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Abstract 

 

Objective: To describe mothers’ lived experiences of communication and interaction with 

their term and preterm infant during feeding times and to explore their perceptions of the 

sources and type of information they received about feeding and interacting with their infant.   

Method: This pilot study consisted of in-depth, face to face, semi-structured interviews with 

mothers of infants less than three months of age. Interview length ranged from 45 minutes to 

1.5 hours, interviews were then transcribed, categorised by topic, and analysed for themes, 

with influences from levels of analysis as described by Giorgi cited in Dowling (2007). The 

researcher was influenced by phenomenological philosophies, in particular Heidegger and 

new phenomenology (Lowes and Prowse, 2001). In order to increase self-awareness and the 

impact of preconceptions on the research the researcher used tools such as reflection and 

active listening skills in regard to the interview procedures and when conducting the analysis.  

Results: Three main themes arose from the research: mothers’ feelings about feeding, 

support they felt they had during this time and their view on the purpose of feeding. There 

were discussions regarding mothers’ feelings about feeding in the first months, with many 

mothers emphasising the struggles they had even comparing feeding to a “second birth”. 

Participants talked about the importance of support for mothers and the variability in the type 

and quality of support they received with many saying that they did not have enough support 

in the areas they needed most help with. However, some also said they received too much 

support which put pressure on them during the early stages of motherhood. Finally, in 

relation to perception of the purpose of feeding, many mothers commented that feeding time 

was a time to focus on nutrition and not on interaction.  

Conclusions: The themes suggest that mothers viewed feeding times as nutritional rather 

than interactional and that the level of support and information they received was not always 
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appropriate. The results highlighted that, independent of their babies’ gestational age, not all 

mothers viewed feeding time as a time for interaction with their baby. The research also 

provided the opportunity for mothers to discuss candidly their feelings about the early stages 

of motherhood. Doing so brought up the theme of pressure resulting from the fact that the 

support and information they received during the early stages of motherhood was not 

“individualised”.  

Significance: Further discussion of these findings amongst health professionals is needed 

so as to explore ways to support all mothers with infants, and not just those with infants 

receiving specialist care as a result of being preterm. 
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Chapter 1. Introduction 

 

In 1946, Freud postulated that an infant, feeding successfully, goes on to love the 

experience of feeding, which in turn provides both infant and mother with positive 

reinforcement for their efforts. This love may be from the gratification the infant receives from 

feeling full or satisfying hunger needs, or the closeness and social interaction one 

experiences during feeding time (Ainsworth, 1969). In other words feeding time is the 

opportune moment during which bonding and interaction can occur given the amount of time 

spent in this activity and the proximity of the participants. Ainsworth (1969) reported that the 

amount of time an infant spent in interaction with a parent during feeding times was greater 

than for any other activity. Including physical contact, the benefits of interaction during 

feeding times are the opportunities provided for exchanges and connections between parent 

and child through eye gaze. These are in addition to the fact that the infant is made to feel 

relaxed and comforted by the realisation that there is someone there to care for them 

(Ainsworth, 1969). As described by Ainsworth (1969) some researchers theorised that social 

interaction developed secondary to primary interactions and needs such as hunger, while 

others believed it to be a trained behaviour. Ainsworth (1969) refers to mammalian studies 

involving rhesus monkeys which have shown how feeding and the satisfaction infants gain 

from the act of feeding and having a full stomach is no longer considered to be the primary 

basis on which infant-mother attachment is based. Ainsworth (1969) goes on to emphasise 

the infant’s early role in actively seeking and gaining his/her mother’s attention. Up to this 

point researchers had largely overlooked the infant’s role as they were often considered to be 

passive participants in the interaction until the later stages of their development (Freud, 

1946). The researcher acknowledges the fact that Ainsworth (1969) refers to studies using 

mammalian species other than the human to describe her observations, however Ainsworth 

emphasises that these studies provide valuable information across species because 
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“attachment behaviour in the young, together with the reciprocal parental care behaviour, 

tend to be among the most stable behavioural systems across species” (p. 999). 

Bowlby (1969) postulated that the first few months after birth play a key role in the 

development of a bond between mother and infant. While mothers of term infants spend this 

early time touching, feeding and engaging with their young infant, mothers of preterm infants 

may be more wary of the interactions they do have. This is often as a result of their infant’s 

fragile medical state and preterm infants’ decreased responsiveness toward communicative 

attempts resulting in difficult engagement exchanges (Sajaniemi, et al., 2001). Feelings of the 

parent such as powerlessness and fear of hurting the infant which are often reported 

following a preterm birth may result in less touching and interaction during this early period of 

infant development (Fegran, Helseth and Fagermoen, 2008).  

In this and the following chapters we look at the literature surrounding mother infant 

feeding, communication, interaction and mothers’ lived experiences of these. We reviewed 

the literature by conducting internet searches for research articles using Ebsco Host, 

PubMed, Psych Info, JSTOR, Google Scholar, Scopus, and Cochrane Library databases 

amongst others. We also ran specific searches for locating key articles and the works of 

seminal authors in the field. Search terms included but were not limited to combinations of 

the following: Feeding, tube feeding, bottle feeding, breast feeding/breastfeed, 

infant/child/baby, communication, infant communication, preterm communication, pre-verbal 

communication, unintentional communication, changes in, interaction, 

perception/perceive/perceived, maternal/maternity, labour/birth/delivery, experience/s, lived 

experience/s, preterm/premature, neonate/neonatal, neonatal intensive care 

unit/NICU/SCBU, maternal stress, maternal depression/postnatal depression, parental 

attachment, maternal responsiveness/sensitivity/ attachment, feelings/feel/felt, 

mother/mothers’/mother’s, semi-structured interview, face to face interview, speech language 

therapy/speech language pathology. By running these searches, we found the following.   
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1.1. Mother Infant Interaction 

Early feeding interactions are important times for communication skills to develop in 

infants and for the caregiver and infant to bond (Ainsworth, 1969; Hodges, Hughes, 

Hopkinson, and Fisher, 2008). Bonding is not just a consequence of the act of feeding and 

providing enrichment and nutrition, but how these acts are carried out also influences a 

child’s development (World Health Organisation, 2004). Previous research has looked at 

communication interactions between mother and child, often focussing on maternal 

responsiveness and sensitivity such as a mother’s ability to know when to feed, when the 

infant is full, and their effect on later infant development (Forcada-Guex, 

Pierrehumbert, Borghini, Moessinger and Muller-Nix, 2006; Hodges, et al., 2008).  

Some research has been conducted on maternal perception and of the mother’s 

experience of responsiveness towards her infant. However much of this research is focussed 

on term infants, with only some researchers taking into consideration preterm infants, and a 

few focussing on preterm infants with feeding difficulties (Amankwaa, Pickler and Boonmee, 

2007; Hodges, et al., 2008). Caregivers’ perceptions of feeding interactions can impact on 

bonding and communication with infants (Forcada-Guex, et al., 2006). As a result of the 

possible health consequences of a premature birth such as respiratory and cardiac 

complications which often result in feeding difficulties, mothers of preterm infants may 

perceive feeding time and interaction differently to mothers of term infants (Jordan, et al., 

2014).   

Breast milk from the breast is considered the most hygienic and clean food for a new 

born infant (World Health Organisation, 2009). Supported by Unicef and the World Health 

Organisation, the Baby First Hospital Initiative is an international advisory network that 

promotes breastfeeding around the world and in particularly within developing countries. In 

New Zealand the effect of this network can be seen in the professional support, often found 

in hospitals and government funded agencies. Interestingly Nihlen, Fahlquist and Roeser 

http://www.ncbi.nlm.nih.gov/pubmed?term=Forcada-Guex%20M%5BAuthor%5D&cauthor=true&cauthor_uid=16818525
http://www.ncbi.nlm.nih.gov/pubmed?term=Pierrehumbert%20B%5BAuthor%5D&cauthor=true&cauthor_uid=16818525
http://www.ncbi.nlm.nih.gov/pubmed?term=Borghini%20A%5BAuthor%5D&cauthor=true&cauthor_uid=16818525
http://www.ncbi.nlm.nih.gov/pubmed?term=Borghini%20A%5BAuthor%5D&cauthor=true&cauthor_uid=16818525
http://www.ncbi.nlm.nih.gov/pubmed?term=Muller-Nix%20C%5BAuthor%5D&cauthor=true&cauthor_uid=16818525
javascript:__doLinkPostBack('','ss%7E%7EAR%20%22Forcada%2DGuex%2C%20M%22%7C%7Csl%7E%7Erl','');
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(2011) bring up the issue of ethics when there is a strong recommendation for breastfeeding 

from both local health professionals as well as from international organisations such as 

Unicef and the World Health Organisation. This recommendation has been known to lead to 

“severe” pressure on women to breastfeed. The result is often women who are emotionally or 

physically not able to breastfeed because they feel pressured to do so. Nihlen, Fahlquist and 

Roeser (2011) suggest “information should be nuanced and provide free-choice on what is 

the best way to feed their infant.” 

 

1.2. Preterm Risk Factors 

Preterm infants, defined as those infants born under the gestational age of 37 weeks, 

have long been classed as a high risk group for developmental disorders, and difficulties in 

later life (Sroufe, 2005; World Health Organisation, 2013). In particular preterm infants are 

known to send weaker communicative signals and often rely on their communication partner 

or mother to be in tune with and responsive to these signals (Forcada-Guex, et al., 2006). 

Mothers of preterm infants are also likely to be under more stress than mothers of term 

infants, meaning that their ability to respond to their premature infant’s communicative 

attempts may be altered (Franklin and Rodger, 2003). Furthermore, parents of both term and 

preterm infants know the importance of providing the nutrition and nourishment for their infant 

to grow and flourish, and this knowledge influences their early interactions, particularly 

between mother and child (Franklin and Rodger, 2003; Jordan, et al., 2014). However for 

preterm infants with swallowing and or eating difficulties also known as dysphagia, caregivers 

often have set feeding schedules and methods of feeding which may result in a greater focus 

on feeding for nutrition rather than interaction (Forcada-Guex, et al., 2006; Franklin and 

Rodger, 2003; Kearvell and Grant, 2010). Parents of premature infants may often feel 

anxious and concerned about the growth and weight gain of their children, which adds 

stressors to the feeding relationship (Franklin and Rodger, 2003; Jordan, et al., 2014). As a 

javascript:__doLinkPostBack('','ss%7E%7EAR%20%22Forcada%2DGuex%2C%20M%22%7C%7Csl%7E%7Erl','');
javascript:__doLinkPostBack('','ss%7E%7EAR%20%22Forcada%2DGuex%2C%20M%22%7C%7Csl%7E%7Erl','');
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result of the risk of “growth failure in infancy”, there is more pressure on parents of preterm 

infants to give the right amount of food for the healthy development of their premature baby 

(World Health Organisation, 2012, p. 17). Also, for preterm infants, the possibility of having a 

developmental disorder including both mild long term disabilities such as behaviour or 

learning difficulties as well as moderate or severe long term disabilities is high (World Health 

Organisation, 2012). These types of disability can impact a whole family and community, and 

again would be likely to hinder or delay the development of a mother-infant bond.   
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Chapter 2. Statement of Purpose 

2.1. Aims and Objectives 

The purpose of this study is to allow mothers an opportunity to share information on 

their feelings and views about interacting with their young infant, thus allowing us a glimpse 

at what information mothers are receiving from healthcare providers, family, whānau, friends, 

and the media. In particular we aim to explore the feeding experiences of mothers with full 

term infants as well as mothers of preterm infants.  

The research aims for this study are to: 

1. Describe mothers’ lived experiences of communication and interaction with their full 

term or preterm infant during feeding times.  

2. Record mothers’ perceptions of the sources and type of information they received 

about feeding and interacting with their baby.   

 

2.2. Outline of Chapters 

In Chapters 3 and 4 we will look at the literature surrounding “Infant Mother 

Relationships”, and “Early Communication Skills” respectively. When looking at infant mother 

relationships in Chapter 3, we will touch on research surrounding maternal sensitivity, 

responsiveness and attachment so as to highlight the importance of successful early 

interactions between mother and child. We will go on to describe some of the hormonal, 

emotional, mental and physical changes after birth for the mother and how these may impact 

on the relationship between mother and child. We will then look at feeding relationships and 

in particular what research has said about parent’s perceptions of this relationship. In 

Chapter 4 we summarise infant’s early communication skills, and in particular what variations 

there are for preterm infants. In Chapter 5 we detail the methodology for the qualitative study 
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undertaken for this thesis. In Chapter 6 we look at the topics, themes and subthemes which 

arose during the interviews. This is followed in Chapter 7 by a discussion of the findings in 

the context of current research.    
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Chapter 3. Infant Mother Relationships 

3.1. Maternal Sensitivity, Responsiveness and Attachment 

The importance of a strong mother infant attachment has been documented and 

discussed many times in the literature (Ainsworth, 1969; Bowlby, 1969; Jordan, et al., 2014; 

World Health Organisation, 2004).  In his longitudinal study of the developing person, 

beginning with assessment and measurement from birth through to adulthood, Sroufe (2005) 

discusses how healthy secure attachments allow for social play and exploration through 

which infants learn, while insecure or stressful attachments compromise the quality of the 

interaction and exploration. Later in adulthood these skills derived from healthy secure 

attachments lay the foundations for successful and meaningful learning (Sroufe, 2005). In a 

study by Jordan et al. (2014) in which they interviewed 99 mothers of infants who had 

undergone cardiac surgery, almost half of the mothers of the medically fragile infants were 

more protective and caring as a result of their infant’s difficulties. While these mothers 

reported an increase in attachment nearly a quarter of the other interviewed mothers 

disclosed some difficulty bonding with their premature infant. Jordan et al. (2014) postulated 

that it would be these mother infant dyads where there might be difficulty in developing 

secure bonds. Furthermore, a fifth of the sample reported anxiety, stress and fear as 

governing factors in the mother infant relationship. It should be said that Jordan et al.’s 

(2014) study was focussed around preterm infants with cardiac difficulties, so their findings 

may not be applicable to preterm infants without cardiac difficulties. It needs to be mentioned 

though that the rate of cardiac difficulties in preterm infants is high (Jordan, et al., 2014). 

Finally and interestingly Jordan et al. (2014) went on to associate a diagnosis of cardiac 

involvement as a crisis which triggers a fight or flight response, where mothers can choose to 

use coping strategies and resources or have difficulties in the mother infant relationship as a 

result of some of the barriers associated with preterm birth and cardiac difficulties.  



9 
 

The World Health Organisation (2004) has released a review titled The importance of 

caregiver-child interactions for the survival and healthy development of young children. In the 

review the works of Bowlby (1969) are cited as are his theories around mother infant 

attachment and the three criteria that need to be present in this relationship: that the child 

wants to be there with the person, derives comfort from the person and protests when that 

person is no longer available. Bowlby separated the mother infant relationship from the 

feeding relationship when he said that mother infant interaction was as important as food and 

discipline (World Health Organisation, 2004). When looking at assessing and measuring 

attachment however, Ainsworth in 1964 undertook a longitudinal naturalistic observation 

study where she observed and later in a following study described attachment behaviour 

patterns in detail. These patterns of behaviour are now used to measure attachment, in a 

procedure also known as the Strange Situation (World Health Organisation, 2004). Other 

methods of measuring attachment include observing the infant and how they interact with the 

separation of themselves from their key caregiver, and then how they react when that person 

is reintroduced to them. We will continue to discuss attachment in later sections of this 

chapter. Ainsworth (1969) emphasises the importance and value of observations and 

longitudinal approaches to research. 

 Maternal sensitivity is the ability of a mother to respond to and be aware of her infant’s 

cues (Shin, Park, Ryu and Seomun, 2008). Following their exploration of the current research 

on maternal sensitivity through meta-analysis, Shin, et al. (2008) composed a list of the 

critical attributes of maternal sensitivity. These can be seen in Figure 1. This figure shows 

there are many factors which impact on maternal sensitivity, which include both positive 

factors such as social support and high self-esteem, and negative factors such as stress and 

anxiety. The factors that make the mother-infant attachment work are those such as 

contingency on the infant’s behaviour, which is similar to what we discuss in the “feeding 

relationships” section where a mother responds to her infant as a result of something the 
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infant has done to which she has attributed meaning. Quality of maternal behaviours referring 

to what we later describe as intensive interaction style interactions, where mothers have 

made quality time for their infants and are responding in a timely, appropriate manner and 

have made themselves emotionally available for the infant.

 

Figure 1: Conceptual structure of maternal sensitivity (Shin, et al., 2008) 

 In regard to mothers of preterm infants, Korja, et al. (2010) note interesting differences 

in the quality of mother-infant interactions. For example, instead of allowing the child to lead 

the interaction and then responding to the child, mothers of preterm infants are reported to be 

less emotionally involved in interactions and more controlling of the interaction situation 

(Forcada-Guex, et al., 2006). Forcada-Guex, et al. (2006) go on to hypothesise two possible 

reasons for the differences between mothers of term and preterm infants in regard to mother 

infant interactions. The first of these possible reasons is the impact on the adaptive 

javascript:__doLinkPostBack('','ss%7E%7EAR%20%22Forcada%2DGuex%2C%20M%22%7C%7Csl%7E%7Erl','');
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responses of the mother, as a result of their preterm infant’s communication deficits. The 

second of these possible reasons is the impact of stress and an interruption to the bonding 

process as a result of prematurity leading to lowered sensitivity to the infant’s communicative 

attempts.  

 

3.2. Hormonal, Emotional, Mental and Physical Changes after Birth 

It should be mentioned that following birth there are hormonal and mental changes 

that could and at times do take place such as maternal depression and anxiety (Shin, et al., 

2008). However, following a premature birth, caregivers may also experience stress from the 

premature birth as often this is a surprise birth and the mothers do not feel prepared 

(Forcada-Guex, et al., 2006). These factors alongside decreased opportunities for physical 

and emotional interaction in the early stages of the infants’ life, (as a result, for example, of 

the preterm infant being in intensive care) as well as the associated caregiver stress can lead 

to difficulties in bonding and forming a mother infant relationship (Forcada-Guex, et al., 2006; 

Kearvell and Grant, 2010; Shin, et al., 2008). Furthermore Franklin and Rodger (2003) bring 

up the issue of stress surrounding the feeding relationship as a result of having a child with a 

feeding difficulty. This stress on its own may be enough to lead to disrupted formation of 

attachment as the feeding activity may not be an enjoyable one and may not be something 

either participant looks forward to. However when we add the difficulty of feeding and 

associated stress to the stress of having a preterm infant and possibly other medical 

complications, we get an environment that according to research is not conducive to the 

development of a strong mother-infant bond (Franklin and Rodger, 2003; Forcada-Guex, et 

al., 2006; Shin, et al., 2008).   

javascript:__doLinkPostBack('','ss%7E%7EAR%20%22Forcada%2DGuex%2C%20M%22%7C%7Csl%7E%7Erl','');
javascript:__doLinkPostBack('','ss%7E%7EAR%20%22Forcada%2DGuex%2C%20M%22%7C%7Csl%7E%7Erl','');
javascript:__doLinkPostBack('','ss%7E%7EAR%20%22Forcada%2DGuex%2C%20M%22%7C%7Csl%7E%7Erl','');
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3.3. Feeding Relationships 

Ainsworth (1969) tells us how in 1905 Freud discussed the early suckling relationship 

as a basis for all future love interactions, where “the mother, in stroking, kissing, and rocking 

the baby, is fulfilling her task ‘in teaching him to love’” (p. 222). There are many different and 

dated theories surrounding the feeding relationship (Ainsworth, 1969). An example is Freud’s 

psychoanalytic perspective (1946; 1948). He argues that children develop their interactive 

skills in three phases. In the first phase, the infant is reported to act without the realisation of 

the world around him, and will eat or suckle because he enjoys and loves the feeling of being 

fed. However at this point there is no realisation of the object such as the breast or the 

person controlling that object, in other words the mother or parent. The second phase of 

development is when the infant starts to become object focussed where they see the world 

around them as objects to be controlled (Ainsworth, 1969; Freud, 1946). The final point of 

this development would be when the infant recognises that there are forces, the mother or 

parent feeding the infant, acting upon that original object which now becomes its object of 

attention. Ainsworth (1969) talks of researchers seeing three week old babies look up from 

the bottle and gaze into their mother’s eyes or a few weeks later smiling in response to her 

voice, showing their appreciation for both the food and the object delivering the food to them. 

Another psychoanalytic viewpoint is that which places emphasis on the role of the mother or 

the environment in the feeding and bonding relationship (Ainsworth, 1969). And again some 

researchers and theorists focussed on bonding and attachment while others viewed this as 

dependency and viewed independence rather than attachment as the goal (Ainsworth, 1969). 

Bowlby (1969) discusses attachment and the search for close physical contact by the infant, 

the mothers’ responsiveness to this allows for the development of that infant’s sense of 

security which forms the foundation on which other interactions in life will be layered. 

However, what is of importance in regard to these early studies is that they were mainly 

quantitative and for this reason Ainsworth (1969) believed the next step for researchers was 
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to explore mother infant attachment and interaction  through behavioural observation and 

longitudinal studies. A study along these lines was conducted by Mary Ainsworth (1964) and 

was discussed earlier in the text under the sub-title “maternal sensitivity, responsiveness and 

attachment”. 

A feeding relationship between mother and child can be likened to intensive interaction 

where the mother and child are in close proximity. In such proximity the mother has the 

opportunity to follow her child’s gaze and respond to her infant’s smallest attempts at 

communication (Nind and Hewett, 2005). Intensive interaction is a technique used when 

working with children with disabilities as a way to encourage social interaction and non-verbal 

social exchange. It provides the opportunity for the adult and child to be present in one 

another’s space and for the adult to focus their attention on the child completely, mimicking 

their actions and responding when they respond, allowing the child to take control and lead 

the interaction. The term “mother-infant nurturant activities” is used to describe the interaction 

(Nind, and Hewett, 2005, p. 40). This combined with the amount of time mother and infant 

spend feeding in comparison to other activities in the day, and the opportunities this provides, 

as stated above, suggests that successful feeding and interaction during feeding will lead to 

success in communicating later in life (Acredolo and Goodwyn, 1998; Ainsworth, 1969). 

Feeding time is the opportune time for repetition of these early social and engagement skills 

as it happens so often during the day (for example every three hours). It would be wise for 

mothers to take advantage of this naturally occurring intensive interaction. 

  

3.3.1. Parent Perceptions 

The primary theme of Hodges, et al.’s (2008) research is how often and to what extent 

mothers reported they used infant cues in their approach to feeding. They report more than 

one in five mothers used maternal cues such as scheduling to determine whether or not their 
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infant needed to be fed. They also report a change in regard to older infants where mothers 

used fewer infant led cues and more maternal cues to decide when to feed and when to stop 

feeding their child. However there are other possibilities for this change in cue use such as, 

mothers of older infants might not have reported the cues they were basing their decisions 

on, or not as many as mothers of young infants had reported, and also that the cues that are 

reported may not be reflecting hunger or satiety. Hodges, et al. (2008) emphasise the 

importance of responsive feeding involving accurate and appropriate perception, 

interpretation and response to infant cues for children under  twelve months of age. Following 

twelve months and as infants got older, Hodges, et al. (2008) found that infant cues became 

stronger and less ambiguous. Forcada-Geux, et al. (2006) comment on how mothers’ 

perceptions of feeding interactions can impact on bonding and communication with infants, in 

particular they refer to mothers who are stressed or anxious as a result of preterm birth and 

the resultant possible medical complications (Shin, et al., 2008). This stress may lead to 

differences in perception of interaction during feeding times for a caregiver with a preterm 

infant compared to that of a caregiver of a term infant. Franklin and Rodger (2003) looked 

into parent’s perspectives of the feeding relationship with medically compromised children 

who had chronic feeding difficulties. These difficulties included “respiratory, cardiac, 

gastrointestinal, metabolic or neurological systems” that resulted in chronic feeding issues 

such as tube feeding (Franklin and Rodger, 2003). What Franklin and Rodger found from 

their preliminary data was that two themes emerged above all others which were survival and 

the idea of coping with long term stress. In particular Franklin and Rodger (2003) report four 

underlying issues within these themes around which their participants’ comments were 

centred: 

(i) fear for their child’s physical survival; (ii) the impact of stress on the parent-child 

relationship; (iii) stress associated with the increased demands of parenting a child 
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with a complex feeding disorder and medical condition; and (iv) factors leading to 

coping and adjustment. 

It is to be noted that Franklin and Rodger’s (2003) article is a presentation of their preliminary 

findings which were part of a larger study. However what is useful about the article is that it 

looks at the mother infant feeding relationship from the perspective of occupational therapy, a 

therapy discipline which speech therapists work closely with in multidisciplinary teams. So it 

is good to get this information from a therapy perspective rather than from the nursing or 

theoretical literature. Unfortunately the youngest infant mentioned in the article was 

16months of age, which has its merit in that we see the impact of feeding disorders further 

down the line. However, in this study we are interested in mothers’ experiences very early on, 

as we know interaction and bonding start in the womb before birth (Partanen, 2013).  
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Chapter 4. Early Communication Skills 

4.1. Typical Interaction 

We know from the research cited in  the previous chapter that feeding is when 

caregiver and infant have the longest time and most ideal positioning (close together, sharing 

eye contact) for bonding and relationship building. It is also one of the simplest natural ways 

for a caregiver to respond to their infant’s needs (Amankwaa and Pickler, 2007; Kearvell and 

Grant, 2010). Paul (2007) also reminds us that infant communication at three months of age 

and younger is often unintentional communication, such as vocalisations and movements, 

which rely on the adult’s interpretation of the gesture, movement or sound the infant makes in 

order to satisfy the infant’s needs.  

 

4.2. Variations for Preterm Infants 

Preterm infants have been reported to be less alert and more passive in mother–infant 

interaction situations (Forcada-Guex et al., 2006; Minde et al., 1985; Muller-Nix et al., 2004). 

If children are sick and or premature mothers need to be even more sensitive to their needs, 

they need to adjust their care in order to compensate for the changes in the child’s abilities 

(World Health Organisation, 2004). Furthermore, caregivers may be less responsive to 

infant’s cries of hunger, satiety and distress as a result of those feeding difficulties arising 

from prematurity. This decline in responsiveness may be due to the infants’ more passive 

communication, as well as the mothers’ own stress and anxiety about hurting the infant or 

concern that she cannot meet the small, medically fragile infants’ needs (Siegel, 2001). 

Franklin and Rodger in their 2003 study reported that parents of children with complex 

feeding difficulties discussed concerns regarding stress around changing family relationships, 

managing the feeding and medical care of their children, changes to family routines, concern 

about the child’s safety and length of life, and concern about the impact of stress on the 
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caregiver-child relationship. Also of note were the issues of survival and coping that these 

parents brought up, which suggests they were constantly on edge about the relationship with 

their child rather than enjoying the moments with their children (Franklin and Rodger, 2003). 

Unintentional interaction is inherently all about being ‘in the moment’, as it is then that we 

give meaning to what the child has communicated whether it be a glance or a pause in their 

suckling. Infants require that immediate response for context and consistency so that they 

learn which actions receive a response (Nind and Hewett, 2005; Paul, 2007). When we are 

not “in the moment” we miss valuable opportunities for communication including preverbal 

communication (Nind and Hewett, 2005).  
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Chapter 5. Methodology 

5.1. Study Design 

A non-experimental, phenomenological, qualitative approach was adopted for this pilot 

study, in which we used face-to-face, semi-structured, individual interviews to look into the 

lived experiences of mothers with infants up to three months corrected age. The study 

received ethical approval by the University of Auckland Human Participants Ethics 

Committee (UAHPEC) on 17th June 2013 for 3 years, Reference Number 9610. The study 

involved a discussion between the researcher and individual participants around their 

experiences and feelings in regard to feeding and parenting support, the quality and nature of 

information received, as well as communicating and interacting with their infant, feeding their 

infant, and gathering demographic information. 

The aim of the study was to allow mothers an opportunity to share their feelings and 

individual perspective when interacting with their young infant, allowing us a glimpse of what 

experiences mothers have in these early months. We are also interested in how mothers feel 

about the information they receive from healthcare providers, family, whānau, friends, and 

the media. In particular we aimed to explore feeding experiences of mothers who look after 

full term infants as well as those of mothers of preterm infants.  

5.1.1. Phenomenological influences 

Phenomenological philosophies are increasingly in use within human sciences 

research, with a recent trend towards the exploration of people’s experiences of phenomena 

within a cultural context for example interpretive phenomenology as opposed to a description 

of objective experiences which seeks to define the phenomena itself (Dowling, 2007). 

Dowling (2007) compares and contrasts  phenomenological philosophies and approaches in 

her paper “From Husserl to van Manen: A review of different phenomenological approaches” 

where she comments on the use of phenomenology in health sciences research and 
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compares “new” to “traditional” phenomenology. Particularly of interest were the 

phenomenological philosophies of Husserl, Heidegger and van Manen (Dowling, 2007; 

Lowes and Prowse, 2001) which sparked our consideration of phenomenology as a 

philosophical approach to this research seeking to look into participants’ lived experiences. 

However for the purposes of this research, the researcher aimed to understand the 

participants’ lived experiences of the phenomenon without an explicit intention to understand 

the phenomenon itself. What also could not be ignored was the context within which the 

experiences occurred, in other words describing the culture of the participants including their 

background, values and beliefs (Caelli, 2000; Dowling, 2007). As a result of these factors, 

Heidegger’s phenomenological philosophy and approach to phenomenological research, as 

well as new phenomenology, also referred to as American phenomenology (Caelli, 2000), 

stood out as the most useful for the purposes of this study (Lowes and Prowse, 2001). 

Heidegger placed importance on researchers understanding their own experiences, 

biases, beliefs and preconceived ideas and of their being aware of the many ways that these 

might influence the research (Lowes and Prowse, 2001). The influence of phenomenology 

within this current research can be seen through the reflective practice approaches the 

researcher used throughout the research process such as the researcher’s use of a research 

diary (Lowes and Prowse, 2001). For one, this research was an interaction between 

researcher and participant, where the way that the researcher and participant interacted 

directly influenced the amount and quality of the information gathered. For this reason active 

listening techniques were practiced by the researcher during the interviews so as to manage 

the interaction by maintaining a degree of detachment while at the time also making sure that 

the participants felt valued and identified with (Lowes and Prowse, 2001). Furthermore the 

researcher used a reflective research diary in order to write down her thoughts and feelings, 

reflect on interview techniques and questions, and consider feedback received from 

participants. The contents of the diary also provided a framework for discussing biases and 



20 
 

influences with supervisors and to explore with them ways of avoiding sharing these or letting 

these influence interviews and evaluations during the research process. The researcher also 

acknowledges that her current experience as a speech language therapist working with 

children with disabilities as well as with children with eating and drinking problems might 

impact on how she views participants’ answers and what she picks up on during the 

interviews. As a speech language therapist  where active listening skills are used daily, there 

is increased awareness of the use of prompts and cues as well as verbal and nonverbal 

communication which helps the researcher become aware of the influences of these both on 

the interview process and on data analysis (Lowes and Prowse, 2001).  

Participants also varied in their degree of awareness and ability to reflect on their 

experiences, which made it important to consider the context within which they viewed their 

experiences, for example, what type of support had they received in the early months? This 

becomes important when discriminating between phenomenological philosophies as early 

phenomenology as described by Husserl focussed on participants’ description of experiences 

before they had the opportunity to reflect on them (Dowling, 2007). Whereas newer 

phenomenological approaches described by Heidegger and van Manen emphasise the 

importance of context and culture for both the researcher as well as the participant (Dowling, 

2007). These distinctions are also described as interpretive as opposed to descriptive 

phenomenology where interpretive puts people’s feelings within a context while descriptive 

asks people to be objective towards their experiences (Dowling, 2007). Heidegger advocates 

for the inclusion of context and culture in research influenced by phenomenology as “lived 

experience is an interpretive process” (Dowling, 2007, p. 133). Through this research we 

wanted to explore mothers’ experiences of feeding their infant, including the frustrations and 

feelings they have or had as we wanted as much as possible to understand what the reality 

of the experience was like for them. 
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5.1.2. The in-depth semi-structured interviews 

For the purposes of a study looking into participants’ lived experiences, where there 

may be some though limited research in the field, Fitzpatrick and Boulton (1994) comment 

that in-depth interviews are the preferred method of data collection. The flexibility of this type 

of interview allows the researcher to “respond to the individual way in which respondents 

interpret and answer a question” (Fitzpatrick and Boulton,1994, p. 107). In-depth face to face 

interviews have the advantaged of allowing participants to express themselves in their own 

words without having to respond to each of the researcher’s pre-constructed  questions as 

would be the case with  a written questionnaire (Fitzpatrick and Boulton, 1994; Lowes and 

Prowse, 2001). The researcher used in-depth semi structured interviews, with a fixed set of 

identified topics to cover, and prepared questions as a reference tool for her own use in order 

to guide the interview (Fitzpatrick and Boulton, 1994).  

Questions were prepared in advance of the interviews so as to have a format for the 

researcher to introduce a new topic with the participants without too much individual variation 

between participants, and also as an on-going reminder to the researcher of the purposes of 

the interviews (Fitzpatrick and Boulton, 1994; Lowes and Prowse, 2001).  Many participants 

covered topics during their interview which had not been explicitly asked by the researcher. 

So the list of guiding questions which were used as a point of reference for the researcher 

were used or not used according to what the participant had already covered (Fitzpatrick and 

Boulton, 1994). This will be explained further in section 6.2.1.  Furthermore, probe questions 

such as “tell me more about that” and “mmm… anything else” were used as a way of allowing 

participants time to talk more about a subject if the sentence was left unfinished. For example 

if we had been interrupted during the interview, or at the researcher’s discretion if the 

mothers looked as though they had been holding something back, or had more to say, a 

probe question would be used to bring us back on topic.  
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5.1.3. Guiding questions 

Interview questions themselves are the result of preconceived biases and previous 

knowledge gained from the literature review as well as the researcher’s personal and 

professional experience (Lowes and Prowse, 2001). As Lowes and Prowse (2001) suggest, 

interview questions are used to guide the interview, make sure what is discussed relates to 

the overarching research question and to ensure that all relevant topics have been touched 

on. For this reason interview questions will be referred to as guiding questions in this thesis. 

The first two questions were asked so as to remove any potential awkwardness or 

hesitation in the interview situation, to allow the mothers to express what they wanted to say 

about their infant and to allow them the opportunity to lead the interaction (Appendix A). In 

this way the researcher was using this early question time to allow the participants to forget in 

a way that they were being interviewed as they soon got into the flow of the story they were 

telling. As Van Manen said,  

The same is true when one is being interviewed ... they force me to be aware of my 

experience while I’m experiencing it. The result is awkwardness. However, as soon as 

I get involved in the debate and ‘forget’ the presence of the audience then I become 

involved again immediately and naturally in the activity. (1990, p. 35) 

The interviews began first with a general question about the infant in order to start developing 

a rapport with the participants, where they felt listened to and where there was no pressure or 

intimidation in terms of difficult or sensitive topics. The second question introduced a more 

emotional and potentially sensitive topic which set the tone for the rest of the interview 

(Meyer, Zeanah, Boukydis and Lester, 1993). It was a personal question about the mother’s 

feelings about her baby, and that is what the rest of the interview would be centred around. 

The questions which followed were comprised of a combination of open ended questions, 

modelled on those asked in a clinical interview for parents of high risk infants (CLIP) interview 
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format (Meyer, et al., 1993). Recent research using this interview format looked at mothers’ 

descriptions of their infant and of the premature birth and comparing these descriptions to the 

researchers’ assessment of the quality of the mother-infant interaction which had been 

recorded by videotape (Keren, Feldman, Eidelman, Sirota and Lester, 2003). CLIP questions 

have been used clinically to “provide parents with the opportunity to reflect upon their 

intensive care nursery experience and to make suggestions for change” (Meyer, et al., 1993). 

Other researchers have looked at maternal bonding and similar topics using self-rating scales 

such as the Maternal Attachment Inventory and the Bates Infant Characteristics 

Questionnaire. However these left no room for individuals to discuss details of their 

experiences, and attempted to put a number on the very personal and individualised 

experiences of childbirth, bonding and interaction with the baby (Amankwaa, et al., 2007; 

Wilkinson and Scherl, 2006).  

Other questions asked in the interviews were separated into sections based around 

mothers’ experiences of parenting, pregnancy, labour, delivery and hospital, feeding and 

interaction. A section devoted to demographic questions followed (Appendix A). Questions 

about parenting were asked such as their feelings, and whether they felt confident and also 

the about the information they had received. The latter was asked because it is not possible 

to separate parenting information from the information and knowledge used by mothers to 

guide their feeding and interacting decisions. Instead of just focussing on those interacting 

and feeding questions relating to the overarching research questions it was also thought 

useful to take into consideration how mothers feel about being a parent overall. Doing so 

provides context to everything else the mothers talk about. This also applies to questions 

about pregnancy, labour, delivery and hospital. Each of these topics were used to give 

context to the interaction and feeding topics. For example a mother with a preterm infant who 

is very confident in her parenting ability and feeds successfully provided the researcher with 

more information about her experiences than if she had just been asked about feeding. 
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Furthermore in the original CLIP, the questions regarding reaction to the intensive care 

nursery are in-depth and ask about the difficulties of settling in, positive and negative 

experiences and how the participant felt about the staff. For this research we did not ask for 

that degree of detail as we wanted to leave it up to the participants to decide how much they 

wanted to disclose and what in particular they wanted to talk about (Appendix A). We found 

mothers talked about their experiences with hospital and other staff without the researcher 

having to explicitly ask for this information as had been done in the original CLIP. Questions 

around relationships with and support from others such as “who is available to you for help 

now and after discharge?” were asked within the section on pregnancy, labour, delivery and 

hospital as we were wanting to cue the women into talking about their support systems and 

their feelings around these during the early stages of their infant’s life. Questions about 

feeding and interaction were asked including information received and mothers feelings 

about each of these as this was the type of information we wanted mothers to be talking 

about in this research. As feeding and interaction are inseparable we grouped these 

questions together (Appendix A).  

The researcher also prepared specific questions about demographic information 

(Appendix A) so as to find out the background and experiences of the participants and the 

secondary caregiver. It was important to know about the background experiences and 

knowledge of each participant as well as their cultural backgrounds so as to gain a richer 

picture of each person who participated in this qualitative study. Due to the nature of this 

research, the generalisability of the results is limited. However, being able to describe 

participants in a fair amount of detail provides some validity to the research which may then 

be generalised to a person very similar to that particular participant, or give future research 

an idea of the types of participants involved in this study. We also asked about infant 

characteristics such as temperament in general and during feeding (Appendix A). These 

were asked as Korja et al. (2010) comment on how infant characteristics, in particular 
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negative behaviours, may impact on the mother-infant interaction which in turn may 

negatively impact the mothers’ experience of the relationship. 

Furthermore the researcher gained permission to use some questions asked by 

Gillard (2013) in an unpublished Masters’ research project “Describing the feeding 

experiences of first-time mothers”. This project was based on a study by Hodges, et al. 

(2008) which explored the decision making process mothers’ use to get to know how to feed 

and when to stop feeding their child. In particular the following three questions from Gillard 

(2013) were based on Hodges, et al. (2008) and were used in this study: 

1. How do you decide when to feed your baby? 

2. How do you know when your baby wants to eat? 

3. How can you tell when your baby has got enough to eat? 

These questions were added to the feeding and interacting section alongside some of the 

CLIP questions, and some questions the researcher added herself, in particular questions 

relating to demographic and infant characteristics information. The guiding questions were 

then tailored by the researcher to individuals during the interviews, for example including the 

child’s name in place of “your infant”, or skipping a question if it had already been covered by 

the participant during the course of the interview or if it was not applicable (i.e. not asking 

about experiences inside the neonatal intensive care unit if the child had not been admitted).  

 

5.2. Study Procedures 

Participants’ personal experiences were recorded during one-off semi-structured 

interviews.  One interview was conducted per participant. All interviews took place at the 

participants’ homes following participant request as this was the most convenient location for 

them. Length of interviews was between 45 minutes to 1.5 hours long, as participants gave 

as much as they wanted to share about their experiences without having to stick to only the 
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questions asked. Interviews were conducted by one researcher and voice recorded for the 

duration of the visit. Each interview was transcribed following the interview. 

5.2.1. The interview 

The guiding questions, participant information sheet and consent form were emailed to 

participants between a week and a month in advance of the interview following email or 

phone contact. For seven out of ten participants, the procedure of review and signing of the 

consent form, and agreement to be voice recorded was carried out at the start of the 

interview. However, in the case of three out of the ten participants who the researcher did not 

want to interrupt due to the quality of information being discussed, the consent forms were 

signed following the interview. At the beginning of each interview, the researcher took up to 

ten minutes to develop rapport with the participants by asking the first two guiding questions 

(Appendix A). During the interview, active listening was used as a way to encourage 

conversation and allow participants to guide the interview.  

The interviewer used the guiding questions (Appendix A) to keep the conversation on 

target and to ensure that all relevant points were covered during the length of the interview. 

For example, many women would discuss multiple topics within one question answer, and 

often these touched on other topics asked in later questions. So as to encourage a natural 

flow of conversation the interviewer would allow for off topic comments and when they came 

across the question further down in the interview, the researcher would state the question, 

saying that she understood the participant had already discussed this. The researcher would 

then either leave the question open for the participant to carry on whether on or off topic or 

ask whether there was anything more to add in relation to that question.   

One participant (Anna) completed the demographic information section of the 

interview by typing the information in an email to the researcher, as this was convenient for 

her. Similarly, Joanne’s recording ran out and was turned off as she started providing 
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demographic information and infant characteristics. She was able to fill in the details over the 

phone shortly after the interview. All other interviews were completed face to face with the 

exception of Fleur who answered question five (Appendix A) about confidence via email. 

5.2.2. Sampling  

Recruitment was done through convenience sampling, with researchers, clinicians and 

supervisors (professional Speech Language Therapy networks) at the University of Auckland 

sharing the study information with potential participants they believed would be appropriate 

for this research. Recruitment was also done with the support of the Auckland, Counties 

Manukau and Waitemata District Health Boards, who were able to relay information 

regarding the study to potential participants, before they left hospital for home. Nurses, 

Lactation Consultants and Speech Language Therapists from these District Health Boards 

were the primary sources of information, giving the researcher’s contact details and study 

information to potential participants.  

Discretion was granted to the professional contacts to judge whether or not 

participants fitted the study criteria and whether they were mentally, culturally and physically 

ready to participate. Selection criteria involved professional judgement and decision making 

on the part of the contact persons, before researcher involvement.  

5.2.2.1. Inclusion criteria  

Potential participants for the purposes of this study were defined as primary 

caregivers, with an infant under three months of age, who were themselves over 18 years old 

and who spoke English fluently enough to not require an interpreter. Participants had to be 

living primarily at home and not in hospital with their infant, and were within the regional area 

of Auckland. At the time of the interviews, participants were expected to have been feeding 

their babies by breast feeding, bottle feeding or a combination of both. Infants could be fed 

breast milk, formula, or both.   
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5.2.2.2. Exclusion Criteria 

Participants excluded from the study include people not able to give fully informed 

consent, such as participants under 16 years old, or not able to give consent as a result of a 

medical or mental condition, participants who did not speak sufficient English to complete the 

interview without an interpreter and participants who did not give consent to be audio 

recorded. Based on these criteria, one mother interested in participating was excluded from 

the study as she did not have fluent English speaking skills and would have required an 

interpreter. Participants who were feeding their children using predominantly tube or other 

types of feeding instead of breast, bottle or mixed feeding were not included in this study. 

5.2.3. Participant Characteristics 

Ten mothers participated in this study and their ages ranged from 30 years to 41years. 

Of the ten participants, three of the mothers had babies that were born prematurely. The 

youngest infant was 2 weeks 4 days corrected age at the time of the study, while the eldest 

was 11 weeks 2 days corrected age. Corrected age was measured against the national 

average of a 40 week gestational period (Ministry of Health, 2010). We calculated the 

corrected age of preterm infants by taking the date at which the infant would have reached 40 

weeks gestational age (also known as their expected due date), and counting from this day to 

the date of that participant’s interview (Ministry of Health, 2010). This gave us the 

chronological age of infants at the time of the interview. The gestational age of infants ranged 

from 25 weeks to 42 weeks 6 days, and the oldest infant in the study was also the one born 

extremely preterm, while the youngest was born moderately preterm. Three of the infants 

were overdue. These were the infants of Hannah by two days, Belina two weeks and Elaine 

two weeks six days (Table 1). Out of ten participants, five women were first time mothers, 

while the other five women had one other child at the time of the interview.  
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Ethnicity was asked, and participants were provided with the opportunity to express 

their ethnicity freely, rather than being given options to choose from. Six out of ten 

participants identified themselves as Kiwi/New Zealand European, three participants 

identified as NZ European mix, two Maori/Pakeha, one Kiwi/Filipino and one British.  Many of 

the participants had some or no previous experience in the education and health sectors. 

Four women had experience in early childhood, primary and intermediate education settings. 

Three of these were teachers and one a speech language therapist. All mothers were on 

maternity leave or unemployed at the time of the interview. Full details of the participants are 

given in Table 1. 

 When asked about other caregivers involved and their experience in health or 

education, three participants had caregivers who had this experience. Anna’s husband is in 

adult health, while Elaine’s husband is an intermediate school teacher. Both of these 

husbands are secondary caregivers while participants Anna and Elaine were the main 

caregiver and stayed at home with their children. Grace’s mother was both a qualified nurse 

and secondary school teacher with experience as a midwife and Maori language teacher. 

Grace said her mother is “another caregiver. She helps out with the kids all the time and she 

spends just as much time with them pretty much as I do. Plus she takes the other grandkids, 

so, she’s pretty much permanently a full time carer.” 
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Table 1: Participants’ Demographic Information 

Participant Age at 
time of 
inter-
view 

Infants age 
at birth 

(gestational 
age) 

Infants age at 
interview 

(corrected 
age) 

Method of 
feeding at time 

of interview 

Maternal 
experience in 
education and 

health 

Highest level of maternal 
education / employment 

Ethnicity Current 
Siblings 

  [weeks; 
days] 

[weeks; days]     # / Age 
[year; month] 

Anna 35yrs GA: 38;0 
 

CA: 4;4 Bottle  
(formula) 

Yes, adult health 
SLT 12 years 

Masters degree / Speech 
Language Therapist  

New Zealand 
European 

1 / 2;6 

Belina 39yrs  GA: 42;0 
 
 

CA: 3;4 Breast with 
occasional 
bottles 

Some, adult health 
(smoke free 
advisor) 

Post Grad cert / Human 
resources consultant 

New Zealand 
European 

1 / 2;3 

Carol 41yrs  GA: 40;0 
 
 

CA: 3;5 Breast with 
occasional 
expressed 
bottles 

Yes, early 
childhood and  
primary education 

Degree (unspecified), 
postgraduate certificate/ 
Primary School Teacher 

British  1 / 3;1/4 

Dianne 30yrs GA: 25;0 CA: 8;0 Breast 
(4/8 weeks  fully 
breastfed) 

Some, adult 
education 

PhD / Tertiary Education 
teacher 

New Zealand 
European 

0 

Elaine 32yrs GA: 42;6 
  
 

CA: 4;4 Breast Yes, primary 
education Bachelors degree / Primary 

special education teacher 

New Zealander 0 

Fleur 37yrs  GA: 33;0 
 

CA: 2;4 Breast with 
occasional 
expressed 
bottles  

Some, adult 
education 

Bachelors degree / Tertiary 
Education administrator  

Undecided Kiwi, 
Filipino 
- often identifies 
as New 
Zealander 

1 / 3;6 

Grace  35yrs  GA: 39;5 
 
 

CA: 5;6 Breast Some, adult 
education, health 
admin, nursing at 
Uni. 

Bachelors degree 
/ Health Administrator  

Maori Pakeha  
 
 

1 / 2;4 

Hannah 33yrs GA: 40;2 
 
 

CA: 5;2 Breast 
 

Yes , Education 
(primary 
/intermediate) 

Graduate diploma / Primary 
Intermediate school teacher  

New Zealand 
European and 
1/16 Maori 

0 

Ingrid  35yrs  GA: 35;5 
 

CA: 11;2 Bottle (formula)  No education 
/health  

School Cert. / Corporate 
account manager 

Kiwi 0 

Joanne 32yrs  
GA: 39 

CA: 4;6 Breast 
  

No education 
/health  

Bachelors degree / Senior 
business partner HR.  

NZ European 0 

Note. Education and health experience definitions: “yes”, participant has experience in children’s health or education or is a speech therapist; 

“some”, participant has experience in adult health or education; “no” participant has no experience in either adult or children’s health or 

education.  
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5.3. Data Analysis 

Interviews were transcribed by the researcher and independent transcribers who had 

agreed to confidentiality in writing. The researcher went through each transcript twice to 

ensure they were accurately transcribed (Gery and Bernard, 2003). Following transcription 

and reading through the transcripts, the researcher undertook a two stage analysis. The first 

stage was topic categorisation followed by an analysis of relevant themes.    

5.3.1. Topic Categorisation 

Data analysis, and in this case the analysis of interview transcripts involves several 

tasks two of which were “discovering themes and subthemes” and “winnowing themes to a 

manageable few (i.e., deciding which themes are important in any project)” (Gery and 

Bernard, 2003, p. 85). In this research NVivo software was used to help with the categorising 

of similar information and then analysing this information for deeper, overarching themes. 

The grouping together of concepts, otherwise known as topics discussed that appeared to be 

in reference to a similar experience was described by Strauss and Corbin (1990) and cited in 

Gery and Bernard (2003) as categorising information. In this example, Strauss and Corbin 

(2008) use the word category interchangeably with theme. Once concepts were identified 

and grouped together, the researcher was able to extrapolate themes and look for deeper 

meaning within the text. This also meant narrowing the focus to the topics and emerging 

themes most relevant to the research questions (Gery and Bernard, 2003). In this research it 

was found that mothers talked about their experiences around three main topics, these were 

parenting, feeding and interacting [with the baby]. The topics discussed are laid out in the 

results section in rough chronological order. Other topics included demographic information, 

experiences of pregnancy and experiences of birth. All six headings were then inputted into 

NVivo and the content found within the transcripts was separated into each of these topics. 

We found we needed to separate what mothers said into those six topics listed above as 

mothers often would  switch topics within one paragraph or start to answer a question and 
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then remember something else they wanted to discuss and would go off on a tangent. 

Furthermore, the initial topic categorisation of information found in the transcripts was useful 

as it allowed for the focussing of the analysis of the themes that was to follow. Most relevant 

to this research in the topic data were feeding, interacting and some parenting information. 

These were typically the topics which related most directly to our overarching research 

questions about mothers’ experiences feeding and interacting with their infant and their 

experience of the support and information received on feeding and interacting.  

5.3.2. Analysis of Themes 

In order to explore themes within the topics of feeding, interacting and parenting, we 

used multiple inductive approaches to sift through these three main topics. Gery and Bernard 

(2003) describe a variety of techniques which help qualitative researchers identify themes in 

their research. They suggest that it is best to use a combination of techniques in order to 

identify most relevant themes and sub themes. Gery and Bernard’s (2003) flowchart for 

selecting amongst theme identification techniques was used to identify which techniques 

would be appropriate to use with our type of interview data (verbatim text, with mainly brief 

descriptions of one or two paragraphs and some rich narratives).  

Cutting and sorting 

Cutting and sorting information was also used although this was managed through NVivo 

software, where parts of text were sorted under varying categories electronically instead of in 

paper format. This process is similar to the categorisation process conducted earlier, where 

similar topics were grouped together. The process of grouping similar quotes together went 

hand in hand with the technique of looking for repetitions in the concepts discussed, At this 

point we found themes started to emerge as we named the “piles” of information/quotes. The 

grouping of these concepts was made possible by looking at the meaning behind what was 

being said, as well as the words within the quote. For example similar quotes were grouped 
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together such as ‘too much advice’ and ‘making the right decision’ under the theme of 

“pressure”.    

Repetitions 

Repetition of concepts discussed by participants was the primary technique used 

when starting to identify themes in the transcripts. It was important to see what topics 

participants circled back to or repeated in their interviews as often these concepts are what 

end up being recognised as key themes (Gery and Bernard, 2003). Due to the small number 

of participants, themes and in particular sub themes were considered of importance if at least 

two participants discussed the same or similar concept. Concepts were also coded under a 

theme if they were discussed during the interview on two or more occasions.  

Metaphors 

Some participants used metaphors in their speech, and though not a primary 

technique for finding themes, we did identify metaphors as they arose in the analysis. For 

example Joanne said “part of me of me just feels like a breast milking shed (laughs)” showing 

a focus on feeding for nutrition rather than an opportunity for interaction.  

Key Words in Context 

Finally, we went through each individual topic once more and looked at the meanings 

of what was discussed by the women. In other words we read through the coded material 

under the three target categories and highlighted key words such as pressure, guilt, and fear, 

across the transcripts. This could be likened to a key word in context process as described by 

Gery and Bernard (2003). It was important to do this as part of the analysis as it helped with 

the naming of the categories/subthemes as well as providing insight into what the women 

were talking about, or in other words the meaning of the quote (Gery and Bernard, 2003).  
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Chapter 6. Results 

6.1. Overview 

 Using face to face interviews the researcher interviewed ten mothers in interviews 

which lasted between 42 minutes and 1.5 hours, and which were conducted between August 

2013 and January 2014. The interviews were carried out in the participants’ homes. Half of 

the infants involved in the research had one other sibling living in their household, with a few 

of these siblings being present during the interviews. Out of ten mothers, Dianne, Fleur and 

Ingrid had preterm infants and the other seven infants were born around term (42weeks). 

Dianne’s baby was classed as extremely preterm at 25 weeks and at the time of the interview 

was 8 weeks old corrected age, while Fleur and Ingrid had babies born moderately late 

preterm at 33 weeks and 35.5 weeks respectively who were aged 2 weeks 4 days and 11 

weeks 2 days at the time of the interview. Anna and Ingrid identified as feeding their infants 

using a bottle and formula, while the other eight mothers indicated that they breastfeed 

though they might at times express feed though very rarely.  

All 10 participants reported enjoying the interview process as it gave them the 

opportunity to discuss their experiences of parenthood and their infants’ progress with 

someone who they had not previously talked to. As some of the participants mentioned they 

felt they had talked about these things too much with other people in their life they said it was 

nice for them to have a fresh ear so to speak. A few participants in the initial stages of the 

research mentioned that some of the guiding questions were repetitive, and given this the 

researcher gave participants the opportunity during the interview process to opt out of any 

questions they felt they did not want to or could not answer. The majority of the participants 

felt the interview gave them another opportunity to think about certain questions being asked 

and all reported enjoying the process. 
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The guiding questions can be found in Appendix A. These guiding questions were used as a 

guide alongside probe questions and comments such as “tell me more about that” and “is 

there anything else you have to say on that”. Often participants discussed topics in varying 

order, for example when using guiding questions to help guide the interview, we may have 

skipped forward to a section as the participant spoke at a tangent because one topic brought 

up other memories she wanted to discuss. In regard to the structure of the content analysis 

section, the results (topics discussed) will be presented in approximate chronological order, 

as seen in Figure 2, with a focus on the sections around parenting feeding and interacting.  

We will then go on to describe the main themes which emerged from the research as well as 

the subthemes within.  
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1. Parenting 

mum's feelings 
and experiences 

parenting 

•making the "right" 
choices 

•sharing time 
between children 

•drawing on 
previous 

experience 

Information 
received 

•feelings and 
experiences 

support 

•family reaction 

personal 
relationships 

•partner's feelings 
and experiences 

parenting style 
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information 
received  

•feelings and 
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Physically 
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received 
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Initial reaction 

NICU 

•Feelings and 
experiences 

5. Interacting 

Infant 
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Infant 
Communication 

Mum's 
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awareness 

During feeding  

•mum's feelings 

Information 
received  

6. Demographic 
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Primary 
Caregiver 

Other Careivers 

Infant 
Information 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Chronological Order of Topics Discussed. Note this is the approximate chronological order of topics discussed and individual 

interviews may have varied due to the nature of the participant -led interview process. The results will mainly discuss sections 1, 2 and 5, 

which are the focus of this research.  
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6.2. Content Analysis 

Topics 

The transcribed interview information was entered into qualitative data analysis 

software NVivo10 for Windows by QSR International, version 10.0.418.0 SP4 (64-bit). At the 

first stage of analysis the researcher organised the text according to the topics discussed by 

the mothers. During the interviews, the researcher asked for demographic information so as 

to be better informed about the participants. A summary of this information is provided in 

Table1 in section 7.2.2.  So as to group similar concepts together the researcher read 

through each transcript in NVivo, and made headings for each topic as it was discussed by 

the participants. The topics arose as a result of direct questioning as well as mothers bringing 

up topics themselves. Due to the nature of the open ended paragraph style questions 

participants were able to use their own understanding and perception of them when 

answering. This allowed for a rich blend of the concepts covered during the interviews. Below 

are the three main topics discussed in approximate chronological order “parenting”, “feeding” 

and “interaction” (Figure 2).  

6.2.1. Parenting 

Throughout all of the interviews, the mothers were asked about and talked about 

parenting in relation to their feelings and experiences as a parent, their individual style of 

parenting, the support they felt they had, the information they had received about parenting 

as well as the topic of personal relationships. In this section we have coded the participants’ 

experiences holistically in that these are about their experiences during pregnancy, hospital 

experiences in particular intensive care units as well as their experiences of parenting at 

home. 
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 Feelings and Experiences 

 All ten women were asked directly about their feelings and experiences of parenting, 

as well as what they expected to be particularly difficult and enjoyable about being a parent. 

Many of the women (Anna, Belina, Carol, Elaine, Hannah, Ingrid, Joanne) commented on 

how they were looking forward to seeing their children grow and develop their own individual 

personalities. Anna, for example, said “I’m looking forward to her developing” and Belina 

“Particularly enjoyable is just… seeing his personality grow”. Elaine and Ingrid went on to 

comment on the time frames of their children developing, with Elaine commenting on how 

quickly this time was passing saying “I want her to stay little but she’s growing up too fast but 

seeing her do new things, that’s really enjoyable”. While in contrast Ingrid compared her 

preterm son’s slow progress to that of the term infants she had previous experience with, 

mentioning how “he’s taken a lot longer than a normal baby that comes out normally, so it 

feels like it’s been ages... everyday it’s something new”.  

 Previous Experiences 

 Eight of the ten women talked about drawing on previous experiences. Elaine and 

Ingrid brought up the topic of expectations and the fact that their experiences differed from 

what they had expected. Elaine expected feeding to be difficult but actually had success with 

it, while Ingrid expected to be forced to breastfeed but baby was preterm and breastfeeding 

was “not allowed.” Anna talked about how she drew on her previous experiences as a 

Speech Language Therapist “in terms of interacting with them [children]”, however she also 

went on to say that “I hadn’t really noticed I was doing anything different… It’s funny because 

I don’t really I’ve never really thought I’ve learnt anything new than any other parent would do 

with their child in terms of interaction (laughs).” It wasn’t until Anna’s mother pointed out her 

communication with her first born child that Anna started realising that she was interacting 

more and in a different way than other mums.   
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 One participant (Dianne) disclosed that her baby was still medically fragile for even 

though she was at home, she still had a shunt in her brain, and Dianne was not sure whether 

or not the infant would survive or for how long she would live and whether if she did live, how 

she would be affected in terms of ability / disability. “She has, had a bleed, a grade 4 IVH 

when she was born, so that’s something that we’ve got with paediatrics for the rest of her life 

really to see how she develops”.  Dianne commented on being cautious about looking too far 

ahead into the future for Dora as the future was still uncertain for her baby who was born very 

premature at 25 weeks “we’ve still got appointments coming out of our ears, but, no, she is 

doing pretty well”.  

Personal Relationships 

Personal relationships were another topic discussed by mothers and which included a 

conversation around their partner’s feelings and experiences. In most instances this topic 

was a result of a direct question during the interview asking about how the relationship with 

their partner has been impacted as a result of their new infant. It raised interesting comments 

around pressure, support and changing relationships as well as a sense of needing to take 

control,  

…you revert to what you do to survive a crisis and both of us react so completely 

differently to that, I really get in there and try and learn as much as what I can to gain 

some sort of sense of control, whereas Dan will just push away and he doesn't wanna 

hear about the brain injury over and over again because he just wants to know her, he 

doesn't want to know what could happen (Dianne) 

This view is reflected in the themes to follow of mother’s supports and the subthemes of 

changing relationships.   

 Perceived Pressures 

 When looking at what else would be difficult when it came to parenting their children, 

Anna, Elaine and Ingrid talked about the pressure of making the ‘right’ choices “making sure 
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feeling like you're giving your child the right um upbringing and you know parenting and you 

know guiding them in the right way (laughs) it's a bit nerve-racking (laughs) [Anna]” and 

“wondering whether you’re doing the right job or doing everything right and stuff, because 

there’s a lot of pressure [Elaine]”. Again Ingrid brought up the comment that external 

pressures and others’ opinions make parenting more difficult “you try making the right 

choices and stuff and everyone has different opinions and everyone is so opinionated about 

the different things that you do”. She went on to say “you’re helpless and I guess like that’s 

probably one of my biggest fears is that yeah they’re in someone else’s care”, when thinking 

about the future. Joanne emphasises this point of loss of control and a fear of what could go 

wrong when she says “I think that would be difficult worrying about it, you know all the things 

that could go wrong.” 

 Time pressure was a topic brought up by seven out of ten participants, Anna, Belina, 

Carol, Fleur, Grace, Hannah and Ingrid. Grace mentions sharing time between children “I feel 

like that’s a challenge, but um, every parent who has more than one kid, you gotta figure that 

out. How to give quality time to both kids without them sort of being compromised” and her 

feelings were shared by Anna, Belina, Carol and Fleur.  When asked about how their other 

children had reacted, Anna commented on their behaviour and changing relationships 

saying:  

I suppose he’s starting to realise a little bit more as she wakes up more that you know 

if she starts crying I can't necessarily play with him I’ve got to also be looking after her 

so in terms of that you know that’s when his behaviour changes a bit more. (Anna)  

Similarly Belina commented on shared time and the impact this had on relationships when 

she said “so he flipped between liking his little brother and hating the lack of attention he 

gets”. Grace also brought up the guilt she felt as a result of sharing time between children 

“sometimes I feel guilty like after I put him down because I have to deal with my older child 

and I can hear him crying ... he might have to wait until I’ve finished changing the other kid’s 
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nappy”. This discussion around time pressures and its impact on relationships including 

feeding and interacting was summed up by Anna when she said:  

I probably spend a lot less time interacting with her during feeding than I did with 

Aaron because he'll either be wanting me to reading him a story or you know he'll be 

chatting to me so I’m spending a lot of time looking at him or talking to him rather than 

focusing on her so it’s actually quite nice on a day like Mondays when Aaron is at day 

care where I can actually do that. (Anna) 

When it came to juggling a work life balance, Belina talked about how:  

The most challenging is I guess juggling everything is um you know still wanting to 

keep your career going and um and you know give the boys a really good life and you 

know have healthy lifestyle yourself all of that I guess is probably what the challenge 

is. (Belina) 

Ingrid made comments akin to that of Belina “the biggest shock to me [Ingrid] was not having 

any time” and having had “all these things in my head that I wanted to do and tidy things up 

and blah blah blah” prior to birth but having to deal with time pressures once baby arrived 

“was the biggest shock and the hardest thing”. Hannah talked about how what was difficult 

for her “is just trying to get everything else done... possibly further down the track having to 

manage other work, looking after her as well and the house.” Carol also mentioned that “the 

difficulty is the managing of the two children um alongside everything else” such as her 

husband being away at work.  

 When it came to other difficulties mothers had experienced or expected to be difficult, 

sleeplessness and the difficulties of not getting enough sleep were commented on by Anna 

and Fleur. When asked about what she predicted to be particularly difficult or enjoyable Anna 

said, “The thing that I find difficult is um sleepless nights (laughs)”. While for Ingrid while the 

lack of sleep was an issue at the beginning it is “better now” with Elaine saying “I thought it 

would be hard having no sleep, but it turns out I’m alright with not much sleep (laughs)”.  
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 Confidence 

 When asked if mothers felt confident in themselves as parents, all of the mothers 

replied yes to varying degrees. The mothers who were convinced they were confident were 

Carol, Elaine, Grace, Ingrid, Joanne. Joanne also mentioned she “figure[s] it out as you go.” 

Three participants responded with contingent responses. Anna said she felt confident but 

more so with her second child, and similarly even though Carol believed herself to be very 

confident, she mentioned that she is more confident and comfortable with her this  her 

second child: 

I guess you feel more confident about with your second as well coz you know that you 

just got to do your best really and that we all make mistakes as long as we don’t make 

huge mistakes it should be ok  

Belina felt confident “sometimes”, while Dianne said she was very confident with Dora’s 

health, and trusted her gut, however when it came to “normal baby stuff” she could become 

unsure but was “growing confidence”. Hannah said she was always a bit “unsure ... all new, 

not enough info, but Google is good”. Fleur missed this question during the face to face 

interview however she did reply by email, where she said she felt more confident with her 

second child. However she also said she felt overwhelmed due to her infant being born 

preterm and this being a whole new situation for her to navigate.  

 Anna, Belina and Carol commented on how they felt they may have been making a 

few mistakes, hinting that they believed or had let others lead them to believe that there are 

‘right’ and ‘wrong’ ways of parenting your child. Furthermore Carol went on to say how she 

was confident in her choices and that there would be some mistakes. Anna questioned 

whether she was a ‘good’ parent. 
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Parenting Style 

 When asked about her parenting style Dianne commented “after losing Desiree [their 

first born] our values changed a lot, we both wanted to make sure we were at home a lot 

more, and taking more maternity leave, and that kind of thing” whereas before they had any 

children she talked about planning for travelling with the baby and managing a work life 

balance. Grace also talked about “taking time off work with this baby” and how she “love(s) 

the time, I can just chill out and relax and I don’t feel rushed with this baby.” Fleur and Grace 

also talked about enjoying the now and being in the moment. Grace emphasised this when 

she says “um, the enjoyable but would be I really get to have time with him, cause I’ve taken 

the time off work with this baby, I’m really making the most of the time I’ve got.”  

 When asked to describe parenting style, Belina responded by saying “I think 

circumstances just change the way that you do cause you just don’t have time to fuss as 

much.” And when asked how she felt about feeding, Belina said “... sometimes its um a 

struggle to fit it in around other things you know if he needs to be fed and I need to pick Bryce 

up.” Similarly, Carol talked about sharing time between children when she said “there is so 

much guilt now that I’ve got two the guilt’s doubled not giving her enough not giving him 

enough never mind making the right choices.” 

When participants were asked how they felt about their baby and if they feel baby 

knows them, the responses were varied, nine out of ten participants said ‘yes baby knows 

me’ and these comments were associated with the topics of Infant Communication and 

Mum’s Knowledge and Awareness. Some mothers placed different value or importance on 

early communication (Anna, Belina). Some were unaware or not sure if their infant was 

actually communicating and if the infant knew them yet (Anna, Grace). Others believed their 

child had been aware of them from birth (Dianne) while still others were saying “now” he/she 

knows me, at the time of the interview (Fleur, Elaine). When asked how she felt about baby, 
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Joanne replied that she felt like a “breast milking shed.” As can be seen in Table 2, Joanne’s 

quote about feeling like a breast milking shed has been shown as an example of the analysis 

process. Her quote fit under the topics of Feeding (feelings and experiences), Interacting and 

Infant Communication. The researcher then looked at the meaning behind the extract, which 

she interpreted as:  

By saying it is like a breast milking shed Joanne is implying that there is little 

interaction gained from the feeding relationship and that in fact the purpose of the 

relationship is for food/nutrition intake, and regularly at that. A milking shed also 

implies that this may be something out of her control; infant comes, feeds and leaves. 

Goes on to comment on her belief in his awareness and recognition of her voice. 

From this the researcher was able to see some similarities to comments made by other 

participants, under the subthemes of Relationships (with infant), Control (loss of) and Routine 

based feeding. When it came to looking at how this fitted into the main themes, it was clear to 

the researcher that due to the suggestion that feeding is more for the purposes of 

nourishment as well as acknowledging the mother’s experiences, this particular extract would 

span both the themes of The purpose of feeding, and Mothers feelings about feeding in the 

first months. 

 As can be seen from the examples above and in Table 2, this was the first stage of 

analysis, looking at what headings or topics the information fitted under. For the subsequent 

two topics of Feeding and Interaction, the following is a quick overview of the in-depth 

content analysis undertaken using NVivo.  
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6.2.2. Feeding 

For this topic, we coded participant extracts under four main headings. These were 

Feelings and Experiences (of feeding), Responding to Infant Needs, Information Received 

(with feelings and experiences as a subheading), and Support. Within ‘Responding to Infant 

Needs’ we also included subheadings of Scheduling feeds, Infant cues and Feeding versus 

other needs.  

For an example of the type of information coded in this section, we look at Anna’s 

comment around her feelings and experiences of feeding, “because I’ve never breastfed I 

can’t compare um but I think it’s probably more of an intimate experience when you can 

breastfeed.” 

 In terms of information received, the researcher coded Elaine’s comment under the 

same topic, as it is information received but could also be coded under drawing on previous 

experiences (others): 

I have different friends with different backgrounds. My cousin is really open and gets 

her boobs out in the supermarket and walks around and not worry. I have friends that 

get those special cloths to cover up themselves in public or will just not feed in public. 

Everyone is different, I was interesting to see how I would be, I didn’t know until it 

happened.  

A final example of feeding information the researcher coded is this comment from Fleur, 

where she is recalling ticking off a list of possible reasons her infant was crying, “You’ll know 

cause he will cry. And you can kind of go ‘if he’s been fed and he’s crying, he just wants up 

from his bed and you pick him up and he falls asleep instantly, he just wants cuddles.” This 

was coded under feeding versus other needs. 
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6.2.3. Interaction  

 In this topic, we originally coded participant extracts under five main headings but then 

combined infant behaviour and infant communication into one as they had very similar quotes 

once we started filling them with extracts, as is to be expected of unintentional or pre-

intentional infants. These four headings were Infant Behaviour and Communication, 

Information Received, Mother’s Knowledge and Awareness and Interaction During Feeding, 

which had a subheading of mum’s feelings.  

 The type of information that was coded within this topic includes an example such as 

Anna, commenting on her experience of feeding her infant at night “it’s a time when you are 

just the two of you up and it would be quite nice to actually (laughs) enjoy it a bit more”, which 

was coded under interaction during feeding and mum’s feelings. Another example of what 

was coded under Interaction, within the subheading mother’s knowledge and awareness, 

would be Grace’s comment on the personality of her son: 

He’s starting to be a little more alert, and um, starting to show a bit of personality. You 

can pick up really young, on their different like personality, like whether they’re quite 

sensitive or pretty chilled out and whether or not they can handle being by. This guy’s 

clingy at the moment you put him down and he knows that he’s alone and he doesn’t 

like it. 

These three main topics of parenting, feeding and interaction were then interpreted by the 

researcher and further analysed by the methods mentioned in Chapter 5, and the process of 

which can be seen in Table 2. We will now go on to look more deeply at the thematic 

analysis.  
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6.3. Thematic Analysis 

This section of the results section examines the themes that arose from the thematic data 

analysis. We follow on in this section from the topics discussed by mothers in the previous 

section by looking into the underlying themes and subthemes that arose during the interviews 

and as a result of the analysis process discussed in Chapter 5. In this section we focus on 

deeper analysis of the parenting, feeding and interaction topics mothers talked about by 

looking at the underlying meaning of what they said and the repetition of similar concepts. 

When reading through the categorized information some of which is discussed in section 

6.2., the researcher used cutting and sorting, repetitions, metaphors and key words in 

context, (as discussed in 5.3.2.), in order to interpret what was being said by the participants 

and to allow themes to emerge. An example of this process is shown in Table 2. Interestingly, 

themes were not mutually exclusive; possibly due to the complex nature of the responses, 

the subthemes ranged across all three themes and a particular subtheme was not exclusive 

to or classed under one theme only. Furthermore, Figure 3 shows the relationships between 

the themes, subthemes and the number of participants coded as having contributed to each, 

while Figure 4, a word cloud document, was constructed to show the coding density or 

spread across subthemes at a glance, based on the coding of the transcripts. The text to 

follow describes in depth each theme and subtheme. 
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Table 2: Researcher’s analysis and interpretation of interview data: an example of the topics, themes and subthemes 

Quote Topic  Researcher’s interpretation Subtheme Theme 

When asked to describe her typical 
interaction with infant: 
Belina:  
“I do you know chat to him when with when 
I get him up and stuff but I don’t do a lot of I 
just let him feed when he’s feeding really. 
Don’t do a lot of gooing and gaaing. I 
probably could do more um but yea” 

 
Interacting  
- During feeding 
 
Feeding 
 

 
Mother placing importance on letting her child feed. 
Seems as though she has not thought much about the 
interaction or feeding relationship “I just let him feed” 
opportunity or not placed much value on it when she 
says “I probably could do more”. 

 
Relationships (with 
infant) 
 
 

 
The purpose of 
feeding 
& 
Mothers feelings 
about feeding in 
the first months 

When asked if she feels her infant knows 
her and how she feels about him: 
Joanne:  
“Part of me of me just feels like a breast 
milking shed, (laughs) so because you 
know it [breastfeeding]’s every two and half 
- three hours.  So it’s, you know you’re 
constantly, he constantly needs that so that 
side of things but I think he does know me, 
I think he knows my voice.” 

 
 
Feeding – feelings 
and experiences 
 
Interacting 
 
Infant 
communication 

 
By saying it is like a breast milking shed Joanne is 
implying that there is little interaction gain from the 
feeding relationship and that in fact the purpose of the 
relationship is for food/nutrition intake, and regularly at 
that. A milking shed also implies that this may be 
something out of her control; infant comes, feeds and 
leaves. 
Goes on to comment on her belief in his awareness 
and recognition of her voice  

 
Relationships (with 
infant) 
 
Control (loss of) 
 
Routine based feeding 
 
 

 
The purpose of 
feeding 
& 
Mothers feelings 
about feeding in 
the first months 

When asked what parenting advice she 
had received: 
Carol: 
“I learnt very quickly that you take what you 
want from it [the information you receive], 
again like teaching everybody says this is 
the best way to do it but you have to find 
the bits that fit with your style.” 

 
feeding and 
parenting 
information 
received  
mothers’ feelings 
and experiences 
around this 

 
Carol talks about finding her own style and going with 
what suits her best, which is really a lesson in trusting 
oneself. Also talking about how “everyone says” 
showing possible pressure or too much information or 
not tailored to suit her. Confidence to be able to trust 
herself to make that decision. 

 
Confidence 
 
Trust (oneself) 
 
Communication 
Breakdown (quality of 
information) 

 
Mother’s 
supports and 
relationships 

When asked if she feels confidence in 
herself as a parent 
Dianne: 
“Yeah, definitely. It took a long time in the 
NICU, but when it was when I started 
trusting my gut.” 
“It was me trusting what I was recognising 
in her and how she behaved, so that’s 

 
Parenting -  
feelings and 
experiences 
 
 
 
 

 
 
Researcher querying why it took a long time in the 
NICU to build confidence, e.g. support, did she have 
the opportunities, was it personal variables. 
Talks about trust and trust in herself. Also talks about 
reading infant cues and trusting herself to read infant 
cues. She seems to have learnt to “read” her infant 

Trust (trusting yourself 
and reading infant cues) 
 
Confidence 
Drawing on previous 
experiences 
 
Relationships (with 

 
Mother’s 
supports and 
relationships 
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when I knew that I was capable.” 
 

 
Quote 

 

 
 

 
Topic 

 
 

 
Researcher’s Interpretation 

infant) 
 
 

Subtheme 

 
 

 
Theme 

When asked if she feels confidence in 
herself as a parent 
Anna: 
“Yeah So I feel more confident at this stage 
um of course with each new stage so 
probably Aaron is having it first um 
sometimes your confidence goes but you 
sort of think oh am I dealing with this in the 
right way um am I a good parent you know 
especially at the moment with having two 
and I’m feeding Amy and you know Aaron 
kind of needs attention… and then you feel 
bad about how much DVD’s they watch” 
 

 
 
Parenting – 
feelings and 
experiences 
 
Making the ‘right’ 
choices 
 
Sharing time 
between children 
 
 
 

 
Mother is feeling confident at times but may change 
with every new phase, bringing up concept of being a 
‘good’ parent, suggesting there are right and wrong 
ways to parent, possibly concern around whether she 
is a good enough mother leading us to link this to fear 
of failure or judgement.  
She talks about feeling bad when she lets them watch 
TV which links to subtheme of guilt. 

 
Confidence 
 
Pressure (time) 
Pressure (making ‘right’ 
decisions) 
 
Fear (failure/judgement) 
 
Guilt 

 
Mother’s 
supports and 
relationships 

  Note: This table is intended as an example, and does not include all subthemes coded. These can be found in the results 

section below. 
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Figure 3: Themes and Subthemes by Number of Participants (1-10). 
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Figure 4: Themes, a Snapshot.  

 

6.3.1. Mums feelings about feeding in the first months 

This section of the results is pictured as green in Figure 3. All of the participants 

discussed their feelings around feeding in the first few months of their children’s lives, and 

there was a wide spread of subthemes covered. These subthemes will be discussed 

according to the emphasis which the women placed on each, as determined by the number 

of women commenting on each subtheme. So the subthemes which had the highest 

frequency of comment will be presented first in this section followed by a progression to the 

rest of the subthemes in decreasing frequency order.  

  

Successful Feeding 

The most frequently occurring area of discussion and one which all 10 participants 

commented on was that of “successful feeding”. And this subtheme includes references from 
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participants discussing successful feeding as well as some mentioning not being successful 

with feeding their infant. In this section women talked about what they found difficult as well 

as what they found good about feeding their infants in these early stages. Many of the 

participants commented on how feeding was going well, such as Elaine who as a first time 

mother said “luckily she’s a natural feeder and I’ve been fine, haven’t had problems. I guess I 

was just lucky that it worked for me and it worked for her” and “she’s quite a natural sucker; 

she came out sucking her hand. Everything worked alright for me, I didn’t have problems. 

Just getting the hang of it really and getting in the swing of it”. Elaine also mentioned that 

breastfeeding is “getting easier, it’s working out alright” and that “hearing other people’s 

stories I think I’ve got it going alright”. Grace tells other mothers who are starting 

breastfeeding: 

Don’t beat yourself over the head if it doesn’t go the way you want it to go and I’m like 

breastfeeding is like the second labour, so once you’re doing your breastfeeding it’s 

like second labour. And it hits a lot of women by surprise. (Grace)  

Belina similarly says breastfeeding is “just trickier at the start”, and Dianne who had an infant 

born at 25 weeks gestational age said:  

She’s a pretty easy baby. I feel very privileged to be able to do it [breastfeed]... I put in 

the hard yards... I feel privileged that we’ve come this far that I can do something so 

normal and simple and it’s so good for her. (Dianne) 

It should be noted that although Dianne had the oldest infant at the time of these interviews 

based on chronological age, Dianne has only had her baby home for “just over a month” and 

they have “only been fully breastfeeding in that time as well”. She was also:   

Worried that after the last brain surgery that she [infant] would forget how to feed, but 

so it took us another week or so before she was properly healthy again from post-op... 

And then she was gaining weight again, and away we went. (Dianne)  

Joanne who also has a preterm infant said:  
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Found it pretty good, but those first couple weeks were really hard just cause it’s so 

painful. Like literally, every time he’d latch on my foot would be going err you know, 

breathe through it, relax, breathe through it, relax um and it was, it was just painful and 

then the technique got a bit better, he got a bit better um and then I think your nipples 

adjust and stuff, your breasts adjust so now it’s much better. (Joanne) 

So successful feeding has taken time for these participants to achieve and that in the 

beginning it is not as easy as usually thought. Joanne stressed this fact when she said “I 

didn’t feel that prepared for breastfeeding now that I look back.” While Ingrid was the only 

participant who stated she had not been looking forward to breastfeeding and that in fact, 

…when I got pregnant my worst fear was breastfeeding like oh God I don’t want to do 

that’s gross it’s like yuck you know, but I always said like I'd give it a go you know if it 

worked it worked if it didn’t I would go like formula you know like I wouldn’t be bothered 

about it. (Ingrid) 

Hannah talked about how breastfeeding was, 

…nice when she[infant] is there and you’re holding her and she’s feeding, it’s all 

happy, but it’s not like all the time, sometimes she's squirming, she’s crying or she’s 

got a poo, it can be a bit worrying. In terms of her growing I’m quite confident there’s 

enough milk. It’s a bit inconvenient and it’s messy, because the milk goes everywhere. 

But you do it because that’s what’s best and there’s no reason not to. And as she gets 

a little bit older I’ll get to know her and her routine a bit better. And as she gets bigger 

she won’t need as many feeds and I will be able to figure it out, but at the moment it’s 

still quite early days. (Hannah) 

In contrast Grace was clear in her choice to breastfeed and to persevere with it as she said 

“breastfeeding is fantastic and not many people do breast feed, but I’m a definite, I’ll 

breastfeed my baby unless you pry my baby from my arms” even though in the past she 

recalls she had “Raynauds... It’s excruciatingly painful. I had that with Greg, but not with 
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Gareth” and now she has had “a sweet as breastfeeding time, I didn’t have any concerns 

whatsoever. It was really good.” This leads us on to the concept of pride in relation to feeding 

which was mentioned by both Dianne and Grace. Grace said:  

Yeah, nah, it’s easy, yeah, I like it, I really like it and I’m proud of the fact that I do it 

and I encourage, as much as I can I encourage all the other mums around me to do it, 

While Dianne said she,  

…feel(s) so much more proud of Dora because she is able to do all these things that 

babies not as prem as her are struggling to do and again I know it’s that measuring 

stick but it’s that one, that one up we’ve got on everyone else don’t we. (Dianne) 

Dianne felt breastfeeding was a significant achievement for her extremely premature 

daughter which she said health professionals did not believe was a realistic goal for her to 

attempt to achieve. Dianne’s experiences were also included under the subtheme of pressure 

as she reported that she felt pressured to bottle feed when, in fact, she was set on breast 

feeding.  

 A few of the participants went on to talk about winding issues with their infants, for 

example Anna said:  

I find the whole winding thing quite difficult and just kind of at this age when their 

digestive systems aren't that great and the spilling and that kind of thing you know coz 

you’ve got to spend quite a lot of time winding them and things and you put them down 

after an hour and she still gets upset and unsettled so she's obviously still got wind 

there so that’s a challenge I suppose yeah trying to get them to wind, 

Winding was seen as her biggest current difficulty. Joanne and Elaine saw winding as a 

temporary bump in the road and did not place much emphasis on that area of feeding, with 

Elaine saying, 
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…usually if I’m down to business she feeds quite fast and quite well, she has a bit of  

spilling and burping and gas sometimes that bothers her but it’s getting a bit better. It’s 

probably her immature digestive system working itself out. 

While Joanne said, “The only thing is my milk comes really fast, so he’s like wow (laughs) 

and then we have to spend a bit of time burping, He was fine right now actually”.  

 Some participants brought up the topic of expressing milk and bottle feeding, with 

Carol talking about how,  

…the problem with him at the moment is that the wind is getting down into his 

intestines and that's sort of making him really uncomfortable. So we try and wind him 

quite early on so he eats from one side we do a couple of winds and that and then if 

he's still hungry we might go onto the other side and see how far we get with that  one. 

(Carol)  

And she goes on to mention how she  tried bottle feeding as a way of helping with the wind 

and as a way of helping with the pain she experienced during breastfeeding,  

…we've just been experimenting a little bit really. First of all to see if I can express yup 

and then also he's been quite windy and its um whilst we've been figuring out how to 

manage that it’s kind of well is he still hungry? Or you know and sometimes just by 

giving him that bit in a bottle it comes out quicker he'll just It'll knock him out and he'll 

go straight to sleep. And it kind of takes the pain away and stuff but sometimes he's 

actually hungry and we have to go to the breast. (Carol) 

Belina also talked about the benefits she found when using a bottle and formula, however 

she also emphasised her feeling that her government funded support network 

(midwife/nurse) would not have approved, “we topped him up at night with a little bit of 

formula he slept a lot longer and it was uh great um from my perspective (laughs) um 
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probably not [support service for children under five]’s”. Ingrid started bottle feeding as a 

result of her infant not taking to the breast and having difficulties latching:  

I tried him on the breast like twice a day but he would just get so frustrated he’d flop 

his head around and then he’d have tantrums and it just wasn’t worth it so I just kept 

expressing and feeding him the milk in the bottle like that until 11 weeks and I kept 

getting blocked ducts I just kept getting blocked up and it was like oh god you know. 

(Ingrid) 

She then went on to talk about how she had decided to stop breast feeding and bottle feed 

breast milk because of factors out of her control: “we had kind of a lot of stress and then I 

ended up with mastitis and I couldn’t get out of bed so that was just the end of it 

[breastfeeding] for me.” 

When talking about expressing, Carol mentioned that she had,  

…found expressing easier this time so he's had a couple of expressed bottles um not 

very much because basically I express and what I’ve expressed he's had the same 

day so I’ve not stockpiled any yet because I haven't really had time to do it um so I 

don't know if he will get formula if I can do expressing. (Carol)  

While in contrast Dianne felt, “expressing every 3 hours I was so over that yellow pump 

machine I wanted to take an axe to it so I hate that thing, I hated expressing by the end of it 

just because it’s so unnatural.” 

 When asked about how they knew when to feed their baby, the participants’ answers 

were spread across two main decision making processes. These were interpreted by the 

researcher as being infant cue based and routine based decision making. Infant-led or infant 

cue-based feeding featured in all of the participants’ interviews. Hannah, Grace, Fleur, Elaine 

and Carol reported using infant based cues to decide when to feed their babies, with Carol 

saying “he might be chomping on his own hand if his hands wrapped, umm if my husband's 
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holding him he might start trying to eat his shoulder ”. Fleur said that when he was hungry her 

infant’s cues were clear,  

…you definitely know. He signals and he will root around and suck his hand like crazy 

but before that would be the typical baby signals, he’d cry, does the mouth thing, the 

thing where they click their tongue, try to do the sucking motion with their tongue, 

rooting around lots of, trying to find. Real easy signals I think for a baby. (Fleur) 

 As a first time mother Elaine commented on when she fed her baby,  

…when I think she’s hungry. She usually does a little ‘hungry mouth’ and a cry, or tries 

to suck my arm or suck her hands. Sometimes I’m not sure, she might be fussing from 

gas or a burp I pretty much know, in the night definitely. (Elaine) 

Grace talked about how  “with Gareth, he’s breastfeeding on demand, so when you do breast 

feed on demand they get themselves into a natural routine of feeding, sleeping, it just sort of 

goes like clockwork”. Joanne, Ingrid, Dianne and Belina reported using a combination of 

infant and routine based cues with Belina saying, “he’s pretty much demand fed like I sort of 

think like oh its sort of been three and a half hours he’s probably due soon and typically he’ll 

wake around then anyway”. Dianne “based on her cueing, when that tongue comes out or 4 

hourly”. Dianne started trying breastfeeding as a result of her daughter initiating the 

interaction: 

I kind of felt a bit strange when we started breastfeeding, like she latched at 31 weeks, 

she had just come out of tummy surgery after they have put her all back together she 

didn’t know what being full was like, like we were having kangaroo cuddles and she 

just turned into crazy exorcist baby. 

At the time Dianne reported she could not feed her baby as a result of it being too soon after 

the surgery, however, her daughter’s behaviour showed that she was eager to try to feed on 

her mother’s breast. Ingrid also used the amount of milk her baby has had to determine 
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whether or not he may be hungry when he cried. When he was formula fed or when it had 

been three hours since a feed,  

…you can tell when he’s hungry like he does that [cries], and it’s the only reason he 

cries, is coz he’s hungry or coz of a wet nappy or wind but he doesn’t cry as much with 

wind, and I’ve just changed his nappy so it wasn’t a wet nappy and he doesn’t have 

wind. So he’s hungry and I know its round about 3 hourly, or if I give him a small bottle 

it could be 2 hourly. (Ingrid) 

Anna reported that she mainly went by her routine but that there were times when she would 

use infant based cues, “sometimes she wakes up earlier than four hours when she wants to 

be fed but I’m not gonna leave her screaming for a half hour to stick to our four hour routine”.
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Relationships  

This was the second most frequently talked about subtheme in relation to feeding and 

mothers’ experiences. This further refined  into “relationships with infant” in regard to which 

seven participants made comments, “relationships with others” on which three participants 

commented and “changing relationships” where seven participants commented. However, 

three mothers differed from the seven who commented on relationships with their infant. The 

category of relationships as presented in Figure 3 is emphasised as almost every participant 

made comments in this area.   

Joanne, Hannah, Elaine, Dianne, Carol, Belina and Anna all referred to the 

relationship with their infant when they talked about their feelings around feeding. For 

example Joanne said, “part of me of me just feels like a breast milking shed (laughs) so 

because you know it’s every two and half to three hours.  So it’s, you know you’re constantly, 

he constantly needs that”. So Joanne seems to be feeling that her relationship with her infant 

is more of a giving one where the infant takes what he needs and that her role in their feeding 

relationship is to give that rather than to try for a reciprocal approach where there is 

interaction alongside nutrition. She again alluded to this when she commented on her baby 

falling asleep on her breast during the interview, “I wouldn’t normally let him sleep on me but 

he’s all cute”, and again when she states, “not really a lot of interaction really it’s just like a 

milking shed”. Similarly, Belina felt she is “definitely strapped for time” when it came to 

feeding and commented that it was,  

…um enjoyable probably not. I mean I don’t dislike it um I don’t dislike it. I don’t um 

love it, and sometimes it’s um a struggle to fit it in around other things you know if he 

needs to be fed and I need to pick Bryce up. (Belina) 

Belina went on to say “it’s not particularly relaxing” and she also appeared to view the feeding 

relationship as a one way street where:  

I do you know chat to him when with when I get him up and stuff but I don’t do a lot of I 

just let him feed when he’s feeding really. Don’t do a lot of gooing and gaaing. I 
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probably could do more but yeah. (Belina) 

Hannah on the other hand talked about how:  

It is nice when she is there and you’re holding her and she’s feeding, it’s all happy, but 

it’s not like all the time ... as she gets a little bit older I’ll get to know her and her routine 

a bit better. 

Placing emphasis on the relationship that is built between mother and child over time during 

the feeding process, even though currently it may not be how she imagines it.  

Dianne talked about the changes in her life as a result of her baby, however taking the time 

to build a relationship with her infant and making her happy took precedence, “sometimes it 

gets a bit difficult like ah I don’t have my own space I need a shower or need to go and do 

something but I let her fall asleep on it [breast] she’s just happy”. Dianne also emphasised 

how her experiences in the NICU (neonatal intensive care unit) shaped the way she viewed 

quality time and the relationship with her infant,  

…it made me realize how important feeding actually is, like when you are in the NICU 

you just sit and feed, and stare at her all day, there’s no other distractions you start to 

realize how important that bonding time is. (Dianne)  

And along the same lines as the infant-led feeding we touched on before we see here how 

Dianne viewed the relationship between herself and her baby,  

…having been through NICU, I spoil her absolutely rotten really, mainly because I 

don't think you can spoil a baby, she really is a boss, if she wants to be held I pick her 

up, if she wants to be fed we feed her, um, I just totally go by what she wants, and 

what she needs... that’s how I parent, is how and what she needs. She’s the boss. 

(Dianne)  
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So Dianne is responding to her daughters needs and providing her with her wants, however, 

she is also using the time to build a relationship with her.  

 When it came to relationships with others, Ingrid, Grace and Carol made comments. 

Carol commented on the extra time she would gain by using formula with her infant and 

expressed the frustrations she had with the perceived pressure to breast feed instead of 

formula feed,  

…um this is the bit that kind of makes me mad is that the ease of formula versus the 

thirty minutes of expressing gives me thirty minutes to spend with my three year old 

um and put that into her and that's a choice that I will make. I'm not going to do it by 

any stretch yet. Because it's not necessary yet but at some point in the future that will 

be my choice rather than the medical practitioner. (Carol) 

Carol went on to comment on how she felt about feeding and how she wouldn’t mind if she 

could pass the duty on,  

…it [feeding]'s boring (laughs). Aw the emotional connection is lovely um it's frustrating 

at times because I would like somebody else to be able to do it while I do the things 

that need to be done I think as the mum of the family even when my husband's here 

it's really frustrating to have to say ‘can you just do this. And can you just do that. And 

can you get this for Charlotte and that’ I’d much rather just get up and do it quicker 

(cough) um the emotional bonding is lovely. (Carol)  

We can see how in her relationship with the rest of her family Carol is very much the 

matriarch and feels best when she is in control of the household, however now with the infant 

much of that control has had to be passed up or put  aside. Carol also said “it's worth it. 

That's the thing is it's worth it,” even though at times she still experienced a lot of pain and 

discomfort in her breasts, she continued to see breastfeeding as something worth pursuing. 
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Grace remembered a time when she felt she had a difficult relationship with other people in 

her life as a result of feeding difficulties with her first child,  

…usually when you’ve got a new born baby the first thing people say is ah, how are 

you? How was the birth? How did it go? And it was just like; I didn’t want to deal with it. 

‘Cause it was just awful. And people they took, they ask you how’s it going like they 

ask you how’s the weather you know [laughs] and then you’re not, you know they’re 

not prepared for the response they’re given. (Grace) 

While Ingrid found that people around her had become,  

…a bit more opinionated about things like people look at me and ask why isn’t she 

breastfeeding like they don’t know everything like why has she stopped so early but 

they don’t know what I went through, so they can’t say that, like some people 

breastfeeding comes easy and some people it doesn’t so yeah its different. (Ingrid) 

So her relationships with others were changing as a result of her choices and decisions as a 

mother.  

 This brings us to a discussion about changing relationships which Joanne, Ingrid, 

Hannah, Grace, Fleur, Dianne, Belina and Anna had already touched on. When Ingrid was 

asked “and who else feeds him? Like you were saying it’s good that other people can feed 

him now” she replied saying “anyone (laughs) anyone who’s here” which  shows the 

changing roles and relationships that were occurring within her household as a result of her 

transition to formula/bottle use. The switch to formula for Ingrid was due to her high stress 

levels, difficulty breast feeding and dwindling supply of breast milk. This is clear when she 

said,  

…while his [husband’s] dad was in hospital my mum had been looking after him[infant] 

so he had been using the frozen breast milk that I had out of the freezer coz after all of 

that stress my milk flow became less and less and less and I wasn’t getting enough I 
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was using up all of the freezer and then I ran out so then I had to use formula coz 

there wasn’t other milk so yeah then he had to have formula. (Ingrid) 

The new found flexibility in feeding opened up a window of opportunity for relationships and 

roles to start morphing. Dianne brought up an interesting point that her family wanted to feed 

baby and take on that role,  

…we have a lot of pressure from family to get her bottle feeding coz they want to feed 

her, but I’m in two minds about it, I think introducing the bottle eventually would be 

good because it would give me a bit of freedom, but at the moment with what we’ve 

been through I don’t really want that freedom right now. (Dianne) 

So she is feeling pressured to change her relationship with her infant but was currently 

standing firm that she wanted to continue to be the primary feeder as she felt this was 

important for her and her infant’s relationship.  Similarly, Anna said: 

I think people just think because she’s bottle fed anyone can do it and they'll have a 

turn um whereas I kind of would I was sort of saying to Andrew the other day I really 

would prefer that I’m the main person to feed her other than him doing it every now 

and again which is fine um but yeah it’s interesting that people other people’s also 

expectation that it’s not you know it’s just anyone can feed them. (Anna) 

Anna was also placing importance on the role she played in the family and how bottle feeding 

was threatening to change the role/relationship she had. While a few of the participants 

discussed the threat of changing relationships, Belina talked about its benefits:  

I want him to be on a bottle for that [a wedding] and be able to have somebody else 

you know feed him for that ... I’m certainly not adverse to giving one bottle of formula 

in a day um you know and for them to be taking both the breast and the bottle I think 

for me that’s certainly um works and I want Brian to be able to give him a bottle if for 

some reason I’m out and about. (Belina) 
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Pressure  

Pressure is the next in line in terms of frequency of discussion, and it has massive 

implications on the experiences that mothers have with their infants during the early months. 

In this section we cover “pressure to bottle feed”, “pressure to breast feed”, “time pressures”, 

and the pressure to “make the right choices.” We also have to keep in mind that for these ten 

women, this was the perceived pressure which they felt was occurring. All of the women 

talked about this perceived “pressure” in their lives and it was for a variety of reasons. In this 

section we discuss the main types of pressure that came up through the amalgamation of 

topics covered by the participants. These include the pressure to bottle feed, the pressure to 

breast feed, time pressure and the pressure to make the “right” choices. In this section under 

this theme of feelings about feeding we hear from Anna, Belina, Carol, Dianne, Fleur, 

Hannah, Ingrid and Joanne.  

 Dianne talked about her perceived pressure to bottle feed which for her came from 

family once she and baby were at home,  

…we have a lot of pressure from family to get her bottle feeding coz they want to feed 

her, but I’m in two minds about it, I think introducing the bottle eventually would be 

good because it would give me a bit of freedom, but at the moment with what we’ve 

been through I don’t really want that freedom right now. (Dianne) 

Similarly, Anna though not pressured to bottle feed as she was already bottle feeding, talked 

about the pressure from family to allow them to bottle feed the child, 

…because she’s bottle fed people often want to feed her you know like Andrews mum 

especially loves feeding her and it’s kind of like you know I’ll make up a bottle and 

she'll be holding Amy and I’ll go to get Amy and she'll be like handing you know hand 

over the bottle and I’ll do it um (laughs) so I think people just think because she’s 

bottle fed anyone can do it and they'll have a turn um whereas I kind of would I was 

sort of saying to Andrew the other day I really would prefer that I’m the main person to 

feed her other than him doing it every now and again which is fine um but yeah it’s 
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interesting that people other people’s also expectation that it’s not you know it’s just 

anyone can feed them. (Anna) 

Along the same line, Dianne felt some health professionals early on were not as supportive in 

her breastfeeding attempts as she felt they could have been,  

…the doctors were saying she’s too little she can’t [breastfeed], you know she won’t 

be able to latch or anything. But if you really want to you can give it a try you’re more 

than welcome kind of like ‘haha’. (Dianne) 

Dianne felt she wanted to continue trying breastfeeding due to the fact that, as was 

mentioned above, her daughter appeared very keen to breastfeed and would look for mum’s 

boob, “and she latched! Like the nurse was like ok so hold her like this and you need to know 

and it was like oh my god she’s on!” 

 At the other end of the spectrum, Anna, Belina, Carol, Fleur and Ingrid all discussed 

their experiences of a perceived pressure to breast feed their infants. In this scenario a 

reminder needs to be provided that Ingrid and Fleur both had a premature infant and Fleur 

was a second time mother while Ingrid was a first time mother. Ingrid talked about her 

experiences of frustration with breastfeeding and moving on to bottle feeding “as soon as I 

got home he was getting really frustrated with it and stuff and I just tried him on a bottle with 

the milk in it and he loved it loved it!” and then how she navigated her relationship with her 

midwife following this new change: 

I didn’t really want to tell her [midwife] coz I thought she was going to be like the 

hospital so I didn’t tell her and she asked ‘how are you feeding him?’ and I just said 

breast milk. Doesn’t matter how you know he’s still getting breast milk. (Ingrid) 

Fleur talked about how even though personally she “wasn’t a first time mum so [she] wasn’t 

so worried about breast feeding in public or trying to breast feed” she felt that the nurses at 

the hospital gave a lot of information on “feeding, there was a lot of feeding, I think that’s the 
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hospitals mandate for; I think they’ve got some kind of mandate for making sure mum breast 

feeds.” 

 Anna brought up a very powerful statement which highlights the issues we are 

beginning to uncover and which many of the women in this research pointed out about the 

pressure they felt in these early stages. Anna said,  

…in some ways because I couldn’t [breastfeed] it kind of took a lot of that pressure off 

coz I know that girls in my antenatal group who really struggled with breastfeeding you 

know some of their midwives and [support service for children under five] nurses were 

like really pushing them to continue breastfeeding and they were like in tears. (Anna) 

Anna has had a double mastectomy and both of her children had been fully bottle-formula 

fed. She commented on the “scare with the formula as Amy’s formula fed” and the pressure 

she felt as a result of this “she has had some of the batch numbers (laughs) so that was 

worrying.” So it is interesting to note that a woman who is physically not able to breastfeed 

feels as though this takes the pressure away from her as she sees how people around her 

are struggling to breastfeed and they do not feel supported to stop with breast feeding and 

begin bottle feeding. Imagine the pressure these women must have been feeling to 

breastfeed if Anna perceived that the pressure to breastfeed outweighed her feelings about 

her inability to do so. Belina summed up this discussion on perceived pressure to breast feed 

when she said, 

…um with Bryce it was definitely at [Maternity Hospital] you get lots of different types 

of advice on um how to latch and how to hold and stuff um it’s very much progress 

feeding and I think that you know in some groups if um that might be necessary but I 

think it goes too far for others in that there is so much pressure too that um it feels  

you know I think it goes to the point where women feel like they failed if they haven’t 

been able to even if their intentions have been that[breastfeeding] that’s what they 
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would have wanted to have done. Um so I think it does need to be balanced in terms 

of um here are your other options if it doesn’t work. (Belina) 

When it came to time pressures, of the ten participants, eight brought up lack of time 

as being a big factor in their lives when it came to feeding. Joanne, Ingrid, Hannah, Grace, 

Fleur, Carol, Belina and Anna all made comments related to being time pressured and their 

feelings about feeding.   

 Hannah talked about enjoying breastfeeding even though at times it was painful “It is 

quite enjoyable but I have to try not to worry about what else needs to be done around the 

house.” Similarly Anna talked about sharing time between children and how that impacted on 

her interacting with her baby:  

I probably spend a lot less time interacting with her during feeding than I did with 

Aaron because he'll either be wanting me to reading him a story or you know he'll be 

chatting to me so I’m spending a lot of time looking at him or talking to him rather than 

focusing on her so it’s actually quite nice on a day like Mondays when Aaron is at day 

care where I can actually do that. (Anna) 

Belina also talked about not having a lot of time to breastfeed, and when she did feed she 

also talked about having to manage her other child,  

…definitely strapped for time um enjoyable probably not. I mean I don’t dislike it um I 

don’t dislike it. I don’t um love it, and sometimes it’s um a struggle to fit it in around 

other things you know if he needs to be fed and I need to pick Bryce up. (Belina) 

Along similar lines, Grace found that a dummy, an instrument she never thought she would 

use, helped her manage her time with her infant. Grace had firm beliefs about using a 

dummy before she started feeding her infant,  

…the only thing that’s changed this time, that I never thought I’d ever do, is give my 

baby a dummy. I’m like a really pro breastfeeding mum and I don’t do dummies. And 
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that’s something that I have like changed on. Cos when he was needing surgery I 

wasn’t allowed to feed him, and he wasn’t allowed to eat. So he had to starve. He had 

to starve for over twenty four hours before his surgery... He was screaming and 

screaming and screaming and they’re like do you want a dummy? And they first time 

they offered it to me I was like do you want a dagger in the back of the head? (laughs) 

the third time they offered me the dummy I was like sure, why not. By then I was like I 

felt real sorry for him. But now I’m just like, it doesn’t affect my breastfeeding at all, 

he’s quite happy. I was worried that it would. (Grace) 

Grace’s example shows how much information there is related to parenting, feeding and 

raising a child and the impact this has in terms of making women feel they have to choose 

one or the other, adding  pressure and worry to an already potential stressful time. Grace 

went on to say “I think I’ve sort of softened my views a bit on what it takes to be a parent. And 

what it involves. And actually what constitutes good quality parenting.” Similarly, Carol used a 

dummy sparingly as her son did not  really take to it “yeah and to be honest it's my last resort 

when I’ve got to sort Charlotte out um and no he's not feeding and just he's tired and wants to 

suck, you know.” Carol also talked about the use of formula versus breastfeeding or 

expressing and how this saved time for her as a second time mum,  

…this is the bit that kind of makes me mad is that the ease of formula versus the thirty 

minutes of expressing gives me thirty minutes to spend with my three year old um and 

put that into her and I and that's a choice that I will make. I'm not going to do it by any 

stretch yet. Because it's not necessary yet, but at some point in the future that will be 

my choice rather than the medical practitioner. (Carol) 

This comment was made following Carol’s discussion about the support she had been 

receiving from her midwife and the pressure she felt was put on her to breastfeed. This will 

be discussed further in the section “mothers’ supports” and “pressure to breastfeed”. 
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Furthermore, Fleur commented on managing work and a preterm new born and how she felt 

the pressure of time:  

I was meant to still be at work so that was a little bit stressful so I was juggling time to 

email and do things like that in between feeds and then tube feeding was every three 

hours. So it was quite a pattern to it so it wasn’t too bad, I would try and be there for at 

least four feeds out of a day so 9 till about 9 at night but that all just depends on it was 

a bit of everything. A bit stressful, a bit monotonous, just doing a cycle not knowing 

when you’re going to leave. I wouldn’t say it was enjoyable I don’t think. I’d say 

stressful, tiring um some of it was enjoyable, chatting to some people, but it was a 

stressful environment to be in because there are people in there you are talking with 

that have much bigger problems than you do. (Ingrid) 

Ingrid also talked about the time frame and how much time was spent on feeding and feeding 

related activities in a day “its goddamn hard work if you’ve got to hand express every 3 hours. 

It’s really just hard work.” Joanne summarised the above feelings succinctly when she said 

“part of me of me just feels like a breast milking shed, (laughs) so because you know it 

[breastfeeding]’s every two and half - three hours.  So it’s, you know you’re constantly, he 

constantly needs that.” 

 A few of the participants brought up the topic of making the “right” choices when it 

came to parenting and feeding their infant. Belina in particular remembers “just thinking I was 

failing because it [breastfeeding] was such a struggle with Brycie.  Um and I think that’s 

wrong as well you know. I think no mum… well very few mums don’t want to do, don’t want to 

breast feed or don’t want to do what’s right for their baby.” So Belina suggests she felt that 

breastfeeding was the best decision and the right choice when it came to feeding a baby 

however she went on to say “I’ve got an expressor but we’ve got a tin of formula here as well 

so either or you know. I don’t really you know... I don’t really care.” She also suggested that 

she felt or was made to feel there is a right and wrong choice when it comes to feeding when 
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she said “we topped him up at night with a little bit of formula he slept a lot longer and it was 

uhh great um from my perspective (laughs) um probably not [[support service for children 

under five]]’s.” Interestingly, Carol talked about how she believed there was no right or wrong 

choice as long as baby was satisfied and mum was happy, 

…you know my husband was formula fed from birth. My brother was I think. I was 

breast fed but you know it doesn't matter. In the grand scheme of things who cares, as 

long as they're healthy and you're happy as a mum. (Carol) 

We could interpret that from this Carol was suggesting the “right” decision when it comes to 

feeding is what feels right for mother and child. She also expressed her feelings around the 

narrow focus she perceived New Zealand has when it comes to feeding when she said:  

I get a little bit cross that here where its breast-feeding is the only way cause it's not 

the only way... It's probably the best way but it's not the only way you know and for 

some mums it's not going to work so yeah,  

She came from a background of having lived in the U.K. and the United Arab Emirates where 

breastfeeding was openly discussed alongside bottle and mixed feeding and formula.  

 

Drawing on Experience and Knowledge 

 When it comes to drawing on experiences and knowledge, it is something we already 

started to discuss in previous sections as previous experiences shape our current and future 

experiences and perceptions (Sroufe, 2005). In this section however we look at both personal 

experience as well as participants using other people’s previous experience and how these 

shaped their view of, or their experience of feeding their infant.  

 First we look at participants who talked about drawing on their own experiences and 

previous knowledge, we acknowledge that other participants are likely to have drawn on 

previous experiences such as when their baby is a second child, however these were not 

explicitly stated during their interviews. Anna, one of six participants who talked about 



71 
 

drawing on previous experiences said her experiences with her healthy first born helped her 

better cope with formula feeding her daughter,  

…so that’s probably helped me a little bit sort of go well he’s a very healthy child who 

was bottle fed so it’s not that bad (laughs) so that’s probably helped me with a little bit 

in terms of knowing that the research does actually say that its breast is best and that 

immunity is better from it but luckily he’s been very healthy so yeah that has helped 

me probably cope with knowing that I can't breastfeed. (Anna) 

Carol also talked about how her previous experience of feeding helped her to get through the 

difficult parts of breastfeeding with her new born,  

…it's been excruciatingly painful and I’ve cried a lot as my nipples bled um but I knew 

it was going to get better and I fed Charlotte till she was over 1 she was 13 months I 

think when we stopped so um I knew it was going to get better and it was going to be 

alright. (Carol) 

Interestingly Fleur, who had a preterm infant who was two weeks four days old at the time of 

the interview, comments on her previous breastfeeding experience as being the more difficult 

one,  

…he was an absolutely brilliant breast feeder... the fact that he latched instantly was 

just such a good feeder just made such a huge difference to the experience of 

breastfeeding... If you were asking about my first experience that would just a 

completely different story. (Fleur) 

Of the ten participants, almost all of them (eight) talked about drawing on other 

people’s experiences and knowledge when it came to feeding. The bulk of this information 

will be discussed about under the theme of “Mother’s supports and relationships”, however it 

is interesting to note that for some women, the experiences of others shaped their feelings 

about their own feeding experience. In particular, Dianne commented on how,  

…there were a few books that I read that really advocated for the importance of it 

[breastfeeding] specific to Dora and then leaving NICU and talking to mums now I 
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don’t know any other mum that’s left NICU [Hospital B] breastfeeding, all of them have 

gone to bottle, I know there’s a lot of other factors involved a lot of them have children 

at home so aren’t able to concentrate fully like was able to with Dora and then at um 

[Hospital A] there are a lot that are going home breastfed than bottle, but there’s a lot 

of top ups and stuff as well that needs to happen. And it’s just to me I feel so much 

more proud of Dora because she is able to do all these things that babies not as prem 

as her are struggling to do and again I know it’s that measuring stick but it’s that one, 

that one up we’ve got on everyone else don’t we? (Dianne) 

Other women commented on how they valued the experiences of women who had 

been through a similar situation such as themselves, or who had babies recently such as a 

sister, friend or woman they had met when in hospital. As Dianne said,  

…there's two mums that I've met through a private Facebook page, who have had 

very similar, almost exactly the same things as what Dora has had, not all at once, I 

mean she's had everything, so they've had a couple of things but, and they've been 

who I've listened to the most. (Dianne) 

So, participants were drawing on the experiences of people who had been through the same 

or similar situation. Belina said she listened to,  

…friends you know you pick and choose what you sort of sits right with you and then 

go with that and sisters you know definitely my um middle sister you know always 

would just if she reassured me that was fine then yeah. (Belina) 

Elaine talked about how she was interested to see how she would feel about breastfeeding in 

particular in public or around others, and she drew on people’s experiences around her, 

however she also says she needed to experience it for herself before she decided:  

I have different friends with different backgrounds. My cousin is really open and gets 

her boobs out in the supermarket and walk around and not worry. I have friends that 

get those special cloths to cover up themselves in public or will just not feed in public. 

Everyone is different, I was interesting to see how I would be, I didn’t know until it 
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happened. (Elaine) 

In this way, the participants were filtering all the information they were receiving, and listened 

to people they believed were worth listening to, because there can be a lot of information to 

sift through and as Ingrid said “everyone is so opinionated about the different things ... like 

breastfeeding.” 

 

Control  

 This brings us to a discussion about control, one of the subthemes that emerged from 

the topics the participants talked about. In this section we talk about the feeling of a “loss of 

control” as well as “feeling in control”. Carol and Dianne commented on the types of control 

they had in their lives, in particular the control that their children had over them. This is 

evident when Carol said “I’m going to try more baby-led weaning with him than I did with her” 

and when Dianne said “that’s how I parent is how and what she needs. She’s the boss.” 

Dianne also recognises her tendency to over-plan and take control of a situation which is not 

something she would like to do with this baby, as her future is unknown, “I was really just 

trying to do my best just one day at a time and not over-plan which I tend to do.” 

 Dianne went on to talk about a feeling of loss of control over her preterm infant’s 

situation and how for her breastfeeding was the one area she could have input:  

I was really determined to feed, because they said she might not ever feed, because 

of, because of her brain damage and that really upset me and I just felt like I had no 

control of anything and what I could do was keep up my supply of breast milk and I 

reckon if she hadn’t of latched when she did I would have started to express less 

because I was losing motivation because it was so tough. (Dianne) 

Hannah also alluded to the experience of losing control or of having to hand over control to 

her infant when she said “it [breastfeeding] is quite enjoyable but I have to try not to worry 

about what else needs to be done around the house” and “I probably haven’t been out that 
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much because I can’t predict what her schedule is yet.” Grace talked about how with her first 

breastfeeding experience, she had no control over the questions people around her would 

ask, and because she had a difficult time breastfeeding the first time around, it often became 

difficult for her to answer people:  

I think, um, the first time around, I had a real hard time like with breast feeding, it was 

like, painful and uncomfortable and I cried every breast feed for the first three weeks. I 

didn’t leave the house, I didn’t go anywhere, didn’t answer the phone, I didn’t want to 

talk to people about my experience of child birth, or breast feeding, ‘cause neither of 

them were pleasant. And then usually when you’ve got a new born baby the first thing 

people say is ah, how are you? How was the birth? How did it go? And it was just like; 

I didn’t want to deal with it. ‘Cause it was just awful. And people they took, they ask 

you how’s it going like they ask you how’s the weather you know (laughs) and then 

you’re not, you know they’re not prepared for the response they’re given. (Grace) 

When we look at the comments made by participants around “feeling in control”, three 

out of the ten women in this category talked about this. It should be noted that in the following 

categories and in particular “mother’s supports and relationships” there was more of an 

emphasis on this subtheme of control. Interestingly Grace had handed control of feeding over 

to her son “with Gareth, he’s breastfeeding on demand” and this had resulted in successful 

feeding for her “so when you do breast feed on demand they get themselves into a natural 

routine of feeding, sleeping, it just sort of goes like clockwork” which in fact led Grace to feel 

in control of her infant’s routine as she had learnt to anticipate when he might be hungry and 

she was able to work around this. Even though initially we may have thought she was 

handing over control of feeding as a result of her choice to demand feed, it had resulted in a 

synchronous relationship between mother and child where the mum felt in control of the 

situation as the feeding relationship had been successful and baby’s needs had been 

responded to. As mentioned in a previous subtheme, Grace goes on to say “I really like it 
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[breastfeeding] and I’m proud of the fact that I do it and I encourage, as much as I can I 

encourage all the other mum’s around me to do it.” This emphasised how much more in 

control she felt during her second breastfeeding experience, as previously she had avoided 

talking about breastfeeding with others. Dianne commented on the difference between 

“living” in NICU and having little control over what happens to you or your baby, compared to 

living with her baby at home where she was in control,  

…in NICU you’re just doing everything you have to do... there are things in parenting 

that you do because you like to them so you almost feel bad saying why is she like this 

way instead but it counts and should be ok to like things and choose based on that. 

(Dianne) 

Although Dianne also talks about her positive experience living at the hospital with 

Dora, she particularly enjoyed being able to take control of her daughters feeding,  

…122 days she spent in the hospital, and it probably was about a hundred and maybe 

seventeen or sixteen or something when we got transferred to [Children’s Hospital] 

'cause she'd outgrown NICU, so she, there wasn't any room for us in the parent, in the 

nursery in [Hospital A], so they moved us to [Children’s Hospital] because it was all 

based on her neurological needs, so we were there for a wee while, and that was just, 

that was really nice actually, it was a really good transition because I got to be in the 

room with her, it was the first night I actually got to spend like, with her and I was in 

charge of feeding her and they just came in and did obs, so it was quite nice, she was 

still quite little, I think she was about 2 and a half kilo's at that point. (Dianne) 

This comment really emphasises the concept of empowerment and the importance for 

women to feel, as much as they can be, that  they are in control of their baby. 

 

Trust  

Trust is another subtheme which arose from the interviews and subsequent 

categorisation. In this section we talk about both “trusting oneself” with decision making 
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generally as well as more specifically trusting oneself when “reading infant’s cues.”  

 Carol talked about finding her own style and going with what suited her best, which is 

really a lesson in trusting oneself, 

I learnt very quickly that you take what you want from it [the information you receive], 

again like teaching everybody says this is the best way to do it but you have to find the 

bits that fit with your style. I remember reading The Baby Whisperer by Tracey Hogg 

two weeks before I was due to give birth with Charlotte and I actually physically threw 

it through a window. Because I thought that's not who I want to be that's not. I do not 

want to tell my child that you can only eat at this time and sleep at this time and so on. 

And it was too regimented for me. But on the same vein it gave a good idea of how 

many hours a day a child should be sleeping at that age and so I took from it what I 

wanted and threw away the rest and I guess I’ve done that with everything. So um 

yeah. When I when I was first apparent [[support service for children under five]] gave 

me too much information and were I It took me a while to learn that I needed to not 

listen to everybody really. (Carol) 

Belina talked about trusting herself when she said “I think I’m a level headed reasonably 

intelligent pretty emotionally sound person so I can’t do too much of a rubbish job.” When 

asked if she feels confidence as a parent, as a first time mother, Elaine talked about the 

motivation she felt when she trusted her instincts and successfully responded to her child’s 

needs,  

…yeah I do, because I’m just slowly getting the hang of things, and then you try things 

and they start working and you’re like ‘Oh yay’. So that’s quite good. And you like that 

you can comfort them, like sometimes they cry and you don’t know why but most of 

the time you can, if you do this or you do that then you can comfort them and you’re 

like ‘Aww’ I’m a mum, I can look after her. (Elaine) 
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 This leads us on to discuss “reading infant cues” which is something many of the 

participants seemed to do naturally during the interviews such as responding to their infant 

when he/she cried. As discussed above under “successful feeding” all ten participants 

reported referring to their infant’s cues when determining if it was time to feed again. Some 

also touched on using infant cues to determine whether they needed to be burped or have 

their nappy changed. Dianne commented on how her infant sought her attention and how she 

was learning to respond to this,  

…she does this little trick, like, she sticks her tongue out when she’s hungry, but she’s 

noticed that if she does it when she wants, like, she’ll just start sticking her tongue out 

when she’s with someone else, and I’m like how can she be hungry? And I’ll pick her 

up and she’ll just go to sleep, and she just wants me. So she knows if she sticks her 

tongue out it's me that she gets, so, she even does it to her Dad at night time. 

(Dianne) 

Similarly Grace mentioned how baby settled when she was there “I think my baby settles with 

me, cause I can tell what he likes and what he wants and what he needs.” Grace went on to 

talk about how she met her children’s needs and learned to understand what they needed:  

I think my style [of parenting] would be yeah just to try and read my kids, and I find I 

manage better when I know what’s going on and where they’re at. And, they are more 

settled when I’m able to respond to their needs. Especially when they don’t need to 

wait for it, like when they’re due for a feed, or when they’re due for a … pretty much 

their routine like their routine stuff like feeding and toileting they’re far more calm and 

settled when they know it’s gonna get done real quick or on time. (Grace) 
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 Confidence 

 Confidence was a subtheme discussed by all participants as they were asked by the 

researcher “in general do you feel confident as a parent?” Confidence is difficult to separate 

from other subthemes as there are many reasons behind why a person feels confident. 

Confidence could be defined as a trust or belief in oneself. Confidence was separated out 

from the Trust subtheme, although it could have easily been slotted into the discussion 

above, and if the researcher were to re-write this for future publication this subthemes would 

likely be combined. However done in this way, it has provided the opportunity to look at 

confidence variability amongst participants and it is interesting to see the variety of reported 

confidence in Figure 3, as some mothers reported being very confident while for others 

confidence was variable.   

Anna talked about drawing on previous experiences which made her feel more confident 

about parenting and feeding,  

…yeah so I feel more confident at this stage um of course with each new stage so 

probably Aaron is having it first um sometimes your confidence goes but you sort of 

think oh am I dealing with this in the right way um am I a good parent you know. 

(Anna) 

Belina referred to drawing on others’ experiences such as comparing her child to another 

which made her question her decision making and subsequently she did not feel as 

confident,  

…yep yep I mean there’s bits that we always question around um discipline and 

particularly having a two year old it’s um you know you compare your child to others 

and think am I doing something wrong and why is he hitting and others aren’t and why 

is he um being particularly demanding at this an so yea there’s always this stuff that 

you question and want to do better but um  equally I think I’m a level headed 
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reasonably intelligent pretty emotionally sound person so I can’t do too much of a 

rubbish job. (Belina) 

Belina also brought up the topic of making the right choices and alluded to that feeling of 

pressure to make a ‘right’ versus a ‘wrong’ parenting choice. Fleur as a mother of a preterm 

infant and a second time mother talked about feeling overwhelmed and overall not 

particularly confident due to the new experiences of having a preterm,  

…at 2.5 weeks I would say even though it was my second I still felt a bit overwhelmed 

because it was a completely different situation we found ourselves in with baby being 

early. I think in general I felt more confident than my first but by no means an expert 

parent especially at that early stage when baby was only 2.5 weeks of age as there 

were a lot of unknowns still happening at that stage. (Fleur) 

Hannah talked about how her confidence grew as she got to know her infant “I think it’s just 

growing day by day, like, as you live the experience and you get to know her a little bit more 

and more each day” however currently she was still developing that confidence. 

 The participants mentioned above were coded under the category of “variable 

confidence” while the following participants are examples of the type of responses coded as 

being “very confident.” When asked in general if she felt confidence in parenting, Ingrid 

replied, “yup yup definitely.” This brief yet clear statement shows Ingrid’s belief in her skills, a 

concept similar to “trust in oneself.” Carol on the other hand, though still classed in the 

confident category, had a much longer answer to the question. She also brought up themes 

such as guilt, sharing time between children, drawing on previous experiences and the 

concept of making the ‘right’ choices, however she saw herself as a confident mother:  

When Charlotte was born I worried about not really knowing what to do with the baby 

but I never worried about being a parent really coz I think um I’ve seen I’ve always 

worked in very low decile schools and I was very certain what parent I didn’t want to 
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be and what mistakes I didn’t want to make and I’ve still made mistakes you know all 

that but I was confident about what choices I was going to make um and so yeah I 

guess I still feel quite happy about being a parent and comfortable about being a 

parent the difference now is that I know all the hard bits I know how hard it’s going to 

be and I know you second guess everything that you do and the guilt levels and 

everything that comes with that um and there is so much guilt now that I’ve got two the 

guilt’s doubled not giving her enough not giving him enough never mind making the 

right choices. (Carol) 

 

Fear  

 Fear was another subtheme which the participants talked about and in this section it 

was one of the less frequently recurring subthemes in terms of the number of times it was 

mentioned, however six out of the ten participants had something to say which fitted within 

this category. Anna provided an introduction to this category when she talked about formula 

feeding and the impact this had for her:  

I got quite upset and worried about that [botulism scare and formula recall] um and I 

kind of thought you know I’m having to formula feed her and I’m putting her at risk um 

and I know there’s the whole risk of the immunity is not so good and things I mean 

initially when I had Aaron I probably dealt with those emotions a little bit more whereas 

this time I haven't worried but then when the whole formula scare thing came up I was 

kind of like well I can't do anything else but you know I’m putting her more at risk than I 

could have been it’s not like I can do anything about it. (Anna) 

When it came to breastfeeding, Fleur talked about being nervous with her preterm infant, “I 

was nervous too coz he was so little, I was like ‘ooh, I don’t know how to hold him’ coz you’re 

a little bit in shock.” Ingrid talked about how her “worst fear was breastfeeding” as she didn’t 

like the idea before she started. Looking at that statement, one may question the meaning 
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behind Ingrid’s fear of breastfeeding. She mentioned she viewed it as “gross” and “yuck”, 

however it could be hypothesised that this fear was in part due to the thought of pain and 

discomfort during feeding. One might also wonder whether a fear of failure may also ,play a 

part however Ingrid clearly went on to state, “I always said like I’d give it a go you know if it 

worked it worked if it didn’t I would go like formula you know like I wouldn’t be bothered about 

it.”  

 This however brings us to “fear of failure” which four of the participants talked about in 

their interviews. Dianne talked about her experiences and worries around Dora feeding and 

losing her skills and whether or not she would gain weight,  

…we'd just started breast feeding, so we had fully breastfed for 24 hours and then we 

weighed her and she had a slight decrease in weight, and another 24 hours after that 

another decrease, but they were like 'yup, no you can go', and I was really freaking out 

that she wouldn't gain weight in time, so we had been moved back to [Hospital B] but 

then she had issues with her head and had to be sent back again, which was why we 

went back, and then she had another surgery and wasn't, she had to be tube fed 

again, so I was worried that after the last brain surgery that she would forget how to 

feed, but so it took us another week or so before she was properly healthy again from 

post-op, this is all within that time frame, and then she was gaining weight again, and 

away we went. Crazy eh? (Dianne) 

Elaine brought up concerns around the use of feeding utensils in this case a bottle, and how 

they might impact breastfeeding “maybe in a few weeks we might do one express feed a day, 

it will still be breast milk. Hopefully it won’t put her off the boob, but she’s such a good sucker 

she will be fine”. Grace also commented on how she thought the use of a dummy might 

impact her breastfeeding “but now I’m just like, it [the dummy] doesn’t affect my 

breastfeeding at all, he’s quite happy. I was worried that it would”. Grace also talked about 

how her first difficult breastfeeding experience impacted on her relationships with others, in 

particular when they ask her about feeding “it becomes my issue to be all polite and pleasant 
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about it to avoid their upset and uncomfortableness and awkwardness”. So now coming from 

having a successful breastfeeding experience she is supporting other mums so that they do 

not fear failure: 

So, I think this time around I’m like, I’ll say to mums, that are new mums, don’t beat 

yourself over the head if it doesn’t go the way you want it to go and I’m like 

breastfeeding is like the second labour, so once you’re doing your breastfeeding it’s 

like second labour. And it hits a lot of women by surprise. They don’t expect it, it’s not 

always, some babies just take to it like a duck to water and don’t have any issues and 

for a lot of women that’s the case, but for some women it’s really difficult. And they 

question themselves, like they don’t really know how to tell whether to tell if they’re 

doing it right or, they often worry about things like is my baby getting enough, I don’t 

think my babies getting enough. Your baby’s fine. But if not it will work itself out around 

your baby’s feeding routine, even if you’re got tiny little breasts and tiny little nipples 

it’ll be fine.(Grace) 

A part of the communication problem Grace was explaining above is the concept of 

judgement and having others judge you for your choices and “failures” as a mother. In saying 

this we now look at “fear of judgement” which three of the participants talked about. Similar to 

Grace’s comments above, Belina talked about reminding mothers they are not a “bad mum” if 

breastfeeding does not work for them,  

…but before you have a baby like antenatal classes bone on about um breastfeeding 

and it’s the best and stuff but they don’t actually talk about how hard it is, how long it 

will take you to get it established and some of the problems women have and um and 

if it doesn’t work that you know you’re not a bad mum because it hasn’t worked for 

you, you know. (Belina) 

Ingrid brought up the issue of her not feeling able to share openly with her support system for 

fear of judgement:  

I didn’t really want to tell her coz I thought she was going to be like the hospital so I 
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didn’t tell her and she asked ‘how are you feeding him?’ and I just said breast milk. 

Doesn’t matter how you know he’s still getting breast milk. (Ingrid) 

Ingrid finished off this section by saying “if you don’t do what like the majority of society does 

you’re frowned upon kind of thing you know like you know with the whole breastfeeding 

thing”. 

 

Communication Breakdown  

Communication breakdown is a subtheme which came up when looking at this theme 

of mothers feelings about feeding, and will be discussed further under the theme of “mother’s 

support and relationships.” In this section mothers talked about a “lack of information” around 

feeding as well as differences and deficits in the “quality of information” such as the timing 

and individualisation of it. Carol brought up her previous experience of living overseas and 

how the information she had access to was different here in New Zealand,  

…really, really interesting that everybody does different things [in the United Arab 

Emirates] and so that was a real eye-opener for me because you know you get all this 

wealth of information from around the world and it and again this is why I get a little bit 

cross that here where its breast-feeding is the only way cause it's not the only way. 

(Carol) 

Here Carol brings up both the concern of a lack of information as well as a deficit in the 

quality of information available in New Zealand. Anna highlights the lack of information she 

experienced and her perspective as to why this was so,  

…because I’m not breastfeeding there’s a lot less information because they want to 

encourage people to breastfeed which is fair enough but when you actually physically 

can't you know when you don't actually produce any milk um yeah its there’s probably 

not a lot. (Anna) 

Carol also talked about a lack of information and how in New Zealand “most people have 

breast-fed because we live in New Zealand and it’s pushed that way”. And, in addition to a 
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lack of information, Carol  talked about the quality of information available and mentioned that 

in her “antenatal group with Charlotte, there was 5 of us and 4 of us breast-fed and one went 

onto formula within 4 weeks and she always felt she had to justify it.” We will look deeper at 

this sub theme when we discuss the theme of mother’s supports and relationships. 

 

Disappointment  

 One of the subthemes which came to light from reading participants’ transcripts was 

that of “disappointment.” Interestingly many participants commented on what was interpreted 

as disappointment around the feeding information received and access to it. Some of this 

was touched on above and will be discussed further when we get to the “mother’s supports 

and relationships” subtheme. For example Carol having lived overseas and now living in New 

Zealand felt disappointed at the amount of information and the sharing of it in New Zealand,  

…one of the things that I felt really bad about in New Zealand was that formula isn't 

really talked about so nobody really said to me ‘you can mix’ it's either breast feeding 

or formula ... nobody talks about it [bottle/formula feeding]. And I think that's a real 

failure of the system here ‘cause I’ve got friends that breast feed and it didn't work and 

they felt guilt you know and its and I I’ve said so many time on this site ‘a happy mum 

makes a happy baby’ who gives a shit what you're feeding your child. A happy mum 

makes a happy baby. (Carol) 

Anna alluded to the feeling of disappointment when she talked about the botulism formula 

scare and how she has no alternative to bottle feeding as a result of her double mastectomy,  

…when the whole formula scare thing came up I was kind of like well I can't do 

anything else but you know I’m putting her more at risk than I could have been it’s not 

like I can do anything about it. (Anna) 
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Guilt  

 One of the less frequently occurring subthemes, guilt is touched on in this section. As 

mentioned previously, Anna was not physically able to breastfeed, and was currently bottle 

feeding with formula. So when she commented that “I’m putting her more at risk than I could 

have been it’s not like I can do anything about it,” there is a level of guilt for the fact that there 

was no other option than for her to bottle feed and use formula. The researcher interpreted 

this from Anna’s transcript and, in addition, she had also commented that she “got quite 

upset and worried about that” when talking about formula feeding and the recent botulism 

scare as, “Amy had some of the numbers”. This helps to provide some insight into her 

emotional state of mind. Grace also commented on how she felt when considering giving her 

child a dummy for the first time,  

…offering me a dummy to give my baby is like uh, yeah, it’s just, I’m like a really pro 

breastfeeding mum and I don’t do dummies. And that’s something that I have like 

changed on... First time they offered it to me I was like do you want a dagger in the 

back of the head? [laughs] (Grace) 

She mentioned how Gareth had made her feel guilty for not trying the dummy so she did and 

“the third time they offered me the dummy I was like sure, why not. By then I was like I felt 

real sorry for him”. 

 

6.3.2. Mother’s supports and relationships 

This theme is coloured blue in Figure 3. In this theme, as in the first theme, all of the 

participants talked about their support networks and relationships with others. Similarly in this 

section we will be addressing subthemes as they appear according to the frequency with 

which they were referred to by participants. In other words we will first discuss those 

subthemes that the majority of participants commented on and then continue in decreasing 

order.  
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Relationships  

 All ten participants had something to say about relationships, whether it was their 

relationship with their infant, relationships with others or commenting on changing 

relationships. In this order we will look at the different relationships participants talked about 

and their experiences of them:  

Anna comments on her relationship with her infant:  

Anna: It's funny because I don't really I’ve never really thought I’ve learnt anything new 

than any other parent would do with their child in terms of interaction (laughs) but then 

when you watch other parents or talk to other parents or people make comments to 

you about what you're doing you actually realise that you actually probably are doing 

things slightly differently like I remember mum saying that when I had Aaron that um, 

yeah, I just talked to him all the time and really interacted with him from a really young 

age whereas she hadn't really noticed my sister doing that so much with her children 

and I think that was  

Stella: You were more aware of it 

Anna: Yeah, well I hadn't really realised that I was doing anything different  

So Anna, without noticing, was having a wonderful interaction with her child and infant, which 

is where the benefit of self-reflection comes in handy. So there is a natural communicative 

relationship building here, with the children feeling listened and responded to. Dianne, 

though, had to really advocate for her daughter, “I'm pretty confident with her health. When 

she does normal baby things I'm like ‘what is this? This is not normal’ then I’m like oh, ok 

maybe it is, so yeah”. This suggests she was leaning towards the role of a dominant mother 

in the relationship. This had previously been hypothesised due to her preterm infant 

becoming more passive. However she then went on to say, 

…having been through NICU, I spoil her absolutely rotten really, mainly because I 

don’t think you can spoil a baby, she really is a boss, if she wants to be held I pick her 
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up, if she wants to be fed we feed her, um, I just totally go by what she wants, and 

what she needs. (Dianne) 

This shows how responsive Dianne is as a mother and how infant led her interactions with 

her infant are. 

 

 When it comes to relationships with others, Ingrid, Grace, Dianne, Carol, Belina and 

Anna all made comments.  Carol commented on the role of her partner and herself being 

dependant on whether one or the other was at home at the time,  

…when daddy's home boundaries can be pushed a bit more than mummy’s 

boundaries um but she's definitely fought to find attention um but adores him [Charlie] 

but yeah we've had to work really hard to make her not feel pushed out. (Carol) 

Carol also talked in this sentence about her other son, and how she had to make sure that 

she shared her time between her children and, in doing so, pointed to the subtheme of time 

pressure. 

Here Belina talks about her experiences with professionals, in particular midwives and 

those whom she preferred.  In other words what approach and personality she valued and 

consequently trusted, 

Stella: So how did you feel about the advice they gave you? 

Belina: Fine I guess. You know midwife I really trusted because um I got on really well 

with her and um she you know was an older midwife and very earthy and very 

respectful in the way that she gave information 

Stella: Yea 

Belina: Um, so hers I really did value and take on board. Friends you know you pick 

and choose what you sort of sits right with you and then go with that and sisters you 

know… I had a midwife and then I had a. She was sick when … during the birth so 

she sent somebody else who, you know, didn’t even... the first time I actually looked at 
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her was after he was born cause um she arrived you know quite late but um, yea that 

was different having somebody you didn’t know and I didn’t really value her advice or 

anything either so um probably just ‘cause we didn’t have a relationship or didn’t really 

have an affinity with her or something. 

 Dianne talks about how she values other women around her going through her 

experiences, and she mentions message boards and Facebook as a way of meeting these 

people, “message boards are really good because you get the perspective from the mum not 

from the doctor”. Dianne also talks about meeting up with other people who breastfeed and of 

her own experiences of this with Dora. Dora was born extremely preterm but was now fully 

breastfed “when you’re with other people who are breastfeeding it’s so much more relaxed to 

breast feed.” Ingrid talked about comparing her infant to others’ when she said,  

…seeing him do things like, seeing him learn to do things, like I think that’s really cool. 

Like you know it’s amazing to see what for us, it feels like it’s taken quite a while for 

him to do things like smile and stuff because he was so early, like he was 5 weeks 

prem like he was so little, he’s taken a lot longer than a normal baby that comes out 

normally, so it feels like it’s been ages. A lot of people who I went to antenatal with had 

only been home a couple weeks and their babies been like on its arms like lifting its 

head whereas he’s not doing that. So it’s, but it’s still cool now he’s like finally doing 

that stuff, like every day it’s something new and when you talk back and you smile yes. 

(Ingrid) 

 Ingrid has led us nicely into the concept of “changing relationships” where eight of the ten 

participants commented (Carol, Dianne, Elaine, Fleur, Grace, Hannah, Ingrid, Joanne). 

Belina started off by talking about time pressures and the way they had impacted on her 

relationship with her son,  

…you know if that was Brodie he would just have to have a little cry in his bed and 
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probably be a hell of a lot better off for it um… but yea I think circumstances just change 

the way that you do cause you just don’t have time to fuss as much. (Belina) 

Dianne talked about her first child, and the way that their whole family had changed their 

outlook on what was and was not important. She also talked about how going from intensive 

care and hospital to the home environment made the father feel as though he has lost his 

role in the interaction, 

…after losing Desiree our values changed a lot, we both wanted to make sure we 

were at home a lot more, and taking more maternity leave, and that kind of thing... he 

got to do a lot in there, like being able to tube feed her and do all those things, 

whereas I feel like he feels a bit lost at home because she just feeds off me all the 

time and he can't really do those things for her anymore. 

Fleur commented that, “The challenging stuff I’m sure is to come but it’s just about the now, I 

think it’s lovely having a new born. Getting over the sleep deprivation, that’s probably it about 

now”. 

 

Successful feeding  

Of the ten mothers, eight commented on successful feeding, examples are provided 

below: 

Anna talked about bottle feeding, and the trouble of finding a teat that fitted, 

…the teats that um and the bottles that we had for Aaron she’s been quite she hasn't 

really taken to them that well she was quite sucky and um slurpy and so seemed to be 

taking in a lot of air and um spilling around the bottle a lot. (Anna) 

She had gone on to discuss this with her midwife who suggested a different teat and as a 

result Anna’s feeding was successful and her infant was not spilling as much. 
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Dianne talked about her successful feeding experience with her baby girl born at 25weeks 

gestational age, 

…having just to be able to try [breastfeed] every couple of days really got me more 

motivated to continue to keep my supply up and now we’re all go! (Dianne) 

Dianne used the word ‘pride’ to explain her joy at her successfully breastfeeding Dora. 

Dianne and Elaine both talked about using infant-led cues to know when to feed their infants.  

Joanne who is a first time mum mentioned, “Well, yeah, I didn’t feel that prepared for 

breastfeeding now that I look back”. And Carol talked about drawing on previous experiences 

to help with her breastfeeding because there “was a team of three and all three of them had 

different ways of doing it so we actually paid a lactation consultant last time so this time 

breast feeding's been much easier”.  

Fleur talked about her successful feeding experience but then went on to mention the   large 

amount of feeding information being provided in the hospital,  

…the nurses provided that advice about how to look after them and how to change 

them in an incubator and how to do the feeding, the tube feeding because he was tube 

fed, a lot of pre-terms are tube fed ‘cos they’re in the hospital and then latching advice, 

stuff like that but he was really natural at getting on the breast so that was fine and 

completely different to my daughter. Feeding, there was a lot of feeding, I think that’s 

the hospitals mandate for; I think they’ve got some kind of mandate for make sure 

mum breast feeds. (Fleur) 

Fleur also mentions in the paragraph before this one that in the hospitals, the nurses,  

…give a lot of feeding advice as the hospitals are really engrained in the whole 

breast feeding care so you got a lot of advice whether you wanted it or not 

about breast feeding and I was fine with that. That was quite good. (Fleur) 
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Drawing on Experience and Knowledge  

Of the ten participants, eight talked about drawing on the experience and knowledge 

of others (Ingrid, Grace, Fleur, Elaine, Dianne, Carol, Belina, Anna), while six talked about 

drawing on their own experiences (Ingrid, Grace, Dianne, Carol, Belina, Anna). Some 

examples are listed below: 

Dianne “found a lot of the older nurses a lot better, cause they, especially, well not all 

of them had to have had children, but they could comment on parenting from their 

perspective”. It was important for Dianne to have access to people she could talk to who 

were experiencing the same or similar to what she was, “I do speak to a lot of mums that 

have had prem babies, and ask, and would probably take their advice over mums that 

haven’t had babies in NICU”. There is a level of trust there for Dianne if women had been 

through the same experience as hers. 

Interestingly, Carol talked about her experiences while living overseas, and how New 

Zealand’s diversity does not compare to the variety she found in the Middle East: 

Carol: I lived in the Middle East which was very interesting because I lived in an ex-pat 

community so there were Brits, Kiwis, Australians, Columbians, Germans, Belgians… 

So within that community they… We were all stay at home mums  

Stella: Yeah 

Carol: And there's a group there called Abu Dhabi mums which is for people who've 

got children 6 years old and under and they've got 500 mums in that group from all 

around the world so again completely interesting because everybody comes from a 

different culture. Some people breast-feed, some people will breast-feed and express 

because they won't breast-feed in public, some people formula feed from day-one, 

some people do mixtures. You know some people wean at 2 months, some people 

wean at 8 months. Really, really interesting that everybody does different things and 

so that was a real eye-opener for me because you know you get all this wealth of 

information from around the world and it and again this is why I get a little bit cross that 
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here where its breast-feeding is the only way cause it's not the only way. Lots of 

different advice from all over the world. 

Carol, as did Dianne, learnt from women who were experiencing what they also wanted 

themselves to know about. Again they respected the knowledge of these other women and 

used it to their advantage. 

Elaine talked about attending breastfeeding classes and other places to learn more about 

breast feeding as she believed it was “really important to get as much information [as 

possible]”: 

I learnt about it [breastfeeding] in antenatal class and got taught about it from a 

midwife. And went to a breastfeeding antenatal class just because we wanted to at the 

hospital that was about a two hour course. It was good, I made Earl go too. Me and 

my friend, who is pregnant, we both made our husbands go. It’s good because then 

they know how to support us and what it all meant. You don’t realise how important it 

is and how beneficial it is and all the things like that to know, and all the things that can 

go wrong. All the things that help and why it’s so good to persevere. I also went to a 

Le Leche meeting; they are a breast feeding league. It’s a whole breastfeeding club 

sort of thing. They are really in to breast feeding and they can help you with anything. 

It’s a worldwide thing. I’ve got a book and you can read it if you want? They have 

meetings every fortnight and they talk about breastfeeding and they have coffee 

groups. Some of them breast feed quite long as well. They have leaders and if you 

have a problem in the middle of the night you could ring them. I know there are 

lactation consultants that you get referrals from the midwives but it’s a different sort of 

thing. I made friends with them but I haven’t really needed them. 

Elaine stayed very informed about breastfeeding, and she “read a lot about breast feeding. 

There’s one called ‘The Art of Breast Feeding’. The midwife and hospital gave some 
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information.” So for Elaine she sought breastfeeding information and was happy to learn as 

much about it as possible. 

 

Communication Breakdown  

Six of the ten participants talked about communication breakdown. Anna, Belina and 

Carol talked about a lack of information leading to the breakdown,  

…you get all this wealth of information from around the world and it and again this is 

why I get a little bit cross that here where its breast-feeding is the only way cause it's 

not the only way … It's probably the best way but it's not the only way you know and 

for some mums it's not going to work so yeah. (Carol) 

Here Carol talks about communication breakdown in terms of the large amount of information 

received in New Zealand as opposed to the quality of information and relevance to herself 

which she experienced overseas. Furthermore there was pressure to make the right choice 

and what is the right choice may not be what works for others but what ends up fitting with 

your needs and wants.  

Quality of information was talked about by eight participants (Ingrid, Grace, Fleur, 

Dianne, Carol, Belina, Anna, with Elaine commenting on the timing of the information being 

off). Carol had an example of a support service not providing information individualised for 

her, “[support service for children under five’s] a wonderful organisation but I think they need 

to differentiate what they do slightly for who's in front of them”. Similarly, Dianne said:  

It was, I reckon it should be a bit more I was gonna say streamlined, but then again 

you would probably lose some of that really good stuff that comes from individual 

nurses. I guess the hardest things is that I guess they tell you you’re gonna get so 

many opinions on this so I might as well tell you what I know but you don’t take that in 

because there is so much to deal with. I don’t know how it would work but if there 

could be something more clear, around the differences or that there are so many more 
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different ways to do things, and we’ll help you find your way, the nurses who really 

listened to what you wanted were the ones I really engaged with as opposed to the 

ones who were like no you just try it like this and give you a specific pillow to hold her 

a specific way but who cares if your backs hurting kind of thing, or if you actually just 

don’t like doing it that way, you know like. You can’t, you can live a life in NICU where 

you’re just doing everything you have to do, to be able to, there are things in parenting 

that you do because you like to them so you almost feel bad saying why is she like this 

way instead but it counts and should be ok to like things and choose based on that. 

(Dianne) 

 

Pressure  

 Pressure was a subject all ten women had something to say about. Dianne talked 

about the pressure and judgement she felt when she was first beginning to feed her infant: 

I felt a bit intimidated that they thought I wasn’t feeding her properly a lot of the nurses, 

so they’d sit with me and watch me feed her and be like ah she is doing it and so 

they’d leave me to it and they were weighing her every day it was horrible. (Dianne) 

Dianne also said she felt pressured to bottle feed while in the hospital with Dora, “[Hospital B] 

were easy to say just give her a bottle and as a parent in NICU you have hardly any choices 

and breastfeeding was one of the choices we both wanted, especially for her brain 

development as well”. 

On the other hand Ingrid, Fleur, Carol, Belina, and Anna all reported that at some point 

they had felt pressure to breastfeed. Carol commented on the talk she had with her midwife, 

and then later expanded on this to discuss her concerns that she was trying hard, despite the 

difficulty to breastfeed, because she felt that she had not been provided with another choice: 

Carol: This time with my midwife you know I said to her "aw I’m finding expressing 

really hard. I couldn't express with Charlotte I kind of don't really want to do it, I might 
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just buy some formula so that if I’m really tired Chris can give him a bottle "no don't do 

that. You mustn't do that. It will completely screw his mouth up and his taste and 

everything" um and I can't remember what else she said but there was this whole list 

of reasons why I shouldn't do it. 

Stella: Yup that's alright it was just um how did you feel about the advice and did you 

find it helpful?  

Carol: I do think it was all meant to be helpful I just think there was too much really  

Stella: Yeah 

Carol: Yeah I think that that was the problem everybody. Breast feeding is really 

emotive issue isn't it and one of the other things that I found really bad about coming 

having lived in three countries one of the things that I felt really bad about in New 

Zealand was that formula isn't really talked about so nobody really said to me "you can 

mix" it's either breast feeding or formula nobody ever really said to me it wasn't until I’d 

been doing it for a month that I realised I was mix feeding and that people mentioned 

that they were too nobody ever you kind of get "you must breast feed or nothing" and 

this time with my midwife you know I said to her "aw I’m finding expressing really hard. 

I couldn't express with Charlotte I kind of don't really want to do it, I might just buy 

some formula so that if I’m really tired Chris can give him a bottle "no don't do that. 

You mustn't do that. It will completely screw his mouth up and his taste and 

everything" um and I can't remember what else she said but there was this whole list 

of reasons why I shouldn't do it  

Stella: Charlie's midwife? 

Carol: Yeah. And she's awesome at everything but I chose to ignore that. I haven't 

bought it, you know she's also said to me don't use a dummy, don't go anywhere near 

a dummy with him xxx well Charlotte had a dummy for two years and she's fine you 

know, there's nothing wrong with her teeth, there's nothing wrong with her speech, 
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there's nothing wrong with her at all. So we've bought dummies but I never told my 

midwife I’m using them and he doesn't really like them to be honest so it I try, like you 

saw me try earlier. 

 

Time Pressures  

Ingrid, Hannah, Grace, Fleur, Dianne, Carol, Belina and Anna all commented on time 

as being an added pressure, whether it was due to having more than one child to share time 

between, or having a lot to do around the house and in other places. This lack of time meant 

that feeding their infant regularly placed pressure on them.  

 

Making the right choices  

Ingrid, Hannah, Grace, Elaine, Carol, Belina and Anna talked about making the right 

choices. For example Carol said:  

Yeah, I didn't I think everybody means well by it you know and everybody everybody's 

trying to get you to do the right thing and they're all coming from the same place but 

my problem in birth care last time with her [Charlotte] was that every 7 hours they 

change shifts or every 6 hours whatever and it's so pretty much every feed you had a 

different person in the room saying oh you may need to try this hold oh you'd be better 

off with that hold or um you know try it lying down, try it doing this and oh yeah if that's 

not working then this is why and so you adjust it for that person and then the next 

person comes in and you adjust it again and again and you start to lose your own 

voice within it all um whereas this time I kind of didn't care what anybody said to me I 

needed people to come in and check that I had got the latch right first because its 3 

years since I’ve done it but actually I didn't really care what they were saying to be 

honest because I knew that I could hear him feeding and gulping  (Carol) 

Carol went on to talk about the lack of “me time” and her feelings about unsolicited advice, 
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…the books say your meant to do easy eat activities, sleep and "you-time" well it's not 

you-time its toddler time but um but I tend to do eat and then he's awake for a little bit 

so it might pay or he might get ignored or stares at the ceiling for a little bit but then I 

usually feed him to sleep as well which could potentially be a bad habit but at the 

moment I don't think it matters and again my choice, the advice can bugger off you 

know. 

 

Trust  

Seven participants (Joanne, Ingrid, Grace, Dianne, Carol, Belina, Anna) talked about 

trust and more importantly trusting yourself, for example when making decisions, or trusting 

yourself to respond to your infant appropriately. Trust may also mean referring to trusting 

yourself to filter through the information received in order to make decisions for your child and 

to know what works best for you. 

Furthermore, Carol gave a great example of knowing what works for you when she said:  

I learnt very quickly that you take what you want from it, again like teaching; everybody 

says this is the best way to do it but you have to find the bits that fit with your style” 

and “when I was first apparent [[support service for children under five]] gave me too 

much information and were ... I ... It took me a while to learn that I needed to not listen 

to everybody really” and “sometimes it's useful and sometimes it's not. Um some yeah 

you just have to take what works for you and what doesn't really. (Carol)  

 

Control  

Dianne raised the issue of control and loss of control when she said: 

 

I felt a bit intimidated that they thought I wasn’t feeding her properly a lot of the 

nurses, so they’d sit with me and watch me feed her and be like ah she is doing 
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it and so they’d leave me to it and they were weighing her every day it was 

horrible. 

I was really determined to feed, because they said she might not ever feed, 

because of, because of her brain damage and that really upset me and I just 

felt like I had no control of anything and what I could do was keep up my supply 

of breast milk and I reckon if she hadn’t of latched when she did I would have 

started to express less because I was losing motivation because it was so 

tough. (Dianne) 

…the most difficult was the shift changes, because every nurse that came in 

was different and once I started to understand a little bit more of what was 

happening, I'd just be on their case, and I'd be so scared to leave her with them 

because I didn't know them, I remember asking them where they'd done their 

training, and how long they'd been nursing for, and how often they'd looked 

after a baby that little, and, did you know that it's this time and she needs this 

now, and you know, you know they're looking after two babies and I'm like 'blah 

blah blah', so I really struggled with that for a long time. (Dianne) 

Going home was hard, but not as hard as that shift change. (Dianne) 

Loss of control was mentioned by four participants (Joanne, Ingrid, Dianne, Carol) and 

feeling in control by six of them (Joanne, Ingrid, Grace, Dianne, Carol, Anna). 

 

Fear  

Dianne talked about how her fear for her child’s life and in particular her fear of getting 

an infection in her shunt, which was helping drain fluid to decrease the pressure building up 

in her brain as a result of hydroencephalopathy, had made her fight for her child’s access to 

health and disability services,  
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…that [the risk of infection] just put the fear of god into me, ya know. So I advocated 

really really strongly and just trust my gut all the time. Sometimes I feel a bit silly 

because it might be silly little things, but with Dora she's so, she's had such a 

complicated history, a little thing can really blow up, so yeah, I'm pretty confident with 

her health. When she does normal baby things I'm like “what is this? This is not 

normal” then I’m like oh ok maybe it is, so yeah.  

The fear of failure was mentioned by Ingrid, Grace, Elaine, Dianne, and Belina. Dianne made 

a powerful statement when she talked about her fear of failure: 

Yeah and milestones and why she is so little, and her gaining weight slowly and, you 

know like if she'll ever walk or be able to crawl or not. You know, and they'll comment 

on things like, 'look she's moving her leg, she must be fine', and you can't...I get a 

sinking feeling in my stomach when I hear that because I can't take that attitude, 

because if I think 'oh yeah that's fine', and then not pay attention to it I might miss 

something and it might be some sort of physio or care that she can have that I can 

help with to have her strengthen that side of the leg, you know you have to be realistic 

about it, and then if you kind of start saying those things like 'oh don't be so negative 

about it' or 'why are you so pessimistic about it', 'keep hoping'. Well hope isn't the 

answer, you actually have to be quite practical about it, so it's kind of negotiating that 

and I think, I guess the feedback I get from other mums is that practical side of living 

with a baby with needs. (Dianne) 

 

Ingrid, Elaine, Dianne and Belina talked about the fear of judgement, with Ingrid providing an 

example: 

You try making the right choices and stuff and everyone has different opinions and 

everyone is so opinionated about the different things that you do you know like there’s 

about 5 different topics that everyone has an opinion on you know you got like 

breastfeeding, car seats, like um I forget the others now but yeah there’s about 5 
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different things that everyone is so opinionated on. You know it’s like you do, if you 

don’t do what like the majority of society does you’re frowned upon. (Ingrid) 

 

Confidence  

Joanne, Ingrid, Hannah, Fleur, Dianne and Anna talked about the issue of confidence 

in regard to their support networks. Hannah talked about the role of her partner, and how she 

had felt unprepared once the baby had actually arrived:  

You’re kind of always a bit unsure how it’s going to go and you’re not 100%, there’s so 

much stuff in the last five weeks I’ve learned or read about. You spend a lot of the time 

thinking about the pregnancy and once the baby’s here, you’re like what do I have to 

do now? But my partner’s really good as well. 

(Hannah) 

Hannah asked to have repeated the question, ‘In general do you feel confidence in yourself 

as a parent?’  After it had been she replied: 

We did antenatal classes and all that sort of thing, but as I said there’s probably a lot 

of focus on the pregnancy, preparing for birth and things rather than what to do with 

the baby. And we’ve got a few classes still to come about the baby, but that’s not until 

next week. She’ll be six weeks old by then, there’s a lot of time in between if they’re 

going to tell us anything useful, then that’s a lot of time we’ve had to kind of figure it 

out ourselves. So yeah kind of, just grow in confidence. There’s support and Google is 

good if you’re not sure about something. 

Joanne talked about her confidence as a parent and about how she was,  

…never really worried about being a mum as such, but this weird kind of feeling I 

wasn’t, I don’t think I’ll be the best mum in the world but I’m not like, you know I think 

I’ll be a pretty good mum. All though I don’t really know what I’m doing you know what 
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I mean, people say you seem to figure out each stage as you go… So yeah I feel 

pretty confident about it. (Joanne) 

 

Disappointment and Guilt  

 In this section, the least frequently occurring subthemes were that of disappointment 

which Anna talked about, and Guilt which Grace touched on when talking about her divided 

attention now that she had two children, She added that she felt  it would probably turn out 

fine but that the challenge would be the feeling of guilt. 

 However, the point that Anna makes has potentially huge implications for policy 

makers and funding agencies in New Zealand. Anna is a woman with two children, and no 

breast tissue as a result of her mastectomy. She talked about feeding her infant and worrying 

about the pressure she felt from others, for example strangers, who might expect her to 

breastfeed and wonder why she was not doing so. She also talked about having concerns 

about the recent formula scares, and also concerns about the pressure she felt from others 

and particularly from family members who wanted to feed her child, and thereby threatening 

her role in the family. But what Anna was most passionate about during the interview was 

this: 

There’s no funding for formula and things so even though I physically couldn’t 

breastfeed because of a medical condition and actually you know I didn’t have any 

breast tissue for milk supply, they don’t provide funding for any formula. (Anna) 

 

6.3.3. The purpose of feeding 

 This theme is coloured red in Figure 3. Again you can see the spread of data 

across subthemes and the number of participants coded under each. It should be of interest 

to note that no mothers talked about information they had received about communication 
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during mealtimes. They did however talk about their experiences of communication during 

mealtimes with Anna saying “I try to be the main person to feed her just because I think that 

is kind of bonding time a little bit with Ames”, and Dianne who recognised the valuable 

experience she was having and which  changed the way she interacted with her baby:  

I think if I hadn’t have gone through NICU I probably would have been like my cousin 

would sit and watch movies and breastfeed and she didn’t really enjoy breastfeeding 

whereas it’s more of a relationship I think with us with me and Dora, with feeding 

time.(Dianne) 

Joanne on the other hand talks about how during a mealtime there is, “not really a lot of 

interaction really it’s just like a milking shed” getting the job done.  

Across the board, most participants ticked off basic needs before looking at interaction (i.e. if 

sleep, nappy clean then must be nutrition so give that and then baby will be happy and 

sleepy). There was a slight focus on nutrition for some, with one mother saying “I tend not to 

talk while he’s actually eating cause he’s a boy and he has to concentrate on his food”, while 

another mentioned “I just feed and don’t really talk to her that much, coz I’m just trying to get 

her to feed.” 

 

Relationships  

All of the participants talked about the importance of the relationship with their infant. 

In particular Grace talked about how her baby stared at her face and how they interacted,  

…all babies are interested in faces, but when you look at them and when you engage 

with them, they kind of just like stare, well they might just stare back at you. Well, I 

usually get some sort of a response. He’s usually like, like in wonder (Grace) 

Carol and Dianne talked about their relationships with others. Dianne mentioned pressure to 

bottle feed from family similar to that which Anna had experienced:  
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Dan’s given her one bottle and that was last week when I was sick and that took an hour 

to give it to her, it took a while, so yeah that’s it at the moment. We have a lot of pressure 

from family to get her bottle feeding coz they want to feed her, but I’m in two minds about 

it, I think introducing the bottle eventually would be good because it would give me a bit 

of freedom, but at the moment with what we’ve been through I don’t really want that 

freedom right now. (Dianne) 

Changing relationships were mentioned by Ingrid, Fleur, Dianne, and Belina. In contrast to 

what was said before about mothers not wanting to hand over bottle feeding to someone 

else, Belina talked about how she “want(s) him to be on a bottle for that [wedding] and be 

able to have somebody else you know feed him for that.”  

 

Successful feeding  

 Nine of the ten participants talked about successful feeding with Elaine saying 

“hearing other people’s stories I think I’ve got it going alright. She’s putting on weight, that’s 

the main thing. She’s happy”. Dianne talked about the pride she felt when Dora breastfed and 

that feeding for her was as much a “brain development” task as it was a bonding and 

interaction activity.  

 

Pressure  

Of the ten participants, six reported that they felt pressured. Dianne referred back to 

the pressure to bottle feed her infant while, Joanne, Ingrid, Fleur, Carol and Belina referred to 

the pressure of lack of time. 

 

Control 

Anna and Dianne both talked about the topics of loss of control as well as feeling in 

control. Anna referred to feeling loss of control when people other than her wanted to feed 
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her infant and similarly Dianne talked about nurses giving her baby bottles when she was not 

in the room. Dianne says she persevered and Dora became fully breastfed. She did not, 

however, feel that she had been supported in this decision. 

 

Trust  

Carol and Dianne talked about trusting oneself to make the right decisions for you and 

for your baby, and going with what fits best with you and your personality. Furthermore, we 

refer again to Dianne’s comment around “there are things in parenting that  you do because 

you like them” where she was talking about breastfeeding for her and her child’s enjoyment 

and wellbeing, whilst feeling others (in particular health professionals) did not trust in her to 

achieve what she wanted to.  

 

Fear  

As mentioned before, Dianne and Ingrid talked about their fears and in particular 

Dianne referred to her fear of failure where she was unsure as to how the future would 

development for Dora and was reluctant to look too far ahead. It was for this reason that they 

focused on living in the now.  

 

Drawing on Experience and Knowledge 

Fleur talked about drawing on the experiences of others, a process which changed the way 

she viewed interaction with her preterm infant: 

They [NICU staff] were really great, so they tell you how to hold them, just what they 

might like, what a pre-term baby would like, I was going to try and rub his back in the 

incubator and they were actually like, don’t rub his back like that, just put your hand 

firmly on them, because their skin’s so sensitive that rubbing is actually, you know, just 

to do skin to skin, you know. (Fleur) 
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Dianne brought forth a very powerful message when she talked about drawing on her own 

experiences and knowledge:  

It [NICU] made me realize how important feeding actually is, like when you are in the 

NICU you just sit and feed, and stare at her all day, there’s no other distractions you 

start to realize how important that bonding time is… I think if I hadn’t have gone 

through NICU I probably would have been like my cousin would sit and watch movies 

and breastfeed and she didn’t really enjoy breastfeeding whereas it’s more of a 

relationship I think with us with me and Dora, with feeding time. (Dianne) 

As a result of her experience spending time with Dora in the NICU, Dianne saw breastfeeding 

as relationship building and bonding time. 

  



106 
 

Chapter 7. Discussion 

7.1. Significance of the Findings 

The purpose of this study was to allow mothers an opportunity to share information on 

their lived experiences of communication and interaction with their infant during feeding 

times, as well as recording mothers’ perceptions of the sources and type of information they 

received about feeding and interacting with their baby.  The three main themes which came 

out of this research were “mothers supports and relationships” “the purpose of feeding” and 

“mothers feelings around feeding in the early months”. 

Mothers’ supports and relationships 

As was seen in Figure 3, personal relationships were a frequently occurring point of 

conversation across all three themes (this can be seen by looking for the blue lines). This 

may be due to the fact that communication, feeding and interaction are all about forming 

bonds and relationships (Ainsworth, 1969; Hodges, Hughes, Hopkinson, and Fisher, 2008). It 

could also be due to the researcher coding more excerpts under the heading of relationships. 

This might have been due to the researchers’ interpretation of what the participants said or 

possibly that the large size of the theme encompassed too many subthemes. We need to 

keep in mind that these are the three overarching themes under which all of the subthemes 

had a place, often appearing more than once across themes. Also, when we talk about 

“mothers supports and relationships” as a theme, we are including the concept of a lack of 

support, and the presence of pressure, fear,  guilt, communication breakdowns and other 

subthemes as well (Table 2, and Figure 3).   

This brings us to taking another look at the themes that were elicited by the original 

CLIP interview questions in Meyer, et al.’s (1993) study, which we discussed earlier in this 

thesis. Themes elicited appear to coincide with our findings, these were: 
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Discovering unfinished business (guilt); worries about being able to care for the infant 

and adequacy as a parent; worries for the infant’s survival, development and quality of 

life, adequacy of supports both formal and informal; and tensions between the roles 

and responsibilities of parents and nursery staff (Meyer, et al.,1993). 

We now take a look at which of these themes were reflected in this research: 

Participants did mention guilt under “mothers’ supports and relationships” as well as 

“mums feelings about feeding”. Participants also talked about their worries in regard to caring 

for their infant, and adequacies as a parent, but in our research these were coded as 

confidence, trust (mother’s trust in herself), fear, disappointment and pressure. Participants 

also talked about their worries related to their infant’s survival and quality of life, however in 

our research we again coded this differently. So, for example, Dianne’s comments about her 

fear of failure when talking about breastfeeding Dora would, in Meyer, et al.’s (1993) study, 

come under quality of life and caring for their infant.  But for us the comments were coded as 

fear of failure, loss of control, pressure and trust. Furthermore, the final two themes from 

Meyer, et al.’s (1993) study resonate very strongly with this studies’ theme of “mothers’ 

supports and relationships” and the subthemes of control, communication breakdown, fear, 

pressure, relationships and guilt.  

Franklin and Rodger (2003) also reported four key points around which their 

participant’s comments were centred: 

Fear for their child’s physical survival; the impact of stress on the parent-child 

relationship; stress associated with the increased demands of parenting a child with a 

complex feeding disorder and medical condition; and factors leading to coping and 

adjustment. 

 It is interesting to see that our findings marry up with those of other researchers in the 

field both cross culturally and across interview methods such as questions asked. It is also 
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particularly heartening that Occupational Therapy research (Franklin and Rodger, 2003) 

revealed similar results in Speech Therapy research. Furthermore, from a different cohort, 

Gillard (2013) had very similar themes emerge to the ones in this study.  Despite only three 

questions being similar, mothers in the Auckland region appeared to have had similar 

experiences to those of Gillard’s cohort. Gillard (2013) used questionnaires as well as face to 

face interviews with mothers of preterm infants. Gery and Bernard (2003) comment on the 

fact that, “Investigators’ decisions about what topics to cover and how best to query 

informants about those topics are a rich source of priori themes. In fact the first pass at 

generating themes often comes from the questions in an interview protocol” (p. 88).  So, to 

avoid the possibility that your themes are a result of your questioning it is important to have 

open-ended questions with as few leading questions as possible. In this study the researcher 

believes that questioning may have had an impact on the types of themes discussed (for 

example specifically asking about confidence as a parent may have led to greater discussion 

around confidence than would have otherwise done so). However there were also many 

occasions when the researcher did not ask certain questions as the mothers had already 

talked about that topic themselves without prompting, and it would be interesting to return to 

these sections of the transcripts and see whether some of the information such as that 

around “confidence” appeared spontaneously in these discussions.  

 It is also interesting to note that this studies’ cohort of ten women, of which only 

three had preterm infants, were similar in their reporting of themes to those studies with a 

greater number of preterm infants in their study cohort (Franklin and Rodger, 2003; Meyer, et 

al., 1993). Furthermore, this study has themes which encompassed both the positive and 

negative aspects of the experience. However, in this research some of the themes ended up 

sounding more positive. So, for example,  commenting on the difference between “living” in 

NICU and having little control over what happened to her or her baby, compared to living with 

her baby at home where she is in control, Dianne said,  
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…in NICU you’re just doing everything you have to do... there are things in parenting 

that you do because you like to them so you almost feel bad saying why is she like this 

way instead but it counts and should be ok to like things and choose based on that.” 

(Dianne) 

In this study Dianne’s comment fell both under the theme “mothers supports and 

relationships” as well as “mothers feelings around feeding in the early months”. However in a 

study such as that by Gery and Bernard (2003), Dianne’s comment may possibly have been 

coded under “factors leading to coping and adjustment” which is a negative umbrella for a 

comment that the researcher interprets as positive. This is because Dianne was being 

confident when she said she wanted to make her own choices, she knew what she liked and 

agreed that it could be different.   

Personal relationships were another topic discussed by mothers which again in our 

research is coded under “mothers’ supports and relationships”. It could however be coded 

under “factors leading to coping and adjustment” (Gery and Bernard, 2003). Again we are 

taking an excerpt from Dianne’s transcript (as her infant was the oldest and also most 

preterm so therefore closer to the types of infants studied in the research we are 

discussing).So,  looking at comments about pressure, support and changing relationships as 

well as a sense of needing to take control, Dianne said,  

…you revert to what you do to survive a crisis and both of us react so completely 

differently to that, I really get in there and try and learn as much as what I can to gain 

some sort of sense of control, whereas Dan will just push away and he doesn't wanna 

hear about the brain injury over and over again because he just wants to know her, he 

doesn't want to know what could happen. (Dianne) 

We were hoping that with larger umbrella terms such as “mothers supports and relationships” 

and “mothers feelings around feeding in the early months” we allowed all participants to have 

input into each theme. However in our research it was the subthemes which defined the 

underlying meanings. So the themes were the bigger picture, with a focussed search on 
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looking only at parenting, feeding and interaction information. Furthermore, we felt that 

having the subthemes displayed clearly against the themes as in Figure 3, showed that  fear 

of failure, for example, or loss of control could go under any of the themes as it related to 

mothers supports and relationships, mums feelings about feeding and the purpose of 

feeding. So our aim was to produce something which a reader could glance at and see, 

“mothers feelings around feeding in the early months” and there was also a list of “guilt”, 

“fear”, “control” and “successful feeding, which provided a good snapshot of the research 

(Figure 3, and results section).  

 

The purpose of feeding 

Looking at the theme of purpose of feeding it was clear  that most mothers were eager 

for their children to feed, to be left alone whilst feeding and not to be distracted. In fact some 

mothers went on Facebook, read books or watched TV and used feeding time as an 

opportunity for “me time”. However what we found  was that the mother of an extremely 

preterm infant, who going by what research said should have been concerned about weight 

gain and growth charts or not participating in the feeding relationship as much as the mothers 

with typically developing infants (Forcada-Guex, et al., 2006; Franklin and Rodger, 2003; 

Kearvell and Grant, 2010; Jordan, et al., 2014), was the mother who used feeding as an 

opportunity to bond and also considered it important for brain development. Dianne talked 

about her changing views on interaction as a result of the NICU and how proud she was of 

her daughter,   

…having been through NICU, I spoil her absolutely rotten really, mainly because I 

don’t think you can spoil a baby, she really is a boss, if she wants to be held I pick her 

up, if she wants to be fed we feed her, um, I just totally go by what she wants, and 

what she needs. (Dianne) 

The research referred to in the literature review sections suggested that some mothers may 

become more of the leader in an interaction (Korja, et al. (2010), but Dianne appeared to be 

javascript:__doLinkPostBack('','ss%7E%7EAR%20%22Forcada%2DGuex%2C%20M%22%7C%7Csl%7E%7Erl','');
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following the lead of her infant. This had the potential to be a big help in the development of a 

communicative exchange, as the intensive interaction therapy we mentioned, describes the 

strategies Dianne was employing while seemingly unaware that she was doing so (Nind and 

Hewett, 2005).  

  

Mother’s feelings about feeding 

Because how success in feeding and interacting is measured varies from person to 

person and even between health professionals, it is difficult to define and measure successful 

feeding. Many women in this study agreed it was best to have a tailored approach specific for 

them when it came to giving advice. One to two of the participants enjoyed the variety of 

advice they received which is interesting as one was an inquisitive first time mother who was 

set on breastfeeding, while the other was a second time mum with a difficult breastfeeding 

history and a premature infant. Yet both enjoyed having a variety of breastfeeding techniques 

and ‘tips and tricks’ shown to them, while the remainder of the mothers often felt pressured to 

breastfeed.  

At the end of the day what participants wanted was to be empowered to make their 

own decisions, and feel in charge of their infants’ care. However when it comes down to 

breastfeeding versus bottle feeding, is this a decision mothers should be allowed to make? 

The World Health Organisation (2009) recommends that ‘breast is best’ and that all women 

should have the opportunity to be educated about the benefits of breastfeeding. This is 

primarily because in some countries breast milk straight from the breast is the most hygienic, 

disease free route for food delivery. So whose decision is it to not give “the best”? If for 

example a woman cannot physically breastfeed, is she expected to read a brochure and 

understand the ins and outs of bottle feeding? The support being provided in our 

communities at the time of these interviews was reported by participants as being lacking. 

They reported that there was not enough information about bottle feeding and formula use 
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and that there was also no funding for formula. Interestingly, Nihlen Fahlquist, and Roeser  

(2011) comment on the severe pressure women who cannot physically or emotionally 

breastfeed are placed under, and query whether it is ethical to make someone feel pressured 

by implying they have made a  wrong choice, or that they have failed as a mother because 

they cannot breastfeed. Finally Dianne completes this section with the following comment: 

There are things in parenting that you do because you like to do them so you almost 

feel bad saying why is she, like, this way instead but it counts and should be ok to like 

things and choose based on that. (Dianne) 

 

Clinical Relevance 

In conclusion this research looked at mothers early experiences of interacting with 

their infant, as well as exploring their feelings about support networks and about the 

information they had received. What we found was that not all mums viewed feeding time as 

a time for interaction with baby, the question then becoming ‘why not’? The answer is that 

some of the mothers felt there was inadequate early support for them, and that this not only  

resulted in them having to find their own way and trust their own instincts, but also often 

resulted in frustrations and negative experiences during these early months of their infant’s 

life. Furthermore, given these findings, we suggest that the role of speech therapists should 

be expanding so as to enable them to share their knowledge and skills with the health 

professionals working on the frontlines with these women. The reason we suggest this is 

because only three women in our study had preterm infants, and yet the other women whom 

speech therapists would not normally see  also experienced similar issues as these three 

mothers, such as pressure and poor quality information. Do we as a profession need to 

support and empower professionals around us so that we are all able to provide equitable 

and effective services? 
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7.2. Strengths and Limitations 

 The strengths of this pilot study, one of the first of its kind in New Zealand, include its 

themes which have also been found in other research done both within (Gillard, 2013) and 

outside New Zealand. The participants had an interesting variety to them in that some were 

home alone a lot of the time, with half of the participants being first time mothers, some had 

grandparents visiting and looking after their children while others still looked after additional 

children in their own home. Their experiences were varied and they came from a variety of 

backgrounds, some were working and some not, some had University experience while 

others did not. We also had a speech therapist participate in the study as well as women with 

teaching experience, so it was interesting to hear from their perspective their experiences of 

feeding and interacting. Having a speech therapist using her skills of active listening during 

the interviews also helped bring forth genuine and at times spontaneous information from the 

participants. Furthermore, when transcribing the interviews for later analysis, the researcher 

ensured each interview transcript was as close to the original interview as possible, for 

example including the pauses and ‘ums’ in the transcriptions, so as not to lose detail found in 

these subtle parts of speech. Finally, an additional strength of the study is that as a result of it 

the researcher was able to strengthen bonds between speech therapists in the District Health 

Boards around Auckland as well as between them and the University of Auckland. These 

bonds will be of benefit in terms of the collaboration in future research projects. 

 The limitations would be the small number of participants involved, and the fact that 

the majority were of a middle class, Caucasian background. These limitations meant we 

would not be able to generalise the findings beyond that cohort. Furthermore being limited to 

the Auckland region may also be a limitation however, a study done in Waikato by Thompson 

(2009) found similar results.  These in particular were in regard to the types of nursing 

support mothers appreciated in the NICU (caring, friendly, approachable, culturally 

appropriate). Her research, though, was done with mothers who identified as Maori. In our 
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study we had one participant who identified as Maori. Furthermore, a limitation of the present 

study is that it was cross-sectional; for most participants the interviews took place on one day 

in one space of time. There was no follow-up to see whether the topics and meanings, and 

subthemes and themes the researcher had designated to a quote in the analysis (as can be 

seen in Table 2) agreed with how the participant viewed that designation. So although we 

used the words of the participants, it was still filtered through and interpreted by the 

researcher. We did not separate the voice of the researcher from the voice of the participant 

once analysis had been completed. The researcher did however use active listening skills 

such as rephrasing and reflection during the interview in order to determine if participant and 

researcher were on the same page about what the participant was saying. 

 

7.3. Conclusions and Future Directions 

In summary, in this study we set out to describe mothers’ lived experiences of 

communication and interaction with their infant during feeding times. These descriptions 

applied to mothers of full term and preterm infants. We also wanted to record mothers’ 

perceptions of the sources and type of information they received about feeding and 

interacting with their baby. What we found was that across the board mothers spoke a lot 

about their relationships, those with their infant and with others, and had a fair amount to say 

about trust, confidence, and successful feeding. Particular things that stood out were the 

number of women who based their choice to feed on infant cues rather than maternal cues 

such as a strict timetable. Furthermore, what was interesting was that at the time of the 

interviews most of the women reported being confident with their current feeding practice. 

Irrespective of whether they had negative or positive experiences in the past they were all 

happy with how it was going now. We also now see the value of reflective practice for both 

mothers as well as for researchers, and we have come away with greater knowledge about 

the experiences of these mothers living in Auckland, New Zealand. We now know how to 
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reflect on and question whether we should be expanding speech therapy roles so as to help 

support other professions or individuals around early communication, interaction and the 

importance of fostering early mother infant dyads.  

The future directions for this research would be to do a focus study and look at how 

mothers of Maori preterm infants feel about their experiences, as they are a population at risk 

of premature birth and associated complications. Previous research has also suggested a 

focus in this participant group (Barnes, H., et al., 2013.). A study without as many structured 

interview questions would be suggested so as to get a snapshot of what the mothers are 

thinking about in that current moment in time rather than what questions they would answer, 

as well as a study following up with mothers and discussing with them the findings and 

seeing if these match up with their view of their experience. Further future directions for this 

research in New Zealand should also include looking into father’s experiences of the feeding 

relationship, their lived experiences of feeding and interacting as well as their perception of 

health services and the information they received. Doing so may provide different or 

surprisingly similar results to the present study. There are some studies that have looked into 

father’s experiences, however these again are limited in terms of how much we can 

generalise their findings to the New Zealand context. It is important to continue this research 

in New Zealand so that we gain an understanding of the experiences of New Zealanders in 

order to be able to increase the generalisability of the research. We find this is important 

because Dianne talked about her first child, and the way that her entire family changed their 

outlook about what was and was not important. We can see this when Dianne went from 

intensive care at hospital as a result of her extremely premature birth to the home 

environment where the father then felt as though he has lost his role in the interaction. He 

used to be able to feed and care for his daughter in the hospital; however since going home 

she had become so successful at breastfeeding he had lost part of his role. For this reason it 

would be important to hear the voices of the men that support these strong women and 
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whether there are any significant impacts on their health and wellbeing as a result of their 

lived experience. Ainsworth (1969) also regards attachment as a phenomenon that applies to 

all and not just the primary caregiver.  
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                                  Appendix A: Caregiver Guiding Questions  

Caregiver Interview questions 

 

Warming up: 

1. “I wonder if you would tell me how your baby is doing now.”  

2. “How did you react when you first saw your baby?”  

 

Parenting: 

3. “Do you feel your baby knows you? How do you feel about your baby?”  

4.  “What do you expect to be particularly difficult/enjoyable about being a parent to your 

baby?” 

5.  “In general, do you feel confidence in yourself as a parent?”  

6. I would like you to describe to me your parenting style, how you see yourself as a 

parent. Whether it is something you are doing right now, as well as how you see 

yourself as a parent in the future (e.g. firm, fair etc) Please take your time: 

7. Where have you gone for parenting advice? (E.g. books, professionals, family 

members, friends, support groups). 

7a. What was the advice you received? 

7b. How did you feel about this advice? 

7c. Did you find that this advice was helpful? 

 

Pregnancy/Labour/Delivery/Hospital: 

8. “I’d like to have you discuss a bit about your pregnancy. Let’s start with your initial 

reaction; what was that like?”  

8a. “Overall, how was it for you physically? Emotionally?”  

8b. “Was there a time when you were concerned or felt something had gone wrong in 

your pregnancy?”  

9. Please tell me about any antenatal care you had. 

10. “Tell me about your labour and delivery. What were your thoughts? Feelings? How did 

it compare with what you expected?”  

11. Please tell me about the length of time you/your baby were in hospital (i.e. 

NICU)/reason for this: 

12. “Describe your first reaction to the intensive care nursery. What has been most difficult 

for you there? What has been the most helpful?”  
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13. “What has this experience been like for your spouse (partner)?”  

13a. “How has your relationship been affected?”  

13b. “How have your other children reacted?” “What about the rest of the family?”  

13c. “Who is available to you for help now and after discharge?”  

14. Tell me about any ongoing professional support you are receiving (e.g. feeding 

specialists). 

 

Feeding/Interaction: 

15. Tell me about any feeding/breastfeeding information you have received either during 

or after your pregnancy:  

15a. What was the advice you received? (and who/where from) 

15b. How did you feel about this advice? 

15c. Did you find that this advice was helpful? 

16. Were you given any other information on raising your infant other than the feeding 

support? 

17. How did this influence your view on parenting/feeding/interacting with your infant? 

18. Tell me about how you’ve been feeding your baby since birth (e.g. do you breastfeed, 

bottle feed, tube feed, or a combination?).  

18a. How do you feel about this (it’s enjoyable, worrying, easy, strapped for time, 

lovely, stressful)?  

19. Please describe your typical interaction with your infant during feeding (e.g. 

positioning, etc).  

19a. How do you decide when to feed your baby? 

19b. How do you know when your baby is hungry? Full? 

20. Who else feeds your baby? 

21. Do you get together with people/groups who have babies of a similar age? Do they 

give you feeding/parenting advice? 

22. What is your experience of other people around you who have babies and are 

feeding? 

 

 

::Last Q:: 

23. Do you think your baby is able to communicate with you? 

Please explain. 
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Demographic Information 

Primary Caregiver                                       DoB:                         Address: 

Role in Family:                                                                                       Ethnicity: 

Highest Level of Education:                                                                   Current/Previous 

Employment: 

Any previous experience or employment in education (incl. early childhood)/health? 

Do you have plans for re-entering paid employment? 

 

Other Caregivers                                               DoB:                         Address: 

How much time do they spend looking after the child per week:  

Highest Level of Education: 

Current/Previous Employment: 

Any previous experience or employment in education (incl. early childhood)/health? 

 

Infant Information                                              Prem/Term                                        GA: 

                                                                             DoB:                                                    CA: 

Number of siblings: 

Age of siblings (if applicable): 

Infant Characteristics: 

Please describe your infant’s overall temperament: 

What is your infant’s temperament during feeding (majority of the time, is it variable; i.e. 

sleepy, disinterested, focussed): 
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Appendix B: PIS and Consent Forms  

 PIS and CF for Primary Caregivers Ethics# 9610 
 

 

SCHOOL OF PSYCHOLOGY 

Speech Science 

 

Describing the lived experiences of primary caregivers interacting with their infant 

PARTICIPANT INFORMATION SHEET  

 

You are invited to take part in our research study, looking at your experiences around 

interacting with your one month old infant during feeding.  

This Participant Information Sheet will help you decide if you’d like to take part.  It sets out 

why we are doing the study, what your participation would involve, what the benefits and 

risks to you might be, and what would happen after the study ends. You may also want to talk 

about the study with other people, such as family, whānau, friends, kaumatua, or healthcare 

providers.  Feel free to do this before you sign the consent form. 

 

If you agree to take part in this study, you will be asked to sign the Consent Form on the last 

page of this document.  You will be given a copy of both the Participant Information Sheet 

and the Consent Form to keep. 

 

This document is 7 pages long, including the Consent Form.  Please make sure you have all 

the pages. 

 

The research is being conducted by Stella Karaman, Master of Science- Speech Science 

(MSc Sp Sci) student researcher, through The University of Auckland, School of Psychology, 

Speech Science, as part of a Masters Research project.  

This research will be supervised by Dr. Suzanne Purdy and Bianca Gordon who are staff 

members in Speech Science, School of Psychology, at The University of Auckland.  

Speech language therapists provide services to families of children with feeding and 

swallowing difficulties as well as communication difficulties. This is why we are interested in 

your experiences of feeding your baby. 

 

 

 Tamaki Innovation Campus 
261 Morrin Road, Glen Innes 
Auckland, New Zealand 
The University of Auckland 
Private Bag 92019 
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Purpose of this research: 

The purpose of this study is to allow primary caregivers an opportunity to share information 

on their feelings and views around interacting with their young infant, allowing us a glimpse at 

what information primary caregivers are receiving from healthcare providers, family, whānau, 

friends, and media. In particular we aim to explore feeding experiences of caregivers who 

look after full term infants and compare their experiences to caregivers of preterm infants. 

There is little research on feeding experiences of primary caregivers other than mothers, and 

in particular caregivers of pre-term infants.  

We want to: 

(i) determine whether these two groups of caregivers differ in their perception of 
infant interaction during feeding, and 

(ii) what sources of feeding and development information and help caregivers 
received.  
 

You have been suggested for participation in this research on the basis of expecting or 

having a newborn infant. We would be very interested in hearing about your views and 

experiences of feeding your child, through a face to face interview with one of our 

researchers, when your infant is one month old (corrected age).  

 

The data collected will be analysed and written up for a thesis to be submitted as part of the 

MSc (Sp Sci) course. 

 

Participating in this study 

Your participation is entirely voluntary. You do not have to take part in this study. If you do 

agree to take part in the study you are free to withdraw from the study at any time and to 

withdraw any data traceable to you up to 1st September 2013. 

 

In acknowledgement of your time with this research we will cover reasonable transportation 

costs incurred with a petrol voucher (paid through MSc-Speech Science research funds).  

If you are injured in this study, which is unlikely to occur, you would be able to apply for 

compensation from ACC just like if you were injured in an accident at work or at home.   

Additionally, during the interview it may be discovered that you may require extra support; 

information about where to access such support will be provided if necessary.  

 

What is the process for participation in this research? 

1. To express your interest in the study, please contact us. We will then phone you to 

explain the study further and gather some basic information from you. During this 

phone call we will also answer any questions you may have.  

 

2. If you are happy to take part, and are available to meet for a face-to-face interview, we 

will take your details so we can contact you at a later date. A consent form is attached 

at the end of this document. 
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3. When your child is approaching one-month old we will contact you again to arrange a 

suitable time for you to participate in the interview. You are welcome to have a support 

person with you. Interviews will be carried out at a location convenient for you; your 

home, your local [support service for children under five], Well Child/Tamariki Ora 

service providers’ rooms or at the SLT clinic, Tamaki Innovation Campus, Glenn 

Innes. At this point the interview questions will be sent out to you. 

 

4. Once we meet with you in person at the interview the following will be carried out: 

 Begin with opening greetings and/or karakia, introductions, and share kai 

(food/drink) 

 Talk about confidentiality 

 Talk about the nature of the interview  

 Talk over any concerns or questions you may have 

 Conduct the interview. You have been given the questions to look over previously. 

Discussion will include: 

o Personal demographic information such as education and employment 

o Parenting advice received 

o Pregnancy, labour and delivery 

o Feeding and interaction 

o Infant characteristics 

It is expected that the interview will take approximately an hour of your time. You 

will be audio recorded. During the recording you may choose to have the recorder 

turned off at any time. 

 Finish with a closing karakia or other words of your choice. 

 

5. Data collected during the interview will be transcribed by the interviewer, and your 

transcription will be given a code instead of using your name. You will be contacted on 

completion of the transcription and offered the opportunity to review and edit any of the 

information before it is analysed by the by the interviewing researcher as well as 

supervising researchers (independent analysers).  

 

 

Confidentiality 

All data will be kept confidential. No material that could personally identify you will be used in 

any reports on this study. Codes will be used instead of names in the report. However in the 

case of your being identified by the specific information you are providing, we will make the 

greatest effort to ensure that none of the information written is in any way harmful to you. We 

will allow you to review the transcribed interview documents, agree to their use and edit or 

delete your information as needed.  

 

All digital recordings will be stored with password protection on computers that are part of the 

University of Auckland IT network, or personal computer of the investigators. These will be 

erased from the hard drives at the completion of the project and transferred to CD-

ROM/DVD. The recording and written transcripts will be locked in a filing cabinet at the 
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University of Auckland Tamaki Campus. Only people with authority to use the data will be 

allowed access. The data in the computer will be deleted after 6 years. 

 

Your rights 

You have the right to withdraw from this study at any time and to withdraw any data traceable 

to you up to 1st September 2013. You have the right to review and to edit any information 

supplied by you during the interview process. 

 

If you have any queries or concerns regarding your rights as a participant in this study you 

may wish to contact one of the researchers. 

 

Statement of approval 

Please feel free to talk to the contact person if you have any questions about this study.   

 

Contact details as follows: 

 

Stella Karaman (MSc-Speech Science student and researcher):  skar058@aucklanduni.ac.nz,  
Telephone: 09 373 7599 extn. 86604  
School of Psychology, Tamaki Innovation Campus, University of Auckland, Private Bag 
92019, Auckland 1142 
 

Bianca Gordon (Senior Speech-language Therapist and Professional Teaching Fellow): 
b.gordon@auckland.ac.nz Telephone: 09 373 7599 extn. 86604  
School of Psychology, Tamaki Innovation Campus, University of Auckland, Private Bag 
92019, Auckland 1142 
 

Suzanne Purdy (Head of Speech Science): sc.purdy@auckland.ac.nz.  

Telephone: 09 373 7599 extn. 82073 

School of Psychology, Tamaki Campus University of Auckland 

Private Bag 92019  

Auckland 1142 

 

The Head of School of Psychology is: 

A/Professor Doug Elliffe: d.elliffe@auckland.ac.nz  

School of Psychology, HSB Building, City Campus, University of Auckland 

Private Bag 92019  

Auckland 1142 

For any queries regarding ethical concerns you may contact the Chair, The University of 

Auckland Human Participants Ethics Committee, The University of Auckland, Office of the 

Vice Chancellor, Private Bag 92019, Auckland 1142. 

Telephone 09 373-7599 extn. 83711. 

Please keep this information sheet for future reference. 

This study has received ethical approval by The University of Auckland Human Participants 

Ethics Committee (UAHPEC) on 17 June 2013 for (3) years, Reference Number 9610. 

 

mailto:skar058@aucklanduni.ac.nz
mailto:c.mccann@auckland.ac.nz
mailto:sc.purdy@auckland.ac.nz
mailto:d.elliffe@auckland.ac.nz
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SCHOOL OF PSYCHOLOGY 

Speech Science                  

Describing the lived experiences of primary caregivers interacting with their infant 

 

CONSENT FORM 

 

 

Study title: Describing the lived experiences of primary caregivers interacting with their 

infant 

 
Researchers: Stella Karaman MSc-Speech Science student researcher, School of 
Psychology, The University of Auckland. Supervised by Dr. Suzanne Purdy and Bianca 
Gordon, Speech Science, The University of Auckland. 
 
Declaration by Participants: 
 

 I have read and I understand the Participant Information Sheet. I have had the 
opportunity to ask questions and am satisfied with the answers I have been given.  

 I have had the time to discuss my participation in this research with family, whānau, 
friends, kaumatua, or healthcare providers if I wished to do so. 

 I freely agree to participate in this research. 

 I understand that it is my choice to participate, and that I am able to withdraw any data 
traceable to me up to the 1st September 2013. 

 I have been given a copy of the Participant Information Sheet and Consent Form to 
keep. 

 I understand that approximately one hour of my time will be required for participation in 
the interview. 

 I understand that I am free to choose to not answer any questions or withdraw without 
penalty. 

 I am aware that during the interview I will be asked questions about my infant’s 
medical history. 

 I understand that I will be audio recorded. Even if you agree to being recorded, you 
may choose to have the recorder turned off at any time. 

 I am aware that the interview will be transcribed by the researcher, and will then be 
coded before it is analysed by the interviewing researcher as well as supervising 
researchers (independent analysers). I understand that I am able to request to view 
this transcription and make amendments. I understand that no identifiable data (such 
as my name) will be used in the research thesis or in any other presentation or 
publication. 

 I understand that the data I provide will be used for: 

 Tamaki Innovation Campus 
261 Morrin Road, Glen Innes 
Auckland, New Zealand 
The University of Auckland 
Private Bag 92019 
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o The overall findings will be part of a Masters thesis that will be submitted for 
assessment, and 

o The overall findings may be submitted for publication in a scientific journal or 
conference. 

 I understand that I will be compensated for my transportation costs only. 

 I understand that all data will remain confidential. 

 I wish / do not wish to review the transcript of my responses prior to their use. 

 I understand that all forms and data will be kept for 6 years in a locked cabinet in the 
School of Psychology, after which written documents will be shredded, electronic 
documents permanently deleted from the hard drive, DVDs/CDs will be physically 
destroyed.  

 

I wish to receive a copy of the results and/or reports.     YES/NO  

 

Postal address 

 

 

Or email address 

 

 

I                                                                                                  (full name) have read and 

understood the information outlined above and hereby consent to participate in this 

study. 

 

Signature: _______________________________ 

Date: _______                               ______________ 

Contact phone number for researcher: Stella Karaman    021 204 8444 

Project explained by: Stella Karaman 

I have given a verbal explanation of the research project to the participant and have 

answered their questions about it. I believe that the participant understands the study 

and has given informed consent to participate. 

Signature: 

Date:  

This study has received ethical approval by The University of Auckland Human 

Participants Ethics Committee (UAHPEC) on 17 June 2013 for (3) years, Reference 

Number 9610. 
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