paediatrics and Child Health (RCPCH), 2013). While a larger infant birthweight
reassures women, healthcare professionals should take care to ensure infant
feeding and growth is assessed holistically, as reassurance through birthweight
alone may conceal suboptimal growth due to physiological issues (e.g. tongue
tie) or underlying morbidity.

Maternal concerns about overfeeding infants is unique to this context and
women referenced concerns over childhood obesity. Larger infant birthweight is
a recognised risk factor for childhood obesity, which may be attenuated through
exclusive breastfeeding and exacerbated through formula supplementation and
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early introduction of solid foods (Camurdan et al., 2011; Lande et al., 2005).
Breastmilk is uniquely tailored to infants’ nutritional needs and its complex com-
position means infants do not receive excess nutrition than required, regardless
of feeding frequency (Riordan, 2010b). Evidence-based healthcare advice that
breastfed infants cannot be overfed reassured women in their ability to breastfeed
and reduced concerns about overfeeding. However, for women with larger birth-
weight infants who are combination- or formula-feeding, concerns about over-
feeding cannot be effectively attenuated with the same advice, and should be
investigated in future research.

As observed across previous research (Fox et al., 2015; Hoddinott et al., 2012),
women in this study held explicit expectations about breastfeeding that helped to
manage experiences and prepare for difficulties. For example, women anticipated a
threshold of physical difficulty when establishing breastfeeding. Antenatal education
that discusses the realities of motherhood and actively prepares women for chal-
lenges, provides women with the knowledge, confidence and management practices
necessary to breastfeed successfully ( Leurer & Misskey, 2015; McFadden et al., 2017;
World Health Organization (WHO), United Nations Children’s Fund (UNICEF) 2018).
Antenatal care and education (such as the UNICEF Baby Friendly Initiative) and pos-
itive previous breastfeeding experiences are recognised to increase the likelihood of
breastfeeding in the early postnatal period (McAndrew et al., 2012; McFadden et al.,
2017; World Health Organization (WHO), United Nations Children’s Fund (UNICEF),
2018). Women in this study may have received sufficient antenatal education (and
knowledge from previous experience) that meant they were well-prepared for the
realities of breastfeeding, and feeding success may therefore be unrelated to larger
infant birthweight. Women in this study were also older, married/cohabiting with a
long-term partner, and educated to degree level, increasing the likelihood of main-
taining breastfeeding (Dennis, 2002; McAndrew et al., 2012) independent of infant
birthweight.

Breastfeeding is valuable to women and infants, but as a health behaviour it
places additional demands on women during a vulnerable time in the postnatal
period. Previous research highlights breastfeeding is considered an idealism of
motherhood (Shloim et al., 2015) and incurs unexpected psychological challenges
for women as they attempt to assimilate needs of their infant alongside their own,
as observed here. Evidence from this study also support previous observations that
breastfeeding behaviour gives rise to competing goals for women (Sheehan et al,,
2013) as they make personal and practical adjustments to account for the impor-
tance of the new behaviour (Oosterhoff et al.,, 2014). Furthermore, women in this
study continued to experience self-doubt in the absence of breastfeeding difficulties
and required reassurance from healthcare professionals to alleviate their concerns.
It is therefore unlikely these experiences are unique to women with larger birth-
weight infants, and suggests women’s support needs for breastfeeding may not be
distinct from existing care recommendations advocating for consistent and pre-
dictable postnatal care tailored to women'’s individual care needs (National Institute
for Health and Care Excellence (NICE), 2019b; World Health Organization (WHO),
United Nations Children’s Fund (UNICEF) (WHO) 2018; World Health Organization
(WHO), 2018).
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Implications for practice

Findings from this study provide some insight into effective support for breastfeeding
women, and direction for future research.

In this sample of women with larger birthweight infants, women did not experience
persistent difficulties with breastfeeding latch or lactation, which helped to make
breastfeeding easier for women. Previous Grounded Theory research found breastfeed-
ing latch difficulties and insufficient milk supply were predominant barriers to breast-
feeding success and contributed to women having negative breastfeeding experiences
(Davie et al., 2021; Teich et al., 2014). In addition, latch pain is one of the most common
reasons women cease breastfeeding early (Hauck et al., 2011; McClellan et al., 2012).
Supporting women to have a pain-free and comfortable breastfeeding latch, and
punctual assessment of physiological issues with lactation, can help to establish breast-
feeding early in the postnatal period and support women to have a positive breast-
feeding experience overall. These findings and implications for practice are
complemented in conclusions from the original theory (Davie et al., 2021).

Findings from this study also highlight the necessity of reassurance and consistent
support, even in the absence of breastfeeding difficulties. For example, women with average
and larger birthweight infants worried about feeding frequency when intervals between
feeds were perceived as too short or too long. These concerns are common amongst new
mothers and existing evidence highlights women often lack clarity and confidence in
determining how long and how often to breastfeed (Fallon et al,, 2014; Leurer & Misskey,
2015). Women with larger birthweight infants attributed feeding frequency to their larger
birthweight and provided heuristic reasons for feeding patterns (e.g. ‘needed the food’).
When women recognise a reason for feeding frequency (perceived or actual) they are
reassured in their ability to breastfeed (Marshall et al, 2007) and maternal concerns are
attenuated, as observed in this study. Previous Grounded Theory exploring breastfeeding
experiences also suggested when maternal interpretations of infant feeding cues are
accurate, the demand and response positive feedback loop between mothers and infants
is harmonious and supports breastfeeding (Waller et al., 2015).

Healthcare professionals can help to reassure women by normalising cluster feeding,
promoting evidence-based guidance for on-demand breastfeeding not constrained
by frequency of duration (World Health Organization (WHO), 2013; World Health
Organization (WHO), United Nations Children’s Fund (UNICEF) 2018). Similar patterns
in attenuating maternal concerns were also noted with infant weight gain, and sug-
gest consistent and evidence-based reassurance from healthcare professionals help
to provide women with confidence in their own abilities to breastfeed (Fox et al.,
2015; Hoddinott et al., 2012). This is consistent with existing evidence that advocates
for good quality breastfeeding support and counselling in the absence of breastfeeding
difficulties (McFadden et al., 2017; World Health Organization (WHO), United Nations
Children’s Fund (UNICEF) 2018). This includes health education available to women
in the antenatal period. Unrealistic expectations about infant feeding can cause post-
natal conflict between ideals and realities and create needs that are unmet by the
current healthcare systems (Fox et al., 2015; Hoddinott et al., 2012). A previous
Grounded Theory has highlighted how women'’s experiences of breastfeeding and
breastfeeding support are shaped by the discordance between their expectations and
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reality (Hunt & Thomson, 2017). As discussed above, ensuring women are well-prepared
for the realities of breastfeeding will provide women with the confidence and skill
to breastfeed long-term.

Limitations

All women recruited for this study intended to breastfeed and exclusively breastfed
for at least four months, but women were not sampled based on their feeding prac-
tices. This suggests a self-sampling bias was present, meaning women included had
capacity and capability to breastfeed and may have been more open to discussing
breastfeeding experiences. In line with Grounded Theory methodology (Glaser &
Strauss, 1967; Holton & Walsh, 2016), the experiences of women observed here may
only be transferred or contextualised among breastfeeding women, and further
research is required to understand combination- or formula-feeding experiences among
women who give birth to larger birthweight infants. Existing evidence suggests pre-
disposing factors for macrosomia (i.e. maternal obesity and diabetes) present additional
barriers to breastfeeding (Haile et al., 2016; Turcksin et al., 2014), which were not
accounted for or explored in this study. In addition, this study specifically targeted
breastfeeding women in the recruitment strategy rather than parents. As we acknowl-
edge that not all breastfeeding parents may identify as women, this limits how these
findings can be transferred or contextualised

A lack of standardized definition of larger infant birthweight introduces complexity
to data presented. As larger infant birthweight was defined by weight limit, it is difficult
to distinguish whether breastfeeding patterns and experiences are related to absolute
birthweight or gestational development. Among infants included, although all were
>4,000g, only five were also considered LGA according to WHO-UK growth charts (Royal
College of Paediatrics and Child Health (RCPCH), 2013). The sample was homogenous
in terms of sociodemographic characteristics, but homogeneity of the sample is crucial
to Grounded Theory methodology which aims to generate theoretical explanations for
a specific phenomenon in a specific cohort (Glaser, 1992; Silverio et al., 2019).

Conclusion

A pre-existing Grounded Theory of breastfeeding experiences derived from women
with average birthweight infants was not found to hold true in the context of women
who gave birth to larger (=40009g) birthweight infants. A new Grounded Theory sug-
gested women with larger birthweight infants perceived and experienced infants had
ability to breastfeed with effective latch, which likely facilitated lactation and breast-
feeding establishment from early in the postnatal period. Women’s concerns about
breastfeeding were attenuated by larger infant birthweight and affirmative advice
from healthcare professionals. Unique concerns about overfeeding observed in this
context were reassured by evidence-based healthcare advice and breastfeeding prac-
tices. Women with larger birthweight infants did not experience comparable levels
of worry and distress as observed in women with average birthweight infants (Davie
et al., 2021). However, this did not alleviate the burden that breastfeeding behaviour
placed on women as they still had to adjust to the lived reality of breastfeeding.
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The role of healthcare professionals as providers of reassurance and evidence-based
care throughout the postnatal period was crucial, even in the absence of breast-
feeding difficulties. This study supports observations that women require good breast-
feeding knowledge and encouragement to achieve their goals, and contributes further
evidence to support prolonged and individualised postnatal care. It is feasible that
breastfeeding may be easier for women with larger birthweight infants, in comparison
to the observed experiences of women with average birthweight infants (Davie et
al., 2021), but that did not mean breastfeeding was easy for women. This study
expanded on the currently limited evidence base for associations between larger
birthweight and perceptions and practices of infant feeding, and suggests the sup-
port needs of women with healthy, larger birthweight infants may not be distinct
from support and care recommendations currently available.
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