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Abstract:

Emotions such aguilt and blame are frequenttgported by nomreastfeeding motherand
fear and humiliatioms experienced by breastfeeding mothers when feeding in a public
context. In this paper we present new insights into steamerelated affed, cognitions and
actions areevident withinbreastfeedingnd non-breastfeedingvomernis narrativeof their
experiencs. As part of an evaluation study of the implementation of the UNICEF Uiy Ba
Friendly Initiative(BFI) CommunityAward within two primary (communityased) care
trusts in North West England, 63 women with varied infant feeding expes¢ock part in
either a focus group or an individual semi-structured interview to extheir experiences,
opinions and perceptions affant feedingUsing a Frameworlnalysis approachnd
drawing on Lazare’sategories of shamee consider how the natuoéthe event (infant
feeding) andhe vulneability of the individual (mother) interact in the social context to
create shamesponsef somebreastfeeding and ndireastfeeding mothersThree key
themes illustrate how shame is experienced and internalised thropgistee of women’s
bodies andnfant feeding methods‘undermining andnsufficientsupport’ and ‘perceptions
of inadequate mothering’. The findings of this paper highlight headifeding and non-
breastfeedingvomenmayexperience judgement and condemnatioimteractions with
health professionalss well asvithin community contextdeading to feelings of faire,
inadequacy and isolationh&re is a need fatrategies and support that address personal,
cultural, ideological and structural constraints of infant feeding.

Key terms: breastfeedingprmula feedingguilt, infant feedingqualitative,shamewomen
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Introduction

Breastfeeding is acknowledged as providing health benefits to both motherfaansl iThe
World Health Organisation (World Health Organization, 2003) recommend thaérsot
should breastfeed exclusively for the first six months, and thereaftéinue to provide their
infants with breast milk for up to two years of age or beyond. Despiteetosnmendation,
breastfeeding rates vary widely; in Sweden 83% of all babies are igrtiusreastfed at one
week of age and 11% at six months (The National Board of Health andr&y/@@4.2) in the
UK, the corresponding rates are?4@t one week andl% at six monthgMcAndrew et al.,
2012).

There are numerous accounts of women’s emotional responses toaefdingf Murphy
(1999)has suggested that regardless of how women feed their infants fégfdimg becomes
a‘moral minefield and an accountable matteas women are judged or judge themselves on
their efforts in beingnot only good mothers but also good partners and good women’ (p.187,
205).The message frequently summarisethasast is best’ reflects scientific knowledge on
the nutritional and immunological benefittbreast milk for infant¢American Academy of
Pediatrics, 20123s wdl as carryingmoralistic dimensions. In many cultures, breastfeeding is
synonymous with ‘good motheringDykes & Flacking, 2010Hauck & Irurita, 2002

Schmied & Barclay, 1999When mothers make a decisionot to breastfeed, they may
experience guilthlame and feelings of failufgakshman et al., 200@ee, 2007). Taylor and
Wallace(2012), in theitheoretical framework aimed ahderstanithg maternal responseo

infant feedingargue how formula feeding mothersy experience sham@s opposed to

guilt) through failure’ to live up to ideals of womanhood and motherhodeyTalso argue
thatbreastfeedingnothers may experience shame through the violation of feminine modesty
when breastfeeding in publiggylor & Wallace, 201, the real or imaginedumiliation, and

fear ofcriticism, associated with publisreastfeedings reported by others (Dykes, 2007
Thomson & Dykes, 2011).

Shame izonsidered to incorporatdfect(e.g. fear, anger, humiliation, self-disgust, anxiety,
low seltesteem, depression), cognitions (e.g. feelings of rejection, infgraoril

inadequacy) and actions (e.g. withdrawal and isolation or retaliatilbe(t & McGuire,

1998 Lewis, 1971 Scheff, 1997). Whilst shame is often used infeangeably with guijt
theseare considered to be two distinct emotions (Lazare,;198veff, 1997)Shame is

believed to occur when there is a breach between the cognitive evaluatieridedl self
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and that of the actual s€Rubin, 1968)The selfevaluation giving rise toh@meemerges
throughan awarenessf a deficiency ofeelings of nobeing good or good enough global
negative feeling about the self in response to a goal not reached, or soru®istiog
(Lazare, 1987Niedenthal et al., 199&cheff, 1997)Guilt, on the other handefers to
behaviours or transgressiomssense of doing‘had thing’ (or of not having done good
thing) (Niedenthal et al., 1994). Guilt comprises feelings of tension, rerandseegret, but
does not incorporate the self-condemnation associated with sharsed, 1987Lewis,
1971). One of the key problems in the definitions relates to how these emotioosuc@an
act maymake the individual feel guiltgnd on internalisation, he/she subseqlent
experienceshame(Lazare, 1987).

Shame is conseated to be a universal afthdamentasocial emotior(Kaufman, 1996). t§
emergencés based on the evaluation of ‘self’ in the form of its real or imagined eqopEa
to the ‘other’ and the imagined judgement of that appearance (convieyfedisl
expressions, gestures, verbal intonations and explicit criticism) bgttrex’(Lazare, 1987
Scheff, 1997) Tangen Miller, Flicker & Barlow(1996)define shame as:

‘..both agent and object of observation and disapproval, as shortcomings of the
defective self are exposed before an internalized observing “other”. Fistadigne
leads to a desire to escape and hide — to sink into the floor and disap(ped257)

Lynd (1958) argues that the ‘whadelf’ involvementcharacteristic of shams what makes
it so potent. People may therefore adopt defence mechanisms such as distanmsetyes
from whatever/whomever induces the feelings of shame (Lazare, 1987yugh blaming
others. Een when we know we have done nothing wiaigme can be experienced as a
consequencefd&nowing that we have presented a ‘negative’ and ‘unattractivejerné
ourselves to others (Gilbert & McGuire, 1998).

Shame may be particularly salient during the development of mateemityd Rubin, 1984).
Positive judgements in relation to infant feedingthodsmayincrease the mother’s self
confidence, whereas negative judgements produce redanédence andnaternal
wellbeing(Hoddinott et al., 201, 2ZTaylor & Wallace, 2012Thomson & Dykes, 2011). In the
wider literature, guiltand blames frequentlycited in association wittvomen’s experiences

of formula feedingwith discomfort humiliationand feamappearing as descriptors of

3



93  experiences of public breastfeeding. The aim of this paper is to pravidique perspective
94  oninfant feedingoy describing howdiscourses of shanaeevident within theexperiences
95 of breastfeeding and ndireastfeedingvomen.
96
97 Methods
98
99  Context & Setting
100  This papereports on data collected with women as part of a wider evaluation of the
101  implementation of the UNICEF/WHO Community Baby Friendly Implemémgbroject in
102  two community health facilitieg North WestEngland Focus groups and individual
103  interviewswere undertaken with stakeholders, health professionals and mothers. In this pape
104  we report on the consultations undertaken with mothers. The purpose of thedéations
105  was to ascertain their attitudasdexperiences as well as barriewsand facilitatos of infant
106 feeding,which could subsequently be utilised to help inform the planning and organisation of
107  services.
108
109  Ethics
110  The full evaluation proposal was reviewed and approved by the Researetefopment
111 Units at the two hospital trusésd full ethics approval was granted throtige Faculty of
112 Health EthicsCommittee (proposal 277) at the lead author’s UniverBityical issues in
113 relation to informed consent, confidenitigland withdrawal were adhered to throughout this
114 study.
115
116  Participants and Recruitment
117  Following heads of servicapproval, health professionals and coordinatoksagbus mother
118  and baby groups or clinics (baby massage, mother and baby groups, édeastmups)
119  wereasked to approactvomento ascertain their willingness participate. The contact
120  details of all conséing women were forwartto the first author, and focus groups dates
121 were organised between the first author and coordinatmeinitial agreemenhad been
122 sought. Atotal of 63women took partParticipant characteristiese presented in Table 1.
123
124  Insert Table 1
125
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Whilst socieeconomic identifiers were not recorded, care was taken to recruitrwfoome
areas of high and low deprivation. This was achieved by professionals bk@tgta target
women from a range of different backgrounds and infant feedingierpes to take part in

an interview. The groups targeted for recruitment were alsdesitirareas of high and low
deprivation. There were no specific exclusion criteria for this study ed fample size,

rather the aim was to elicit a broahge of views in regard to infant feeding experiences and
support need®ata collection ceased when it was considered that a diverse sample and
variety of perspectives had been obtaindtlofthe women had some experience of
breastfeedingwith their firstand/or subsequent childremyith duration ranging from a few
days to> 12 monthsTheroutinely collectedreastfeedingnitiation rates irthe geographical
areas where these women reside for the pe26§8/2009 and 2009/2010 were between 56-
63% and 6068% andor 6-8 week duration rates (total or partial breastfeediegyveer20-
30% and 22-3% respectivelyAt the time of the interview some 483%) of the women in

this studywere either fully or partially breastfeeding their infahese datauggest thahe
infant feeding rates of our participant groane fairlyrepresentativef the local population.

Data collection

A semistructured interview/focus group schedule was devised based on existizgiie

and consultation with the pegjt team. Questions were designed to elicit women'’s current
infant feeding statysntentions and motivations regarding infant feeding barriers and
facilitators tosupport (a summary of the key questions is presented in Tall&xB}three
womentook partin severfocus groups (n=3 and 28 individuainterviews(two interviews
involved two participants). Sixteen interviews were undertaken in the paritts homes,
with the remaining interviews or focus groups taking place at mother agdybaips/clinics.
The interviews/focus groups took between 25 to 80 minutes to coraplgteeraigitally
recorded and transcribed in full. All datdleotion was undertaken during 2008-2010 by the
first author.

Insert Table 2

Analysis

Analysiswas informed by the FramewoAnalysismethod orignally devised by Ritchie &
Lewis (2003) A key strength of this approacklates to the way in whidhductive
(emergentssues) and deductive (application of a theoretically informed framkganalysis

5



160 cansummarise data into thematic matricesnablepatterns or explanations to be identified
161 (Gale et al., 2013). In this studyazare’s(1987)categories of shame weused as a

162  theoretical frameworld azare(1987)postulates theghamen a medical/clinical encounter
163  maybe understood as operating from the interaction between three factorame) sh

164  inducing event; 2) vulnerability of the subject and 3) the social contéleshame We

165  selectedhis framework due to its capacity to illumindtew shames experienced through
166  an interaction of personal, cultural, structural and social factors.

167

168 Initially, two of the authors (GT, KEB3ngagedn a process ainmersion and familiarisation
169  of thetranscripts to identifkey codes and themagainst Lazare’s three categories of shame.
170  Drafts of the initial analysis were also shared and discussedRWwitin an ongoing basisA
171  single tree structure coding index was agreed and applied in MAXQDAdardriptive

172 accounts’ wersubsequently undertaken through refirent ofthe themes and associations
173 within the dataset. Finally ‘explanatory’ accounts were produced to illuminate how similar
174  concepts of shame were experienced amongst those with divergenmeeogeof infant

175  feeding.

176

177  Findings

178  Lazare(1987)considered that shame occurs through a dynamic interaction between the
179  shamdnducing eventi(e. infant feedingmethod), the individual'émother’s)vulnerability

180  and the social context. In the following sections we first consider hiawtifeeding can be
181  considered a shame-inducing event. We then describe the conditions wdderbexe the
182  vulnerabilities of new motherhood. Within the social contksee themes describe how

183  shame is experienced and internalised by both breastfeeding abdeastfeeding mothers
184  through; ‘exposure of women’s bodiasdinfant feeding methods'undermining and

185  insufficientsupport’and perceptions oinadequate motheringA selecton ofilluminating

186  quotessincluded (with a pseudonym or focus group identifiéfhilst shame comprises
187 negative emotions, it is an experience of the self which goes beyond thersnitdhduces
188  and relates to the interaction between perceptions of self and perceptionrby@tire

189 interpretations of the data illuminate how someabtfeeding and nobreastfeeding women
190 experience shame through feelings of fear, humiliation, inferionidyimadequacy. Our

191 findings also emphasise the potential negative implications of shame sesponerms of
192  social isolation and withdrawal due to the potential for pressure and countectpredu

193  effects emerging from the ‘breast is best’ discourse, and wemeiticence in seeking out
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and engaging with health professionals and services due to fear of catenorreprisals.
These findings are not intended to suggestahditreastfeeding and ndireastfeeding
women experience shame; rather that shame affects cognitions aidies and was

experienced by many of the women we consulted.

Infant feeding as a shame-inducing event

According toLazare(1987),the shameénducing events one whichnvolves individuals
experiencinghysical or psychological limitations that assault-pelfceptions of self-
control, independence and competence. All of these issues were avighemty of the
women’s infant feeding narrativeshich frequently indicated a sensef@éling out of
control and dependent on others through insufficient information aniddpakinappropriate
infant feeding support. Furthermore, whaather'sinfant feeding methodsvere not
experienced as intendéaly self and others}his could lead to feelings of incompetence,
inadequacy and inferiority.

Whilst Lazare(1987)consideredhat individuals can feel stigmatized or socially discredited,
through anticipated or actual unfavourable reactions by gthenselieved that thereere
specificcategories of ‘diseasesiat were more likely to induce shaméese categories
concern ‘offending others through their sight’; involve ‘sexual or escyairgans’ and
‘behaviours perceived by others as weak, stupid or immoral manifestatipassonal

failure’ (p. 1654). Whilst we are not suggesting that infant feeding is a ‘dist#ese’,
medicalization of infant feedingender situations and experiences where the methoohies
a ‘disease’ in terms of how shame is experienced, internalised and erretastfeeding
andbottles carall cause ‘offenceto others;similarly, due to the cultural sexualisation of
women'’s breastsnfant feedings perceived tanvolve sexualorgans andwomenmay
internalise their feeding choices as eitlfigiture (for those who do not breastfgeat morally
and socially unacceptablf®( those who do breastfee@ertain practices of breastfeeding
mayalsocarry their own shame. Breastferglioutside the home environment is an evident
and muchdiscussed example of this. A further examelates to ‘others’ judgements on
acceptable and unacceptable breastfeeding practices which appear imp$ioitigtasl with

conceptions of ‘good’ mothers and ‘gods#ibies.



228  Vulnerability of the Subject (Mother)
229 Lazare(1987)considered thawhen ourbasic emotioal needs of beinpved, tken care of

230 and acceptedre notmetwe becomesusceptible to shame. The narratives highlighted that
231 whilstthe women often held idead$ being a ‘good mothedr feelingoverwhelmed by new
232 motherhoodthecultural influences anthe lack of preparatiomade some mothers feel

233  anxious, fearful and dependent. Mothers, particularly finsg mothersoften felt

234  overwhelmed by new motherhoah experience exacerbateylthe physical and/or

235  psychological implications of childbirth, particulaftyr those who had a distressing, assisted

236  or operative birth:

237

238 I had a section and | was completely out. You wake up and your baby is there and
239 you do lose that initial bond really. .] | could not get out of bed, so someone had to
240 bring me the baby, but then | could not put him back down or anything or change his
241 nappy or anything(Teresa)

242

243  New mothers wes not always aware of what questions to askwhatsupport was needed
244 until faced with the realities of motherhodldneeded someone there, | needed support, | had
245 noidea what | was doing'The reliance on health professional support also magnified
246  amongst those with limitesupport networksno one around us apart from friends’

247

248  Many of the women halittle or no vicariousexperiencs of breastfeeding within their family
249  or personal network&no one | knew had breastfedior within the wider communityyou

250 just don’t see people breastfeeding when you are out and addatmilial history of

251  breastfeeding could positively influence a woman’s decision to bredsitfalways wanted
252 to and the reason was because of my mubthers spoke of how negative comments from
253 within their personal networks undermined their confidencepatehtiallyinducedshame

254  associated with breastfeedirghe (Aunty) said you will be like a cow. Stheren’t really

255  encouraging'’.

256

257  Conversely, manwomen referred to how they weexpected'or felt underpressure’to

258  breastfeeda pressure transmitted byltural messages as Was via health professionals.
259  Womenoftenexperienced this as additional burdenvithin the already bewildering state of
260 new motherhoad

261
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I think there was too much emphasis on breastfeeding. The tone of it needs to be
different, the way it's done needs to be different, more sensitivity arouefthitely.

You have all the pressure and you don't need it. If it's your first, trying to cope with a
new baby, nothing that you read prepares far it. (Angeld

Thediscourse around breast beibgst’ and‘natural’ was often so at odds withomen’s
pre-natalideals and expectatiorthis led toselFdoubt and anxietyl was upset that | didn't
carry on like | wanted to - | thought it would come naturallifhey[health professionals]

tell you to breastfeed and they don't tell you how painful it can be

Social Context of Shame

In this sectionhree key themes describe how shame was experienced and internalised b
breastfeeding and ndireastfeeding womeim a social contextexposure of women'’s bodies
andinfant feeding methodsundermining andnsufficientsupport’ and perceptions of
inadequate mothering’.

Exposure of Women'’s Bodies and Infant Feeding Methods

Lazare(1987) considers how shame is experienced in medical/clinical encothmaugh
experiences of physical and psychological exposure of defects, inadeqaadi
shortcomings. These issues were refleatdtienarrativesn accounts ofhe manhandling
and objetification of women’s breastandthe real or perceived negative reacticarsd

responsefrom others.

Health professionals ‘handling’ of women'’s breasts in an attempttiitdte breastfeeding
was often negatively internalised by womkazare(1987)considered thahepotency for
shame was related to the levepoblic exposure, and the sifjpance of those involvedtor
somewomen, the objectification and manipulation of their ‘sexual’ organs in front of

professionals and often their partners icadlintense distress and humiliation:

She[midwife] literally just got hold of i{breast] squeezed it and went like that
[demonstrating the actiohwas mortified, | was just like that's my breast you've got
hold of,[. . .] and they did it in front of Xpartner]and | think | did get a bit

...because men do see boobs in a different way don’t they and although | could do
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anything in front of X, | could see his face being really supportive but a bit “oh my
god”. (Lorraine)

Theprofessional’s assistangetheperformanceof a ‘natural’ activityserved to highlighthe
potential for women to be perceived by implication, and thus to perceive thes)ses
deficiert in their abilityto ‘manage breastfeedindéading to loweredonfidence in their
capaciy to breastfeed:

The one [midwife] who came pulled my gown down, plonked her on, didn't tell me

what she was doing or anything, kept rubbing her head dead hard into my boob, made

her latch on and then walked off. So | was like thank you, next time | will really know
what to dowon't I. (Gail)

As evident within the wider literatufe.g.(Thomson & Dykes, 2011jnanywomen
identifiedreal or imagined reactionie publicbreastfeeding as key area of difficulty:

I didn't do it[public breastfeeding] | was moreoncerned with people looking and
thinking why is she doing that in public she shouldn’t be here, she should be doing
that somewhere behind doors, inside in privdéya)

Only a small number of women interviewed actually breastfed in pWghidst some of
these women spoke of beifsgared at’, ‘looked at weird’, ‘frowned at, ‘tutted abr asked to
leave premises, for others it was the imagined fear of receivése tlegonses that prevented
them from feeding outside the family horiféomenoftenassociated the social stigma of
public breastfeeding with the violation of a societal nefwe are a disceetnation’ - with
the fact ohow women’sbreasts are sort of sexuakd now rather than practical’A few of
the mothers who were still breastfeeding toddlers (12+ months) aéscecefo how they felt
‘uncomfortable’and‘uneasy’feeding their infants in front of others, due to perceptions of
judgement for thisnot normal’ practice. However, the impact of the woman’s social and
cultural network in terms of whether ‘any’ breastfeeding aaseptable was also
highlighted; with breastfeeding mothers believing themselves to bigatad ashippies’,

‘weirdos’ or ‘naturalists’”:
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‘Sometimes | 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 rfAlikhabel)

In response to these cultural condemnations, women displayed actions apisirigame

such aswithdrawing from others’ (Tantam, 1998, p.118) staying at homefinding
somewhere quieind‘out of the way,; or within specifically designated breastfeeding areas,
thereby avoiding situations in which theygmt have found themselves vulneralil@zare,
1987). Women frequentlyescribed breastfeeding as a gmaalised, invisible activity, with
public breastfeeding often only considered acceptable when it had beerethaitiin
breastfeeding was equated wdlilscretion ‘| wouldn’t have sat publicly anywhere until | was
really good at it, and could hide itin this way, Lazare’s definition of shame as relationship
is played out in the responsibility felt by the breastfeeding mother noptcinor to impact
in the ‘correct’ way, on those around her; the sense of str@mrebybecomes a determinant
of her behaviour.

Similar issues of judgement were also identified amongsbneastfeeding womethrough
comments made within thespcial networks'people make the odd comment likeHy are
you not breast feeding”, they shouldn’t ask questions liké.thltwever, it was often within
the context of women'’s relationships withalthprofessionals that thoseho were formula
feeding, or even using bottles for expressed felk they weredeviants:

I don’t think they liked that | stopped breastfeeding. They tend to give people who do
bottle-feed a bit of a “hmmm you shouldn’t be doing that, you should be

breastfeeding’(Bernie)

Many of the wn-breastfeeding mothers disclosed shame respsnseashaving to‘hide’
their bottles anéxpressedfeeling scared’ ‘frightenedand‘in fear of informing

professional®f their infant feedingnethod:

| felt so guilty and bad about giving up, but | just couldn’t stand the pain. When | was
in hospital | had to go and get my own bottles and make thenj.up] felt really
frowned upon, and made to feel really bad. | was really frightened of saying “l don’t

want to”. | was in fear of telling the midwiféKryshia)
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The perceived undesirable nature of their actiwasalso reinforcedy what women
considered to be ‘aonspiracy’of silenceamongst health professionals through them not
discussing ooffering support fobottle-feeding

Undermining and inadequate support

According to Lazar€1987), it is when individuals seek professional help that the interaction
between the shariaducing event and the individual’s vulnerability occurs. Across the
narrdives, shame was experienceddrgastfeeding and non-breastfeedivagnen when

undermining or inadequate support was received.

A number of the wmen spoke of havinthe guts’and‘confidence'to seek support and
subsequently faeg furtherperceptions of failure when their needs were not met. Some were
told to ‘stop buzzingfor staffin hospital felt too ‘frightened’to pester ovestretched staff

and perceivethemselves to b'a pain’ when support was requested. For one breastfeeding
woman a professiona$ dtempts at reassuranoaly served to intensify her sense of
vulnerability and failure. The quoteelow suggests that what professionals may view as a
positive approach may in fact augment the experience of ‘shame’ due nb¢nenitly

judgemental nature of languagsed

| got fed up of people telling me | was doing a good job.] | wanted somebody to
help me and actually find a solution to the problem | was facing. | think it is
underestimated how vulnerable you feel and how much of a failure you feel and that

is not really the right thing to say to peop(Eocus group 7)

Someof the women who formula fed from the early post-natal period orafperiod of

breastfeeding also reportethrginalisatiorthrough a lack of support:

When you bottle-feed you don’t get as much help. |did try sotealbdeastfeed] |
kept blaming myself that | couldn’t do ft.. .] it was too painful and however much |
tried | couldn’t get him on, and wasn’t feeding propefly..] But when you decide “I
don’t want to do it anymore”, it seems the support goes out the window.It did

get me very very down, it felt like they turned against me because | waddwlttey

(Focus group 4)
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Restrictions or inhibitios on discussing substitute feeding methods (both on thenatast-
ward and in the communitygft womenfeeling d¢ectedand isolated:

Bring the choice back for god’s sake, when breastfeeding doesn’t work, bottle feeding
is a good alternative. | didn't have a clue what | should be ughmnie)

The enforced dependency of mothers on the medical madslisoin evidercewhen
womenexperienced incapacitp breastfeedperceived or otherwise:

‘They wouldn’t allowmeto cup feed her, so | had to wait for a midwife to be ffree
.]. 1did ask as it was distressing that | couldn’t feed my cHigBlinda)

The term'support’ acted as barrierto help-seeking behaviours due its association with
‘problems’ and potential negative connotatiémsa woman’scapacity to mothefwhen you
say the word support if makes it feel like you need support with a problémase concerns
often created additional tensibetween women'’s desite discuss options with
professionals and thefiears of being perceived asable to cope’ Avoidance of help-
seeking reflected an internalised process of shamaghneomen presenting idealised
images of ‘coping’, with fears of the consequences of ‘not coping’, whetttual or in terms
of seltimage, leading to withdrawal and isolation (Lazare, 1987):

I think it was the fact that | didn’t want to appear that | wasn’t coping and | didn’t
want people thinking that, even though | know at the back of my mind that they

wouldn’t be thinking that (Lorraine)

Perceptions ofniadequate mothering

Lazare(1987)states thashame occurs when we are “not the kind of persons we think we are,
wish to be, or need to be” (p. 1653lany mothers felt a degree exposure of their
‘undesirable’ selves to othergeating a rupture between the ideal (e.g. the ‘good’ mother)
and actal self(Rubin, 1968).

Non-breastfeedingromen frequently referred to how pro-breastfeeding discourses and
negative verbal and/or norerbalresponsefrom othersprimarily healh professionalded

them to feelsecond best’a‘bad mother'who wasdenying’and‘depriving’ their child:
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Breastfeeding...] is pushed down your throat and out of guilt you are made to feel if
you don'’t do it, you are doing your child a njusstice. Everybody everywhere pushes
breastfeeding, anfl] feel they look down your nose at you if you ddKityshia)

Reactions fronhealth professionals lesbme of thenon-breastfeeding wometo feel

inadequate and defectivéhey make you feel theis something wrong with you, a body part

or your baby’.Many non-breastfeedingromen made seffiepreciating reflections on their
characteristics and capabilitiaad blamed themselves for the negative health and emotional
implicationsof theirinfant feeding methodOne woman described how she took'dasy

option’ when she stopped breastfeeding and blamed herself because her son hadddevelope
eczema and other allergiethiey say if you breast feed they don't get th&ther spoke of

how they‘gave up too earlyand ofthe‘guilt’, ‘regret’, ‘disappointment’‘shame’associated
with, and subsequent morbidity attributedttair infant feeding decisions:

I ended up suffering from quite severe postnatal depression, | have always wondered
whether that was something to do with it, if | could have breastfed would it have
happened.(Jill)

One woman directly referred to how Hilure’, her havindgive[n] in’, was a direct affront
to her seHlperceived identity:

| always thought | had a lot of patience and that's what upset me more because | just,

I don't really give in(Lorraine)

Some of the mothers who had initiated but discontinued breastfeeding describeotth@w
feeding had disrupted tinéclosenesswith their infant. These women experienced dejection
and a sense of inadequacy iagheir view,the maternal role became-dalued and eroded as

‘everyone else could take over then’

Converselya number of breastfeedimgpmen made reference to the negative judgements
received byhealth professionals when describing the baby’s behavibeis-too lazy'or
‘too eager’- and/or the women'’s anatomy, e.g. their breasts or nipples ‘b@ingig’ or ‘too

small’. The vulnerability of the pogiartum state in the following woman’s acoo,
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contributed to the effect of what might appear to be blame directed tolwerd®man or
baby, with at least the potential corollary of shame:

Quite a lot of comments were negative and when you are in the state you are in,
you've had a section and your hormones are all over the place anctyiwed, you
don’t want to hear negative comments and that it's something that yau[baby] is

doing. You just want to hear it's just not working at the minute. | know they mean

well, [and don’t]say things to upset you, but tligivhat will stick in my mind.
(Annie)

Lazare(1987) emphasised the significance of others in our personal networks in the
exacerbabn or mitigation ofshameA few breastfeeding womettescribed themselves as
‘mean’ or ‘selfish’ for adopting an infant feeding method that precluded otlrerelvement
in the care btheir infant.Other womerreceived condemnations from others’ within their
personal networks, leading to negative emotions and cognitions indicating thigaigten
shameinducing circumstance of being viewed as contravening appropraterng

practices

My father and my step mother really, really upset me. They would say “I chanit k

why you are bothering, you put yourself through all this for nothing, just get her on a
bottle, she is not happy and you're not happy” and it was constant. | would say “I
have got to get home to feed her”, and they would say again, “there is something
wrong with that child, she is always feedin§".] | just wanted them to say we are
really proud of you, you are doing a good job] but [...] it was like you are making

a rod for your own back, you are making lifiéficult (Kathy)

Occasionally, women responded to the criticigmothers’by withdrawal from the social

sphereleading topotentially destructive emotional and social consequences:

I have just shut off from everyone now. | am not listening, | am doing it my way and |
just ask when | need help instead of everyone just bombarding me, because | went

dead depresse@Bernie)
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Discussion

This papeilluminatesthe experiencef shameby breastfeeding and ndmmeastfeeding
women. The application dfazare’s(1987)frameworkuncovers the extent to whiaffant
feedingmayreflect a shaménducing event The vulnerabilities of new motherhoadich as
the physical and psychological implications of childbirth and lack of preparatr infant
feeding may rendewomensusceptible to shame. Our findings highlight hagative
reactions and responsestomen’sbodies abilities andnfant feeding methods
undermining and inappropriate support from ‘otheesilead breastfeeding and non-
breastfeeding mbersalike to feel inadequate, defective and isolat®d.contend, like
Taylor & Wallace(2012), that shame, as opposed to guilt or humiliat®a,more
appropriate concept through which to consider wdsémfant feeding experiences, due to
itsoccurrencewithin social contexts of being perceived and judged by others aisd to
internalisatiorand enadbn.

Shane is considered to be a normal part of social interagt social control and social
conformity (Barbalet, 1999). Howeveshameamay becomelisruptivewheninternalisel and
enactedn particular waygGilbert, 2000). In this study, a number of thedstfeeding and
non-breastfeedingrvomen disclosedffective responses of shanseich aeelings of fear,
humiliation,inferiority and inadequacy.hE potential negative implication$ shame
responsese.g.fear d public breastfeeding leading to social isolation antfeastfeeding
discontinuation, the potential for pressure and coymaaluctive effects emerging from the
‘breast is bestdiscourseand womefs reticence in seekinout ancengagingwith health
professionals anserviceddue tofear ofcondemnation or reprisalsisekey concers. The
fact that shame is selfiternalisedand the associaténhplications ofpoormaternaimental
healthon disrupted and dysfunctional infant developmeotétomes and family functioning
(Murray & Cooper, 1997Royal College of Midwives, 2012)eeds consideration

Lazare(1987)offers a number of methodisr themitigaton of shame in the clinical
environmentThese include the creation @dsitive atmosphereto enable patients feel
cared for and respectethe development gfositive relationBipsin which ‘weaknesses’ are
respected and cherishaleavoidance ofemotive languagehe provision of validation and
praise andthe practice ofclarifying personal perspectives on the problems’ (p.1656-1657).
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The current lack of sufficient breastfeeding support is widely acletged (Dykes, 2005a,
2005h Hoddinott et al., 201,2Schmied et al., 201 Thomson & Dykes, 2011). Other studies
argue that the focus on increasing breastfeeding rates has led tddeatiter women
becoming marginaliselLakshman et al., 2009homson & Dykes, 20113gndhealth
concerns have been identified in relation to health professionals not conappimpriate
formula feeding procedures to women (Dykes et al., 201®).insights fronour study
confirm thoseof Taylor & Wallace(2012)andMurphy (1999)n terms of how mainstream
breastfeeding advocacy and ideologies of the ‘good'stiieding mother have participated
in shaming norbreastfeeding mothers. A recent pafg&ribble & Gallagher2014)also
indicates how breastfeeding is a human rights conaerigw which mightadd to the
condemnation of nobreastfeeding motherslowever, thdindings from this study also
emphasise how breastfeeding women feel equally marginalized anddslaarexpressed in
their social and clinical encounters and fears about breastfeeding in palgiéss As poor
care and negative emotions is experienced by women irrespective oftheiféeding
method, these insights highlight how breastfeeding ancbnesstfeeding women require
targeted, needed support throughout the perinatal period.

A recentmetasynthesis of research into women’s perceptions of breastfeegipgrs by
Schmied et af2011)identifiedhow breastfeedig support occurs along a continuum from
‘authentic presence’ to ‘disconnected encounters’. ‘Authentic presenaces teeéetrusting
partnership btween the mother and supporteith information and support tailored towards
the values and needs of the woni@risconnected encounterseve characterised by limited
or no relationship, with information and advice provideé didactic styleTo illuminate the
‘quality’ of breastfeeding support further, Burns et al (2013) identified twendises in
language and practices of midwives that led to disconnected encobotbrsf which were
evident in the current study. n@discourse (i.e. “mining for liquid gold”) refers to how
midwives have the ‘obligation’ to ensure thatbiesreceived enough breast milk. By being
‘experts’ midwivesnot only had the ‘right’ to introduce techniques and technologies to
ensure optimal outcomes but also an undisputed right to the women’s bodies. The other
discourse leading to disconnected encounters (i.e. “not rocket sciensedpaaibed as
women being left to their own resources because breastfeedingatas!’ and ‘easy’. In
both these discourses the midwives focused merely on the physicalrtbusida
reductionist approach to breastfeeding supptmtvever,Burns et a(2013)also identified a

minority discourse (i.e. “breastfeeding is a relationship”) whereviaes regarded
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breastfeeding as a relationshipd therefore acknowledged the mother-baby relationship
being central to the breastfeeding experience. These midwigestspe engaging with
mothers on a personal level to get to know them and their babies needs andcaienosone
‘authentic presencelWWe suggest that the findings ot#e studieéBurns et al., 201,3
Schmied et al., 201Hyre equall applicable to nomreastfeedingnothers and their
relationships with theisupporers which would also benefit decisively from authentic

presence’.

Whilst there appears to be a fine line between protecting women fronmidtdtappear as
hurtful judgement and indirectly undermining the cause of breastfgetiaylor & Wallace
(2012)emphasise étw women should be enabled to provide their own definition of ‘good
mothers’ so that ‘they are empowered to incorporate a sense of sedfitqjpc78) into their
selfimage.Positive ‘authentic’ relationships based on trust and respect, which magyor
not facilitate successful breastfeeding, could encourage matedngéfinitions of ‘good
motherhood’, promote positive maternal health and work against wometicsnce in he-
seeking behaviours. Furthermore, raising awareness of breastfedfitdfiés, such as
through the motivational model of breastfeeding support detailed by Stoeitddl2011),
may help to minimise women'’s vulnerabiliti@he use of aSSETs based approach (Foot,
2012)in the maternity context thatcognises how adoption of behaviours is situated within
different personal, family and community environments may also be bia@h&icnitigate
against perceptions of shame irrespective of the women'’s infanb deetithods A further
suggestion offeredy Lazare to mitigate shame relates to the useggg@t groupsThe

social, emotional and practical benefits of breastfeeding support groupsdevesported in
the literaturgle.g. Thomson, Crossland, et al., 2012je creation ofinfant feeding groups

as opposed to the current model of group ownership loieitggmined by a specific feeding

method, could enable thelsenefitsto beavailable for all.

Whilst Lazare’s insights are targeted to a more clihidzsed contexthis study also - Formatted: Highlight

emphasises the wider social and cultural influences of shigmeneoral-connetations of Formatted: Highlight

Formatted: Highlight

2 coding-arc—c edBlym-(2000)-whe-refersthe-ways-t-whielbre ighal

[ Field code Changed

Formatted: Highlight

/[ Formatted: Highlight

( Field Code Changed

Formatted: Highlight

and structuratonstraints that work against breastfeediligwever, he findings from this

Formatted: Highlight

o J A JC ) L

18



598
599
600
601
602
603
604
605
606
607
608
609
610
611
612
613
614
615
616
617
618
619
620
621
622
623
624
625
626
627
628
629
630
631

studyilluminate alse-shevhowthese constraints equally apply to nbreastfeeding women

Ceondemnation and internalisations of failure and adeqtetyareexperienced amongst
breastfeeding and ndireastfeedingnothersareappear to beirectly related to social and

cultural norms of ‘acceptable’ infant feeding practice Formatted: Font: (Default) Times New Roman, 12 pt,
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experiencesAnalysis was undertaken by three authors, enhancing the trustwortbiitiess
data. By usingLazare’s categories of shame as a conceptuailensgere abléo highlight

the personal, cultural, structural and social factors that can irdhdcereatshame. The
focused and continual consideration of the literabmrshamehroughout data analysis also
enhanced the authenticity of the interpretations geneiladtaitations include restricted
views from minority ethnisvomendue to the arem whichthe study was undertakeWhilst
the recruitment strategy targeted women from different seoimomic backgrounds, an
important limitation relates to the lackioformation on income or educational status of the
included mothersThis is particularly important to assess in future studies due to wahnen
are younger, less educated and more deprived identified as those wiss &kele to
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breastfeedFlacking et al., 2007). @Abreastfeeding tends to be the norm in mamavestern
cultures, the shanresponses reportéd this papemaynot betransferake outside of a
western context. The focus of data collection wasspetificallyto elicit shame but rather
more general exploration efomen’s infant feeding experienced/hilst on one hand this
open approachasenabled more nuanced realita®sd opportunities fowomento identify
what mattered mosinore specific questioning @tame responsesight have enriched the
findings. Qualitative research to elicit where, why and for whom sheeeriencede.g.
between high and low income families well as the implications tfese experiences of

shames worthy of further consideration.

Conclusion

This study has highlightetbw breastfeeding and ndireastfeedingnothes experience
shame. Breastfeeding mothenayrisk shame itheybreastfeed, particularly in public, due
to exposure of theexualisd maternal bodyThose who do not breastfesthy experience
shamethrough‘failing’ to give theirinfant the ‘best start’ Breastfeeding and non-
breastfeeding mothersayalsoexperience inadequate support, judgement and
condemnation, leading to feelings of failure, inadequacy and isol&i@iegies and support
that addresses personaljtural, ideological and structural constraiaponinfant feeding are
required. Sensitivity to the potential experience of shame in relatiofatd feeding and to
professional and public discourses which might generate this experieneesappeial in
providing mothers with the caend support they need.
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