Information seeking needs of mothers who bottle-fektheir young
infants: how the information seeking process affestthem and what

libraries can do to help them.

By

Shiobhan Alice Smith

Submitted to the School of Information Management
Victoria University of Wellington
in partial fulfilment of the requirements for the degree of

Masters of Library and Information Studies

March 2010



Acknowledgments:

Thank you to my supervisor Rowena Cullen.

Your advice and patience has been invaluable.

Thank you to Mrs Margaret O’Donnell.

The hours of help transcribing interviews is apaed.

Thank you to my husband for the support provided.

You kept me going when things were hard.



Contents:

Abstract

Introduction

The Who code in New Zealand

Literature Review

Methodology

Becoming a bottle-feeding mother when
‘breast is best’

How it feels to be a bottle-feeding mother
when ‘breast is best’

So | am bottle-feeding my baby..now what?

Did you ever consider the Library?

Discussion

Conclusion

References

Appendix 1

Page:

10
16

28

35

45
50
72
79
95
99

108



Abstract:

Aim:

The aim of the study is to examine the informaserking experiences of mothers
who bottle feed young infants. What are their infation needs and how do they
seek to fill them? What emotional impact doesitii@mation seeking process have

on this group? What role can Libraries play inpimgg this group find information?

Methodology:

This research utilises Dervinsense-makingnethodology. At the heart of sense-
making is the situation-gap-outcome triangle. Kldal’'suncertainty principldas also
used to help analyse the results and understarabtireection between emotion and
information seeking. Other research is also usethtierstand the experiences of the

interviewees and place them in a wider context.

Results:

Mothers who bottle-feed young infants often fedltgand anger. They are often
unprepared for bottle-feeding, especially if thégnmed to breast-feed, and access to
information on bottle-feeding is limited. Healtlofessionals are sometimes reluctant
to provide information on bottle-feeding. Informaformation sources, such as
family, friends and other mothers, are very impatitarhere is little awareness that
Libraries are able to provide information on boefdeding even among mothers who
are frequent Library users. Libraries can bespstbottle-feeding mothers by

becoming inclusive community spaces for motherséet and share information.



1. Introduction:

The aim of this research is to investigate the Bgpees of New Zealand mothers of
young infants when seeking information on usingbtenilk substitutes (formula)?
What are their information needs and how do thek se fill them? What emotional
impact does the information seeking process hawhisrgroup? What role can

Libraries play in helping this group find informaiti?

There are a number of choices that parents must finak conception through to
birth and beyond. These include choosing a leagmisy carer, deciding whether
you should consume alcohol while pregnant, detarmgiwhether you birth at home
or hospital, opting for a drug free birth, decidiogco-sleep or use a cot... the list is
endless. Some choices are straight forward, soeneat, and different parents will
choose differently depending on a gamut of fact&hile all parents, across time
and space, have needed to make many choices negy#ndi birth and upbringing of
their offspring, it is argued that in modern westsociety, there is even more
pressure on parents to ‘get it right’. That welig an age of “intensive motherhood”
(Hays, 1996) where every choice a parent makeamsed in terms of, not only
ensuring the best outcome for the child, but sp@asta whole (E Lee & Bristow,
2009; E. J. Lee, 2008). Healthcare professioralscators, psychiatrics, politicians
etc, all acknowledge the importance of parentimgl, thus place great pressure on
parents as a result, but perhaps without much dersdion to parents needs or to
whether they are over emphasising the individuéiedwf parents without much

thought to wider society’s role and more criticgdues (Rippeyoung, 2009).



Breast-feeding- choice or directive?
One such choice that faces all new mothers ishib&ce of how to feed their newborn
infant. From a strictly neutral viewpoint, most@ats have three main options:

1. Breast-feeding

2. Formula feeding using bottle

3. Amixtureof 1 & 2
Even within these three different approaches thegevariations, for instance, breast-
feeding from the breast or expressing milk and ifgggtfom a bottle. This decision,
however, never has been a simple, neutral decisibnough out history, the decision
on how a woman should feed their newborn has beemugh a political and cultural
predicament as it has been a practical one (Fild#86). The early Zicentury is no

different.

Most people are probably aware of the mantra “BrisaBest” even if they have
never parented. It is the title of Dr. Penny Stay'w influential book on breast-
feeding, first published in 1978 (Stanway & StanwHy78). It is a catchy slogan that
sums up a consensus held among many healthcaesgiafals, all breast-feeding
advocates, and promoted vigorously by the WorlditHgarganisation (WHO); that
breast-feeding is the optimum way to feed a newlbalyy from birth to 6 months and
preferably beyond. For some breast-feeding advecatdight of the scientific data,
any other choice is not really a choice and thatlivomen knew the risks of feeding
their infant anything other than breast milk theyuhd certainly breast-feed (M. K.

Minchin, 1998).



However, Ministry of Health statistics show thagré are still a significant number of
New Zealand women who do not exclusively breast-feeir young infants

(Ministry of Health, 2002). In light of this theimstry has recently launched an
education campaign in an attempt to try and ine@¢as number of women
exclusively breast-feeding their infants to 6 marmdnd beyondsww.breast-
feeding.org.ny It would seem that even though “breast is hasther a large section
of the population has not received the messagmtibstening to the message, or
have their reasons for choosing differently. THeas been research into what those

reasons might be, and these will be addressedifetiee literature review.

What this illustrates is that there are parents aifgousing formula to feed their
infants, and who may, due to the current emphasjgomoting and ensuring the
continuance of breast-feeding, experience probiarfiading information to inform
that decision. Couple this with an “intensive nestiood” culture that emphasises
that parents must make good choices for their yalnilg now, in order to place less
burden on society in the future, and the resultlmnonfusion, self doubt, guilt and

in some cases anger (E Lee & Bristow, 2009).

The role of Libraries:

Assuming that Libraries remain apart from the Heamtitiatives of recent years to
promote breast-feeding and limit information omfata as an alternative, they have
the potential to offer bottle-feeding mothers ahhigiality, non judgmental
information service. However, is this the rolettharents, particularly mothers

bottle-feeding young infants, want Libraries toydla



Objective of the Research:

There is a wide-ranging body of research into lrésesling, its benefits, possible
barriers, and its promotion (or lack of). The afithis specific research is not to
bring into doubt the large body of literature thahcludes that breast-feeding is the
optimum method of feeding an infant. While it bk informed by scientific
literature it is not the aim of this research tookemeartedly dispute that literature. It
does, however, acknowledge that some breast-feé@icaig”, such as the link with
breast-feeding to 1Q or the link between breasthfegzand parental attachment, are
contested (Knaak, 2006). For specific exampleCsgee, & Allison, (2008);

Wilkinson, & Scherl (2006); Jain, Concato, & LeVealt(2002).

The aim of this research, therefore, is to exartheeexperiences of mothers who are
bottle-feeding young infants with particular focus

a. the information they sought to inform their infdeéding decisions

b. how they sought that information

c. the issues or problems they encountered

d. how they felt when seeking information

e. whether they used the library as an informatiorre®and, if so, how did they

assess it, if not, why didn’t they use it

Questions A — C focus on the mechanics of inforomasieeking; what, how, where,
when, why. Question D focuses on the emotion# sththe mother seeking
information on bottle-feeding and how the procdsnaing information, or having
information withheld, impacts on the informatioreker. Question E seeks to
understand the role libraries (can) play in helgimg group meet their information

needs.



Definition of Terms:

Formula feeding:

Bottle-feeding:

Combined feeding:

Breast feeding:

Young infant:

Health professional:

Antenatal:
Postnatal:

WHO code:

Exclusive feeding of an infanthnat recognised breast-milk
substitute product via a bottle. This term isic@ngeable
with bottle-feeding.

Exclusive feeding of an infant hva recognised breast-milk
substitute product via a bottle. Unless stateérsilse (e.g.
may include the feeding of expressed breast mdkavibottle)
this term is interchangeable with formula feeding.

The feeding of an infant throaglombination of formula
feeding and breast feeding. Breast milk may beesged
and fed through a bottle.

Exclusive feeding of an infant viatkast milk from the
breast.

For the purposes of this researcbhuny infant will be
between the age of newborn and 3 months.

Includes the lead maternitgigdamily doctor, hospital
nurses/midwives and any organization involved & th
immediate health welfare of the mother and infagt e
Plunket.

Period prior to the birth of the chédy. pregnancy.
Period immediately after the birthhef child.
The World Health Organisation- InternasibCode of

Marketing of Breast-milk Substitutes
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The WHO code in New Zealand

Below is a brief explanation of the WHO code asdmntplementation in New
Zealand. The WHO code prescribes where and hawn#tion on bottle-feeding
can be made available. It is therefore importanirtderstand what it does and does
not allow if we are to understand if it is:
1. Preventing health professionals from providing infation on bottle-feeding
2. Being correctly interpreted by health professiomalegards to what

information they are able to supply and when treay supply it

The World Health Organisations “International Cad&larketing of Breast-milk
Substitutes” (World Health Organisation, 1981) (Wk&le) was the result of
increasing concern over the marketing of formularduthe later half of the twentieth

century, particularly in developing nations.

The dangers of feeding young infants formula rathan breast milk, especially in
situations where sanitation of water and equipneeatd not be guaranteed, had been
recognised as early as 1939 by Dr Cecely Williaman address to the Singapore
Rotary Club. Dr Williams used this forum to higitit the link she was seeing
between declining breast-feeding rates and incceim$éant mortality rates. She
emotively named the address “milk and murder” (Rich2001). However, it was the
infamous “Nestle Kills Babies” pamphlet, subsequdra trial and consumer boycott
of the 1970’s that is particularly associated witd development of the WHO code.

In her book “Holding corporations accountable: argte conduct, international

codes, and citizen action” (2001) Judith Richt@vmtes a comprehensive overview
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of the Nestle controversy and the subsequent dewedat of the WHO code. She
lists five specific marketing methods that manyriata companies, not just Nestle,
where using prior to the WHO code to promote theeafgheir products:

1. Stressing equivalence or superiority to breast-iegd

2. Exploiting women’s anxietiesuch as fears over insufficient milk supply.

3. Representing healthy, thriving bahiésages of chubby babies on

formula tins etc.
4. Disguising salespersonsnilk nursing’ giving away free samples.
5. Gaining medical endorsement.

(Richter, 2001, pp. 47-48)

In general these practices are common place, pkatig in the marketing of health
and beauty products. In “The beauty myth” NaomilMdentifies very similar
marketing techniques used to persuade women thiéaiyh and beauty products of
dubious credibility (N. Wolf, 1991). However, metis of newborn infants in
developing countries represent an especially valrlergroup due to lack of
education, support and sanitation. Thus all fiveecpces are either banned or

controlled in some way by the WHO code.

The code consists of an Introduction outlining¢bdes history, 11 articles, and 3
annex. The 11 articles set out the goals and sabie code, the various practices
that the World Health Organisation believes governts, healthcare workers,
formula manufacturers and marketers should adleesnt recommendations on the

codes implementation and monitoring. Legally thel@/code is a recommendation
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and it is the responsibility of individual governmsg to adopt some or all of the

articles and encode them into law if deemed delsirab

In general the WHO code is designed to ensure:

1. That information on infant feeding is objective arwhsistent and is either
produced or controlled by a competent authoritiiatthe superiority of
breast-feeding is emphasised and that formulatisim@ugh pictures or text,
idealised. (World Health Organisation, 1981, Arid)).

2. That there is no promotion or advertising of bremask substitutes. That there
is no distribution of these products, or contactrigrketing staff, either
directly or indirectly, to pregnant women and newthers. (World Health
Organisation, 1981, Article 5).

3. That health care systems should encourage anccplveast-feeding. That
advertising, through product placement, displapadters and other materials
distributed by formula manufacturers be banned fr@alth care systems
(World Health Organisation, 1981, Article 6 ).

4. That health workers should encourage and protectsiifeeding. That
information given to health workers by formula miamturers is scientific and
factual in manner. That samples can only be pexl/idr professional
evaluation or research at an institutional le\®/orld Health Organisation,
1981, Article 7).

5. That manufacturers restrict sales incentives. Teketing personnel should
not be involved in performing educational functidgasmothers or the wider

public. (World Health Organisation, 1981, Arti@e
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6. That the labelling on containers does not discatagast-feeding. That
there are no images or text that idealise formegaling. That certain
misleading words, like “humanised”, are not usé&tiat there are clear
warnings about potential health hazards when reyigred correctly. That
there are easy to understand and follow instrustidiaVorld Health
Organisation, 1981, Article 9).

7. That all products that fall within the scope of ttuele comply with recognised

food standards. (World Health Organisation, 1981icle 10).

What is particularly important to note is that tuele does not prevent health workers
from educating mothers in the use of formula big tlan only happen on a ‘need to
know’ basis. (World Health Organisation, 1981, &ldi6). When
education/information is provided on formula feagjithe superiority of breast-
feeding should be emphasised, the cost of usimguiar should be highlighted and
potential hazards explained. Only then can infaioneon proper use be imparted.

(World Health Organisation, 1981, Article 4).

The WHO code is not adhered to universally. Whdee countries have made
provision for all or part of the WHO code in lavense countries have chosen to keep
it as a voluntary code or have made no move totatiopany form (Richter, 2001).

In New Zealand the WHO code was adopted in 19838we¥ver it was not enshrined
in legislation but instead, in 1997, became thestfas a voluntary, self-regulation

and monitoring process.
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In 2001 a review of this process was held. Thacklleen problems identified with
the process including a misunderstanding that tlde prevented health workers from
providing information on formula feeding (Ministof Health, 2009). The review
eventually lead to a new document in 2007 titledglementing and Monitoring the
International Code of Marketing of Breast-milk Sufoges in New Zealand: The
Code in New Zealand” (Ministry of Health, 2007)hi3 sets out, in a single
document, two parallel New Zealand codes, one éaith workers and one for the
marketing of infant formula. These are both gradah the WHO code but take into
account New Zealand’s social and legislative framé&wMinistry of Health, 2007, p.

1).

This New Zealand version of the WHO code does ektflioutline the
responsibilities of health workers to ensure thathmars who are using formula
receive adequate information and are not discritathagainst. Sections 4 and 5 of
the “Code of practice for health workers” outlirfesv health workers are expected to
ensure the appropriate use of formula (MinistriHeglth, 2007). Like the WHO
code on which they are based, there is a strondgn@smpon continuing to stress the
superiority of breast-feeding, the various problessociated with formula feeding
and avoid any idealisation of formula through immgetext. Information given must
be factual and objective and may include the tydesrmula available but not
endorse any specific brand. Section 2 includeptbeision to supply information to
women antenatally who have decided to use fornmaagever, this must not occur in
a class setting where breast-feeding is the onthoaeendorsed (Ministry of Health,

2007, p. 15). In summary, health workers can simioemation on formula feeding
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in New Zealand but they must do so only in veryc#fpesituations and under very

specific terms.

Related to the WHO code is the “Baby-friendly htspnitiative”, launched in 1991

by UNICEF and the World Health Organisation. Bdgndly is defined as
supporting breast-feeding. To gain accreditat®baby friendly, hospitals and other
maternity facilities must follow ten specific stepEhese steps are designed to ensure
that the right environment is created to ensureofitenum chance of successful
breast-feeding. It includes “rooming in” mothedaraby, encouraging demand
feeding and giving newborn infants nothing but btemilk unless medically

indicated (UNICEF, 2009). Many of New Zealand'spitals and maternity facilities

now have baby-friendly status (Jackson, 2005).
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Literature Review

The dangers of formula:

In recent times, any research into bottle-feediag tended to be linked to research
into breast-feeding. Very few researchers studildateeding as a phenomenon
separate from breast-feeding and often the resémafobused, at least in part, on
understanding the motivations behind bottle-feedmigetter promote and increase
breast-feeding rates. This research, and relateuhnentaries, can vary from being
sympathetic to women who bottle-feed while stibbqmoting breast-feeding, to being
outright hostile to both formula companies and raoilwho choose to use formula.
Maureen Minchin is an example of the latter. Inlh@ok “Breast-feeding Matters :
what we need to know about infant feeding” (1998 lunches a scathing attack on
formula companies, their marketing tactics, hos$jpitactices that do not encourage
breast-feeding, and society at large for normalisiattle-feeding while marginalising
breast-feeding. Her book references a numbeudied into the benefits of breast
milk and lists a worrisome number of incidences ngHfermula was compromised
and the safety of infants put at risk. In hercheti‘Artificial feeding and the risk: the
last taboo” (M. Minchin, 2000) she likens formu&etliing to smoking tobacco and

calls for warning labels to be placed on infantiala packaging.

Minchin’s approach is by no means isolated. Themation of infant formula,
especially in the United States, has instigatedraber of studies and commentaries
that have not been favourable to formula compamieympathetic to mothers who
use formula. For instance, “Selling out motherd babies : marketing of breast milk

substitutes in the USA” (M. Walker, 2001) referdaamula companies who produce
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information on breast-feeding as “the wolf in sheejbothing” (p. 51) and again lists
a worrisome number of poor health outcomes fomitg@and mothers who use

formula.

Minchin and Walker are representative of a bodywoik on infant feeding that
approaches the subject through an “ends justifiesiteans” mentality. While often
acknowledging that their demands for:

* no marketing of infant formula at any level

» for a ban on infant formula and bottle-feeding paexnalia in hospitals

» for greater public promotion of the risks of usfiognula

» and for limiting any advise on using formula fromalth professionals
creates guilt, anxiety and even anger in mothargusrmula, they stand firm in their
belief that this is the best approach for increg&rclusive breast-feeding among
mothers of newborn infants (Martyn, 1997; M. K. Idivin, 1998; Palmer, 1988;
Richter, 2001; M. Walker, 2001; R. Walker & Annaglal 999). While not as
extreme in their outright condemnation of formuse uthere are studies into the
promotion of infant formula, particularly througldpitals and popular magazines,
that call for similar action (Auerbach, 2000; Decbtg Labbok, Sakala, & O'Hara,
2009; Foss & Southwell, 2006; Frerichs, Andsagam@o, Aquilino, & Dyer, 2006;

Merewood & Philipp, 2000; Rosenburg, Eastham, Kageh, & Sandoval, 2008).

Breast-feeding failure- how it feels:
This has lead to debate among health professioegésding how to support the
breast-feeding mother without alienating the motreng formula (Kaufmann, 1999;

R. Walker & Annadale, 1999) and without compronysihe principles of “Breast is
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best”. One approach has been to simply promotbehefits of breast-feeding, while
trying to avoid reference to formula, and to stuwdy mothers are not exclusively
breast-feeding in order to identify and eliminaserkers. These studies into why
women might not choose to breast-feed, or givexapusively breast-feeding within
the first year of an infant’s life, emphasis a rarwd factors including:
» lack of support by health professionals, friendd family
» physical problems with breast-feeding that wereavetrcome
» fatigue
» unrealistic expectations on how easy breast-fgedould be
» lack of information or conflicting information dmow to establish and
maintain breast-feeding
* misconceptions around adequate milk supply
* and modern birthing practices that can compromisadt-feeding such as the
use of labour medications
(Auerbach, 2000; Basire, Pullon, & McLeod, 1997¢d1bb, Jackson, Fallon, &
Hegney, 2007; Clifford & Mcintyre, 2008; Elliott &unaratnam, 2009; Graffy &

Taylor, 2005).

Some of these studies also comment on the expesaianothers who do give up
breast-feeding, how they felt about the decisionge formula, and how well they
were supported in this decision. Interestinglgpenmon theme is the inability of the
women to get information on using formula and hbis bnly added to the guilt and
anger they felt over trying and failing to breased (Basire, et al., 1997; Elliott &

Gunaratnam, 2009).
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In their paper “Mothers’ experiences of bottle-fiegd: a systematic review of
gualitative and quantitative studies” Lakshman,|@gi& Ong (2008) also found the
same common themes: that mothers bottle-feedingémtly felt negative emotions
around their decision to use formula and that tleegived little to no information to
help them with the practicalities of using formulBhe authors argue that this lack of

information puts infants at risk.

Problems with the quality and quantity of infant feeding information:

The quality and quantity of information on infaeetling is the concern of several
studies. Like the research identified above, tisésdies aim to identify reasons why
women fail to establish breast-feeding, but wifo@us on information sharing as a
major factor. Their research suggests that mostevoare well informed about the
benefits of breast-feeding, especially during thiematal period, but are given little
information on some of the practicalities and comrmpoblems they will encounter
in the postnatal period. Some have unrealistieetgtions as a result while others
feel as if they have been deliberately misled (Hggiallon, & O'Brien, 2008;

Mozingo, Davis, Droppleman, & Merideth, 2000; Spefx04).

In some of the studies there is again an emergiaigé of women feeling abandoned
by health professionals once they chose to useularruddenly finding health
professionals reluctant to give advice seems tease the negative emotions they
already feel about giving up breast-feeding (Moaingt al., 2000; Spear, 2004).
These feelings of lacking support in their infageding choice, of being judged,
feeling guilty, of being given conflicting or unsaible advice, and of being treated

differently to their breast-feeding pairs, are amkledged in a recent report by the
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Australian House of Representatives Standing Coteengn Health and Aging

(House of Representatives Standing Committee oithiHaad Ageing, 2007).

There is also evidence that health professionalsihto willing to impart large
amounts of theoretical knowledge on breast-feetutglo not necessarily follow up
with practical help, on either breast or bottledlieg, during the postnatal period
(Hoddinott & Roisin, 1999). This is significantvgin that the immediate postnatal
period is the most critical phase in the establishinof breast-feeding (Vargas &
Bakken, 2009) and sound, practical advice on foanfegding is imperative to the
wellbeing of a newborn (Cairney & Barbour, 2007k&laman, et al., 2008). Again
this has left some health professionals at thelfr@nof mother-infant care
guestioning whether they are being too dogmaticuamdalistic in their promotion of
breast-feeding and not doing enough to help mottterssing to bottle-feed
(Battersby, 2000; Bean, 2004; Dark, 2005; Den2éfd1; Edwards, 1998; Scowen,

2009).

Breast is best but is formula all that bad?

In the scientific literature there are a large nemtif studies that confirm the positive
effects of breast milk and breast-feeding. Thenea doubt that when working
breast-feeding is beneficial to both mother andnbglthough to what degree is
contested. As Dobbings logically surmises (Dobbif88, p. 11) “no sensible
person would pretend that any alternative devigechén could completely match the

excellence of what is, after all, a normal physgidal function”.
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However, in recent years the promotion of the “Btes best” message has come
under closer scrutiny. A growing number of studpegticularly in communication
studies and sociology, have become ever moreairitichow breast-feeding is being
promoted and how formula feeding is being vilificome studies are particularly
critical of breast-feeding discourses which, ondhe hand, frame breast-feeding as a
natural biological function that nearly all womeanado, yet increasing call upon
modern science and medical discourses to justifywwbmen should breast-feed and
why they should not see formula as a “reasonalileirative (Crossley, 2009;

Larsen, Hall, & Aagaard, 2008; Stockdale, 2002heyare particularly critical of

how breast-feeding has become a moral imperatigeaaingular mark of good
motherhood. They argue that this has produced bledlow to women by placing

all responsibility for breast-feeding failure omividual women without necessarily
providing the conditions necessary for successofE& Gunaratnam, 2009; E. Lee,
2007; Maushart, 1999; Rippeyoung, 2009; J. B. \aii)7).

They also argue that many breast-feeding advocatremphasis both the benefits of
breast-feeding and the risk of using formula thlagipg even greater pressure on
mothers to breast-feed and making those who dam't/éeel guilt, doubt and many
other negative emotions as a result (Knaak, 2008; Eee, 2007; Maushart, 1999;
Murphy, 2000). This approach is also seen as ateiy ineffectual in empowering
mothers and increasing breast-feeding rates (Edi@unaratnam, 2009; Kukla,

2006; Schmidt, 2008; Stockdale, 2002).

Informed Choice:
Some researches are now also questioning wheth@ugh to increase breast-feeding

rates is undermining informed choice. In otherdasgpiis the information on infant
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feeding currently been given to women so heavigjygticed for breast-feeding that it
is undermining their ability to choose an infaredeng method based on a rational
balancing of the pros and cons of all availableho@s? After all informed choice
can only happen if the individual has the necessdoymation to make that choice.

If they don’t then any choice cannot be seen a@®fimed” (Kirkham, 2004).

Within medical ethics, informed choice is linkedréspect for an individual's
autonomy. It acknowledges that an individual lnesrtght to hold their own views,
to make their own choices, and act accordinglyly@nsituations, such as when the
choice might harm innocent others, or endangeriptielalth, should this autonomy
be restricted (Beauchamp & Childress, 2009). Tégasds to two questions: what
information do women need to make an informed ahoit infant feeding and how
much should the information presented be spediicglected for the benefit of
breast-feeding? Lee and Bristow (2009) consideseltwo questions, calling on their
own research, and the research of others, and sttlpge infant feeding moves away
from traditional definitions of choice. In partianthey argue that informed choice,
in the context of infant feeding, “is more and mdefined as a choice made only if
women fully appreciate that formula milk use isealth risk for babies. It is by
becoming aware of risk that they are deemed empamimermake ‘real’ decisions” (E

Lee & Bristow, 2009, p. 86).

Knaak (2005) also comes to a similar conclusionegnexamination, across more than
40 years of publication, of the famolDs Spock’s Baby and Child Calmok. She

argues that a clear shift occurs from presentiegdirand bottle-feeding as both valid
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options to breast-feeding becoming a directive laottle-feeding being framed as

best avoided.

The implications of these and other studies isitifatmation presented to mothers
on infant feeding is becoming more and more patdrisetween breast-feeding being
seen as the only choice a “good” mother would naaieformula feeding being
framed as extremely risky in terms of infant heé@ihaak, 2006; E. J. Lee, 2007,
2008). As Lee and Bristow (2009) conclude, in meases risk and benefit are not
being contextualised appropriately and attemp&sitecate women on infant feeding

options are actually about promoting breast-feedmthe only correct choice.

What information on bottle-feeding is being made aailable?

As we have seen, a by-product of studies into biffeasling has been an
acknowledgement that bottle-feeding mothers fedtfation and anger from being
unable to get the information they need to helprtihettle feed their infants correctly.
However, as Cairney & Barbour (2007) note, therelieen very little recent research
on bottle-feeding practices and support, inclugirgparation of formula. This is
problematic in terms of ensuring that healthcasdgasionals and mothers get

accurate information, grounded in good research.

In 2005 researchers from the University of KentiéHlee & Furedi, 2005) tried to
address the need for research on the experiencastbérs with bottle fed young
infants that was not focused on why they did neabt-feed but of simply recording
how these women experienced feeding their babidgsigurrent social and cultural

context. Their key findings were that there wasrang awareness of the “Breast is
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best” message and that the use of formula did mamnthat women thought formula
and breast milk were equal. Again they documetitedsame feelings among bottle-
feeding mothers of being pressured to breast-fefduaving feelings of guilt over
using formula, and of being treated differentlyheir breast-feeding counterparts.
Chapter 5, in particular, addresses the typesfofrmation and advice the women
sought and from where (Ellie Lee & Furedi, 2005h5). The authors reveal that
many women had little or no information given omgsformula, especially during
the antenatal period. That women often turnechtafficial sources for information,
because they could not get that information froeirthealth professional, or felt to
ashamed to ask. Their information needs variewh fitee very practical to the
philosophical. The lack of information about foragontributed overall to their

negative experiences.

Placing mothers seeking information on bottle-feedig within the wider context

of health information seeking:

Because breast-feeding has been promoted as alpatalthy choice, even when not
specifically stated, the implication is that formdéeding is neither natural nor
healthy and certainly risky. Therefore, reseasdarding the information seeking
needs and behaviour of individuals with health eons will be applicable to mothers

seeking information on formula feeding.

Previous research does support the idea that tjeityaf mothers wanting
information on formula feeding are not simply segkpractical guidance, but

information that will help them limit the risk oking formula, avoid any potential
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health problems and feel more secure in their deci® bottle feed (Ellie Lee &

Furedi, 2005).

Seeking information on a health related issue ntbeustand the risk factors and learn
preventative measures, is an important componetdmhg with health related
problems (Brashers, Goldsmith, & Hsieh, 200R@)dividuals, and women in
particular, will seek health information outside of instead of, their healthcare

provider (Brashers, et al., 2002; Warner & Proaaac2004).

Some keys findings to note from research into dekisg of health information is

that there can be a mismatch between what theithdil/wants to know and what a
health provider is willing to provide (Brashersaét 2002), that the Internet, although
frequently used, is a highly problematic sourcedasily finding credible health
information (Khoo, Bolt, Babl, Jury, & Goldman, Z&)Picerno, 2005; Warner &
Procaccino, 2004), and that there is definite paakfor libraries to provide targeted
services to patrons seeking health related infaongDervin & Huber, 2005;

Picerno, 2005; Warner & Procaccino, 2004).

Libraries are not necessatrily the first place p@réurn to for information, although
they are frequently seeking healthcare informagidicholas & Marden, 1998), and
information on infant feeding (Gildea, Sloan, & B&at, 2009). However, they offer
parents a potential portal to information thabisshould aim to be, impartial, reliable

and importantly human (Dervin & Huber, 2005; War&dProcaccino, 2004).
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The connection between information seeking and emon:

Some of the above studies acknowledge affect/emasoan important element in
information seeking. In particular, Warner & Procimo (2004) and Brashers,
Goldsmith & Hsieh (2002) both argue that informatgan either increase or decrease
stress by producing certainty or uncertainty, tvenler study specifically citing
Kaththau’'sUncertainty PrinciplgWarner & Procaccino, 2004, p. 711). In 2007 the
book “Information and emotion : the emergent affecparadigm in information
behaviour research and theory” was published arldded a number of studies
analysing affect as a dimension in information sagk This included an article on
understanding the information behaviour of stalyahe mothers (SAHMs) through
affect (Fisher & Landry, 2007). This research agthat information seeking that
empowers SAHMSs, reassures them and increasehtd@iness, has a positive
affect. Equally information seeking which resulttgrustration, worry, resentment or
anger has a negative affect. Itis highly likdigttthese results are equally applicable

to bottle-feeding mothers.

In conclusion, mothers of young infants using folamay encounter a number of
barriers to finding information on bottle-feedinghis is due to a number of factors
including the current pro-breast-feeding climatat fihames formula as risky and tries
to safeguard breast-feeding by limiting conversetion formula by health
professionals, the media, and by the formula comegsahemselves. Because of the
way formula feeding is framed as risky, and becdweast-feeding has become
synonymous with good mothering, mothers of bottleding young infants may feel
negative emotions around their decision to use itamThe information seeking

process may increase or decrease these negatitmesidLibraries may not be a



source that mothers consider when they seek infowman formula feeding but
libraries can offer this group of mothers the &pilo find credible, balanced

information without feeling judged.

27
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Methodology

There are two major themes to this research:
1. What information do mothers who bottle-feed youmigmts seek?
2. What information sources do mothers who bottle-fgmahg infants use and
are these helpful?
There are also two related themes that are alsuekst:
1. How does emotion affect the information seekingcpes?

2. What role might Libraries play in providing inforti@n on bottle-feeding?

The focus of the research is on mothers primaelgabise breast-feeding can only be
done by them. Thus the decision on how to feeil ii@nt does have more
implications for them. However, it needs to beogrused that fathers play an
important role in helping make feeding decisiond emsupporting their partners

through establishing a feeding method.

The focus of this research is information-seekingottle-feeding after the decision
to bottle-feed has been made. The intent wasoneeek feedback on the availability
and delivery of bottle-feeding information whenragnant couple are still deciding
on a feeding method, or when attempting breastifigad the postnatal period. This
was in recognition of the WHO code and the restms it places on when and where
bottle-feeding information can be made availableprents. Examining the positive
and negatives of this policy and its implicatiomsimformation seeking seemed
beyond the scope of this study. However, it becapparent, as the interviews

progressed, that many women felt that their infdromaseeking experiences, and the
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emotions they associated with the information-segkirocess, were very much
affected by how information on bottle-feeding if®é&lly delivered throughout
pregnancy and immediately afterwards. Also, fonymaomen, they defined their
information experiences around bottle-feeding brgatly comparing them to similar
information experiences around breast-feeding. yMalt that, at best, there was a
lack of balance and, at worst, clear examples sfility and discrimination towards
the bottle-feeding mother. These thoughts andnfgeiheed to be acknowledged
because for the women interviewed they clearlycédied how they sought
information, how they defined a helpful informatisource, and how they felt about

the information-seeking process as a whole.

Method and Data Analysis:

The design of this research drawsSense-Makingnethodology. Dervin’Sense-
Makingapproach to studying information seeking needstatdwviour is a
constructivist, user-centred methodology that aekedges emotion as an important
element in the information seeking process (De&/Reinhard, 2007). It also
positions emotion as an important part of an irdirai’s response to information
(Dervin, 1983; Morris, 1994). At the heart of seimsaking is the situation-gap-
outcome triangle. Information needs are groundddne and space. An individual
encounters a situation that highlights a gap iir treowledge. The individual then
seeks to bridge that gap to reach an outcome (Det983; Naumer, Fisher, &
Dervin, 2008). According to Dervin, emotion ased@ment in the process of sense-
making that may either help or hinder, motivatenbibit etc, but will always be

informing (Dervin & Reinhard, 2007).
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Sense-making is a constructivist approach to utaledsg the information seeking
process. lIts unit of analysis is the person-inagibn and its method of data
collection is the Micro-Moment Time-Line Interviei@ervin, 1983). This research
used a standardised open ended interview, utilsisgmi-structured approach, to
create micro-moment time-lines of 10 mothers whitlédeed young infants. Every
interviewee was asked 13 identical open-ended qussfsee appendix 1). A semi-
structure approach allowed the interviewee flekiptb ask the questions in a
different order where appropriate and to answestjes and make clarifications
where necessary. The interview covered three peits:

1. What were the circumstances around the mothersidado bottle-feed and

what emotions did they experience:

a. They were asked to think back to when they madeléioesion to use
formula and to try and recall any moments of uraety, concern or
worry (these are the situations).

b. They were asked to think about the gaps in theamkedge that
occurred during these situations- questions antusans
remembered.

c. The interviewee was also asked to record any thisughemotions
that they felt within that situation.

2. What information sources did they use to answar theestions and
confusions (gaps) and were those sources helpfolv did both the
information seeking process, and the informati@ered, emotionally affect

them:
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a. The interviewees were asked to list what informagources were
approached to help answer their questions and smmisi (bridge the
gaps).

b. Interviewees were then asked to identify the megtfal and least
helpful information sources.

c. Interviewees were also asked to talk about howrfgelthey felt as
they sought information.

d. Interviewees were also given an opportunity to tddkut where they
felt information on bottle-feeding should be madaikable.

3. What role did Libraries play in their informatioaeking on bottle-feeding and
what role would they like Libraries to play:

a. The interviewees were asked to look at their qaestconfusions and
answer either:

e If they did use a library to get help, did it helphinder and
what could have made the experience better?
» If they didn’t use a library to get help, why not.
b. The interviewees were asked what role they woldkl the library to

play in providing information on bottle-feeding éhy)?

During the third part of the interview props whesed to help facilitate conversation.
These were two books, one booklet, and two wehstes all were creditable sources
on bottle-feeding. They were also sources thaldcbhe found at the local Public
Library or quickly found by an information professal with excellent web searching
skills and/or a knowledge of good online healtlotgses. The purpose of

introducing these props was to illustrate for nibnary users the types of information
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available through a Librarian. This proved usefate all interviewees did not use
the Library as an information source and therefoeee unaware of the resources

available.

To help with data analysis, and to allow interview¢o see the progress of their
thoughts, three different coloured cards were wakgthg the interview. Colour one
represented an information gap, colour two represkan information source and
colour three represented an emotion felt. As imé@rees answered questions, the
gaps, information sources and emotions mentioneztevbcribed onto the
corresponding coloured card and placed in frorthefinterviewee. This allowed
interviewees to see their experiences and feengsrefer back to them when
desired. Interviewees could also ensure that thgieriences and feelings were being
accurately picked up by the interviewer. Likewides interviewer could record gaps,
information sources and emotions that came up @stiens that did not necessarily
ask about them. This ensured that nothing wa®fteg or missed. Finally, this
technique acted as a type of joint content analysi@een the interviewer and the

interviewees.

After each interview a verbatim transcript was teda The interview was then reread
and the major themes extrapolated:

a. What situations, gaps and emotions were commorsat¢he sample

b. What information sources were common across the@leam

c. What were the common reasons for information s@ubegng

considered helpful or not helpful
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d. What role did Libraries play in providing informati about bottle-
feeding

e. What role did interviewees want Libraries to play

The transcript analysis was then combined withthleenes identified and written on
cards. For instance, a card may identify “midwiés’an information source. The
transcript analysis then provides details suchvast type of information they gave,
how helpful that information was, what affect thelmife and the information had on
the interviewee. Results were then compared tdasistudies. This comparison
helped give insight into the themes being iderdifiss well as place the research into a

wider context. It also helped ensure validity edults.

The main Library and Information Science theoryt thas drawn upon during data
analysis was Kuhlthaudncertainty Principle.This theory was used to help explain
why certain information sources were deemed molgfuilehan others and to also
explain the connection between the information sgpgrocess and interviewees

emotional state.

Limitations:

Due to the researcher/interviewer having limiteditglio travel, most interviewees
were sourced from in and around the Dunedin reg@ontacting was done through
invitations sent to local mothers groups, play ggWPlunket centres, online
communities for parents etc. Because the intem#smvere voluntary there was no
way to ensure that the end sample was represent#tadl socio-economic and ethic

groups that make up New Zealand, but every effag made to try and achieve as
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diverse a sample as possible. Micro-Moment TimesLliterviewing is highly in
depth. All interviews were conducted face to fand ranged from approximately 40
minutes to 1 hour 40 minutes. This limited the bemof interviews that could be
reasonably completed, transcribed and analysednattke timeframe allocated for
this research, to ten. Thus the small size ok#mple, the limited geographical

spread, and the lack of diversity, are all imdas that need to be acknowledged.
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Becoming a bottle-feeding mother when ‘breast is ls¢’

Reasons for bottle-feeding:

Considering that breast-feeding is promoted byuweld Health Organisation, the
New Zealand Ministry of Health and New Zealand tieplofessionals as the best
option for feeding an infant, why do women choasedttle-feed? As already
mentioned in the literature review (see page 1®xe are a number of studies that
have identified several reasons why women choobettte-feed. These reasons are
echoed by the women interviewed for this studyghEout of the ten interviewees
initially wished to breast-feed their infants butedto circumstances were unable to
realise that aim. Reasons for breast-feedingriaihcluded traumatic labour and
birth experiences, health problems either withrttweher or the baby, lack of support
or conflicting information from health professiosah distressed mother and baby, a
belief that they lacked a good milk supply, andeotthernands such as caring for older
children or returning to work. Of the two interwiees who made the decision to
bottle-feed from birth, one made the choice becafiseork commitments and the

other after watching her sister trying and failtogoreast-feed.

All of the interviewees who had tried to breastef@ad failed understood the benefits
of breast-feeding. Interviewee 3's comment is@dgl example: “I know breast-
feeding is the way to go and should be the wayotargl certainly if anyone ever
asked | would be saying give it a go”. Howevere of the interviewees who bottle-
fed from birth expressed more scepticism: “| da@é the difference really between
breast-feeding and bottle-feeding. If bottle-fegdivasn’t good for a baby no-one

would have ever invented this formula we are fegdur children”. It is significant
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that most of the participants acknowledged thaasiréeeding was the ideal method
to feed an infant. Later we will see that this aofs on the type of information the

participants seek, where they seek it, and the ienmsthey feel.

Many participants were also open about the negat¥éottle-feeding, focusing on
the financial disadvantages and the need to bexmgm especially when travelling.
However, they also identified positives includihg @&bility for Dad to feed the infant,
more time to spend with other children, the abildyeave the infant in the care of
others and, for one participant, not having torietstheir diet after their infant was
diagnosed as lactose intolerant. It is interedtingote that of the interviewees who
went on to have subsequent children only one wenb d®reast-feed successfully.
For all the others, their attempts either failediagr they decided to bottle-feed from
birth reasoning that while ‘breast is best,” belagtle-fed did not harm their older

child.

Breast-feeding and information sharing- problems hghlighted:

The interviewees who failed at breast-feeding wegaly critical of how breast-
feeding information is conveyed. All interviewessmmented on the differences
between how breast-feeding information and botkding information is distributed.
This was a source of resentment and frustratibrs itnportant to touch on this
because many of the concerns and worries that theteers experienced as a result
of choosing to bottle-feed were influenced by wihaty had been told about breast-

feeding and how information on both types of infeegding were made available.
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There was frustration at how information on brdastling was delivered. Some felt
that the information they were given about breastding glossed over the difficulties
and did not prepare them for problems. They whke eritical of the use of
information carriers like pamphlets and books axtebreast-feeding. One
interviewee summed it up: “They don’t tell you abortacked nipples or any of the
backlash. And pamphlets are useless. | just tithve time to read pamphlets”
(Interviewee 1). Another noted that “Those ady th&ve got going [on TV] really

get on my goat now because, of course, you just #tem on the boob and away you
go you know” (Interviewee 4). The same interviewpeke of a disconnect between
the discourse of mothering being instinctual areréality of modern society: “I felt
like | should know everything because | was a modémel my body automatically
knows what to do so | should know what to do uggheknd maybe in the old days,
when you lived with your Mum, and you had commusiiypport, the whole raising
your child sort of thing, you probably would knofayou had been around a newborn”
(Interviewee 4). One gains the sense that usingenmaghethods (books, pamphlets,
video etc) to teach breast-feeding is, at leastiferinterviewees in this study,

ineffective and at odds with the message that bifeading is a natural process.

“Breast is best’- how this message affected the tile-feeding mothers:
Interviewees expressed concern that the ‘bredmss message was being used to
frighten new mothers into choosing breast-feediBgen while agreeing with the
message that breast milk is the optimum food fanant, many interviewees
worried about how that message was being conveygdtseffect on those who

cannot breast-feed or do not want to breast-f&mime interviewees expressed a
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concern that the ‘breast is best’ message was Ipeorgoted so that anything less
than breast-feeding an infant was framed as rid&yiant behaviour. Comments to
this effect include: “You hear if you don’t bredsed your baby they are going to be
sick all the time and breast-fed babies have goudune systems. Pretty much if
you breast-feed your baby then it's never goingdbsick a day in its life”
(Interviewee 9), “All you get is breast is best drudtle-feeding is bad and you are a
bad mother if you do it [bottle-feed]” (Interview@¢ and “We all know that [breast is
best] but they have gone too far so that if you'tdoreast-feed you are an instant

criminal, you are an outcast, you are the worstheoin the world” (Interviewee 4).

Interviewees went on to express concern that fypscach was designed to coerce
women into breast-feeding and was less than habestt how ‘easy’ and ‘natural’
breast-feeding really was. Interviewee 1 expresidéat so: “I think there is too

much pressure on breast-feeding as well. | meandit¢here going breast is best but
they are not giving enough information. Sometimesast isn’t best and some babies
don't like breast and that is okay. | tried sochhecause we have got to do this
because breast is best and of what you are colysteatring. You kind of feel you

are letting your baby down”. Some of the intervees pointed out that the ‘breast is
best no matter what' message, if not tempered @athmon sense, was problematic:
“I think there are some mothers out there that Ehdube breast-feeding that are.
There is a couple of people | knew through frieadd stuff who were drinking shit
loads of alcohol so you can’t tell me that in tbase breast-fed babies are better than
formula babies” (Interviewee 9) and “I have goefrils that smoke and they seem to

be pumping it into their baby when they are bréesting” (Interviewee 10).
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Does an emphasis on promoting breast-feeding negatly impact on bottle-
feeding information?

There was a definite feeling among most of theruntevees that the push towards
encouraging breast-feeding directly impacted oratheunt and quality of
information available on bottle and combined fegdiAll interviewees expressed
concern that there was no balance in the amountjaality of information provided
on all forms of infant-feeding. Common commentduded: “Because there’s that
whole push towards breast-feeding, bottle-feedasgylieen left behind and for those
people who really do need it [information on boetdeding] there is not much out
there” (Interviewee 2) and “I can understand whgythave to promote breast-
feeding, because it is better for your baby inltimg run, but | did not find it helpful
that there were no pamphlets or anything giverooubottle-feeding at all”

(Interviewee 3).

All interviewees had been exposed to informatiohmast-feeding through a variety
of formats including antenatal education, vide@snphlets, posters, television
advertisements, latch on events, books and profegisadvice from midwifes and
Plunkett. They were acutely aware that they hacerperienced the same level of
information sharing about bottle-feeding eitheopto or after they made the decision
to bottle-feed. For some interviewees the lackfdrmation only reinforced the
feeling that their decision to bottle-feed theiugg infant, regardless of the
circumstances, was deviant behaviour: “Every baskgyou loads of information
about breast-feeding and there is so little easibilable about bottle-feeding. |

found that really hard. In a sense it was solikefbottle-feeding is, sort of, you

shouldn’t be doing it so why should we be givingiyoformation” (Interviewee 8)
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and “the system often seems determined not to gedunformation] for those who

do not conform to the breast is best mantra” (lnésvee 4). Others felt that this
reflected a lack of realism from health professismagarding the difficulties of being
a new Mum and establishing breast-feeding. They restrated that there seemed a
reluctance to accept that formula was a necessitydme women: “You can push
breast-feeding, like everyone does now, but stilbpen to the fact that bottle-feeding
sometimes is best for some people” (Intervieweépthfessionals sort of need to get
back down to earth and realise how hard it is baingw mother” (Interviewee 6) and
“It [formula] is a real need for a lot of peoplethink as long as it is done with
promoting breast-feeding as the best option |ditimk that it [information on

bottle-feeding] is a problem” (Interviewee 8).

There was also a feeling that health professionale being less than honest about
the dangers of formula-feeding, making sweepintgstants without actually
providing some context: “You know obviously if yoever wash your bottles then
sure you are going to increase the risks of youd getting sick. In saying that if
you never wash the sheets or change its nappidisf depends on how clean you
are” (Interviewee 2) and “Pretty much if you bregestd your baby then it's never
going to get sick a day in its life. Formula feables, you are going to have asthma

and all kinds of stuff’ (Interviewee 9).

Not striking the right balance- informed choice orcoercion:
Many interviewees perceived the way informationrgant-feeding was delivered to
be unbalanced and heavily biased towards breadinfge Interviewee 2 worked in

the media and seemed particularly concerned withthe media portrayed bottle-
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feeding and felt people should be critical of somexlia messages. One incident she
described as disturbing was a community radio sivbere the host for a segment on
breast-feeding described death as a side effdotmiula-feeding: “I felt sorry for
anyone else who was listening and got worried alioutknew that it was stupid but
there again young Mums listening to the radio migttthave”. Interviewee 2 did not
deny that death was possible but instead was coedéhat the radio host had
neglected to quantify the statement, that is totlsayhost did not explain that poor
hygiene and unclean water might cause death anhgald practice would minimise
that risk substantially. Her concern was sharedthgr interviewees in the sense that
they also suspected that the media was not alwaysteanded in how it portrayed
formula-feeding: “If they show formula on the TVethdon’t show you how to make
it or putting it into a bottle, they show you thenc They won'’t even show a baby
drinking one bottle except that one with toddlelkntiney show pouring and that
could be anything they are pouring” (Interviewee®d¥You hear just little things like
you hear about your bench being covered in bagtdgabench will make you sick.
So all the stuff that they go on about with baetemd formula... is that the hyped up
version of a health issue or is that a real he&i?” (Interviewee 8). Interviewee 2
felt strongly that people needed to exercise petsgewhen it came to listening to
media messages about both breast and formula-fpe&ine recommended being
wary of big negative statements but acknowledgattthis was not easy for some

people: “The whole thing with the media is that pledend to believe it”.

Many interviewees were concerned that this unba@m@pproach to informing
parents about different infant-feeding methodsatiyampacted on their rights to

choose what worked best for them. Some were péatlg concerned that not being
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given information on bottle-feeding at the antehstage had a negative impact on
their postnatal period. As we have seen aboveynm@rviewees felt that
information on breast-feeding tends to overemphasipositives while glossing over
problems, perhaps out of fear that to talk abotgmical problems in any depth might
indirectly encourage bottle-feeding. As a resolgrviewees who attempted to
breast-feed and failed felt ill-equipped to quickhange from one form of infant-
feeding to another. Many noted that this was dmeplby the general tiredness and
emotional turmoil that new mothers feel during fingt few weeks after giving birth.
This led to a number of interviewees being highiltical of the way infant-feeding is
treated during antenatal education: “So you cathserte [at an antenatal class] and
you can watch a video of a caesarean and a vidamafural birth and a video of a
natural birth using an epidural, using pethidirgng gas, but you cannot find out
information about bottle-feeding” (Interviewee fhey [antenatal class] talk about
epidurals and talk about all the other stuff ared/tliscuss all the different options for
labour, all the different everything for your bigpkan. Your type of car seat, your
type of buggy, whatever, but they don't talk abbaottle-feeding. Like, you know,
they should be giving every option to you but tdey't” (Interviewee 5) and “Even

if you chose not to breast-feed that should be gboice, not influenced by antenatal

because all they are doing is influencing for biré@sding” (Interviewee 10).

Interviewees questioned whether they had truly e&peed informed choice when it
came to infant-feeding. There were a number @aéstants to this effect: “It
shouldn’t be pro this or pro that. It should beehare the options, what do you want
to do? Because it [current situation] is taking thoice away from parents really”

(Interviewee 2), “It [bookWhat to expect.series] is not you must breast-feed. Itis
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not hammered into you, it is not a negative tomé¢ aven in a different tone. It's not
even positive. It is just in the middle, here isatvyou can do and here is the pros and
cons, you make up your own mind. That is whatdhgsys [health professionals]
should have done. If they showed you both, younsake up your own mind, and

you can decide” (Interviewee 4) and “They [antelj&j@ent about two sessions on
breast-feeding. They should at least spend hedfaion on bottle-feeding. You

know there is a flip side to everything and thegahéo give both sides you know”
(Interviewee 5). Interviewee 10, who had madediasion to bottle-feed from birth,
felt that hospital staff actively tried to undermithat choice: “It made me angry
because it didn’t matter how many times | saidvehehosen formula and that is my

choice they would say you should be breast-feedirggst is best”.

WHO code- barrier?:

Many interviewees were aware of the WHO code omiheketing of breast milk
substitutes and its sister policy, the Baby Frignditiative. Some interviewees
argued that it was a significant barrier for betdeding mothers gaining information,
particularly during the antenatal period. Intewse 3, despite at the time being
committed to breast-feeding, questioned the ladbotile-feeding information when
she attended her antenatal class: “And | said Ihatt Wwappens with some of us in this
room if breast-feeding does not work? And she jwfiefeducator] goes well due to
world health organisation policy in the hospitatdhe/e are not allowed to discuss
that. We are not allowed to give out this inforioat. Interviewee 4 described a
similar incident in her antenatal class: [midwifileator gives an answer to a

guestion about bottle-feeding] “I would like to Hutannot give you any information
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about bottle-feeding. | cannot by law becausdefworld Health Organisation’s
guidelines. But I [Interviewee 4] didn’t pursuenith the women because | was
going to breast-feed. It was going to be easyterviewee 4 also went on to criticise
how restrictions on formula marketing added toghit mothers felt around bottle-
feeding: “It's just so awful, it's making Mums otat be criminals. It is criminalising
mothers and in a really insidious way that you tlenen know it is even happening”.
Interviewee 8 noted that the WHO code also affentatvives, Plunket and GP’s:
“They can apparently answer if you ask [about befiteding] but they are not
allowed to encourage formula-feeding or suggesif you have gone that way then
they can help you a bit I think but they are ngigased to encourage you to go that

way”.
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How it feels to be a bottle-feeding mother when ‘least is best'.

Emotions and information-seeking.

Choosing to bottle-feed is an emotional decision:

Despite recognising the contradictions and discrejes in the ‘breast is best’
message, and even though they felt the decisibottte-feed their infant was the
right decision, all interviewees felt, at some poieelings of guilt, anger or
disappointment. For Interviewee 2 the anger weecty related to being thought a
bad mother because they chose to bottle-feed: {lewerknows that breast is best so
obviously if you are not giving your baby breastde you don’t care about your
baby. I resent people telling me that | don’t calpeut my child”. However, for
Interviewee 8, anger was also a direct result elirig that the midwife had been less
than honest in the information they provided arelghpport that they gave: “Once we
were fully formula-feeding and she was a much hexpipaby | actually felt quite
angry that nobody had pointed us in that directiooner because it was so clear that
it [breast-feeding] was the problem and | had neelence with babies so | didn’t
pick it up but | do believe that the midwife shohlave and given me more help in
that direction” and “At the time | just believedrijenidwife] because | just trusted her
information and | thought my supply would get betied that would be okay. In
hindsight when | see, you know, how much we wenggsling with sleep and all that
kind of stuff, and how distressed she [baby] waghal time, in hindsight | am quite
angry that she [midwife] wasn’t more ready to swgj@etually maybe your milk
supply isn’t adequate and you need to be morewseeabout giving formula every

feed”.
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There are examples of where midwifes and othetih@abfessionals have supported
the decision to begin using formula as Intervie®dwd wished her midwife had.
Those interviewees who encountered this spoke dimwit helped them come to
terms with breast-feeding failure. In particuldwey talked about having permission
to use formula and of being able to show that these not lazy or bad mothers: “The
only reason why | don’t feel guilty now is they (ifket lactation consultant] actually
gave us a diagnosis. If they didn’t say she wague tied then | don’t know what |
would have done” (Interviewee 2), “So thank goodrfes this nice midwife that said
it does not have to be like this and it was alnfi@st| felt at the time that she had
given me permission which was silly because it mgdbody and my baby”
(Interviewee 3) and “all those kinds of things glidt take that pressure off. Knowing
that | was doing the right thing [regarding the goi of a lactation consultant who

help her change to formula]” (Interviewee 6).

Dealing with self doubt and feeling judged:

However, even with the support of health professi®mmany interviewees still felt
they were being judged as poor mothers by soaeteneral because of the way they
fed their infants: “[For] some people like mysetftthe-feeding was actually best,
because if | breast-fed my baby would have died wBy would people have me feel
guilty for saving my baby’s life, | don’t know” (terviewee 2) or “It just makes you
feel this big, this tiny little person, like the v& mother in the world and then
everybody reacts to it” (Interviewee 4). Intervese, despite having sound medical
reasons for changing from breast to bottle, coetinio express doubt and guilt: “You

feel like you are letting down your child by noting the best thing... | remember
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feeling extremely stressed. Was | doing the righrtg, was | causing him pain by
giving him the wrong formula? You know it was hble, it was really, really

horrible at times”.

Many interviewees oscillated between certainty dkieir decision to bottle-feed and
doubt, with all the negative feelings of anger gadt that accompany it. Interviewee
8 sums up this situation like so: “On the one hiawds feeling disappointed that |
could not have continued [breast-feeding] but @dther hand | knew it was the best
thing for all of us and I had done the best | ctuld is interesting to note that the

two interviewees who chose to bottle-feed fromhbdid not experience these feelings
of self doubt or guilt. They knew about the betsefif breast milk, and they did have
moments of concern or worry about specific feedssges, but not once in either
interview did they express feelings of doubt or oese: “I made this decision, | chose
it, just chose it straight away. | never wanteteast-feed. It didn’t even cross my
mind... No | made the decision and | thought no angoing to tell me what | can

do” (Interviewee 10) and “I just knew | was justmggto bottle-feed because | knew
he [first son born overseas] was fine, there wagroblems with him” (Interviewee

7).

Discrimination:

We have established that many of the interviewek:guidged because they bottle-fed
their infant. Sometimes the feeling was somethimay just perceived through a look
or tone of voice: “l was feeding a bottle and | salittle old lady and she walked past
and she was quite, you know, she gave me thistluatkmade me feel, yea”

(Interviewee 2) or “My midwife was okay about it &/l said look | don’t care what
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you think | am going to bottle-feed. She said’ghabe if you need to go on the
bottle then go on the bottle but the way she sais like oh you should be breast-
feeding” (Interviewee 4). But interviewees alsoaented incidences that they felt
demonstrated real evidence of judgement and digstaition: “Interestingly when |
was in hospital witlsecond childand had my bottles and my disposable nappies, |
was put in a side room by myself and hardly savbady” (Interviewee 3), “I had
another friend who has two babies she bottle-fedeawoman, complete stranger,
came up to her in a coffee shop when she was Hetlling her baby and said why
aren’t you breast-feeding” (Interviewee 4), “mylealgue, she is breast-feeding and
she is allowed a certain amount of time, not oncilebreaks but on call , for her to
breast-feed, but | am not entitled to them bechase bottle-feeding” (Interviewee 8)
and “l actually had a woman in hospital, after Idmahe decision to feed him a bottle,
she actually came in and told me off. One of tderomidwives told me off like |

was a five year old child” (Interviewee 9).

Interviewee 3 was particularly upset about an ef@sshen her infant was
hospitalised and kept in isolation. As his motsiee had to stay in isolation with him
but, due to not being a breast-feeding mother,voagligible for any meals:
“Because | wasn't breast-feeding | was not gettimegals delivered, which is difficult
when you can't leave the room. So it was a resdrdnination thing”. In the end a
nurse took pity on her and smuggled food into benr. Her feelings of anger over
this episode were still raw at the time of the v approximately three years later.
These feelings of judgement and discrimination, tiwkereal or perceived, did act as
a barrier to seeking information. There was realcern for some interviewees that

they couldn’t predict how people would react to thet they were bottle-feeding and
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so they found themselves reluctant to disclosesffiember a couple of times sitting
there thinking oh | don’t know, should I tell thehat | am bottle-feeding?”
(Interviewee 3), “ | think people do judge you dikeople do sort of change their
opinion of you when you say you are formula-feetiifigterviewee 5) and “My other
little concern, at the back of my mind, was abadgdes perception and what they

would think of me for not breast-feeding” (Interwiee 8).

Interviewee 8 was so trapped by negative feelihgsghe felt almost paralysed when
it came to seeking help: “You don't feel free t&.a¥ ou feel almost embarrassed to
ask Plunket, midwives anything like when they argp0 breast-feeding. You feel
embarrassed to ask them how to bottle-feed or amgytike that. Yea you do, you
don't feel like you should be asking, you don’tlfilee you can ask, you don't feel
free to ask, you feel embarrassed, ashamed toYask feel hesitant to ask anybody

for help, anybody professional for help”.

Positive feelings associated with bottle-feeding:

The decision to bottle-feed their infant was ameddly emotional and upsetting
experience for nearly all interviewees. Howevems interviewees also expressed
emotions of relief when they did finally make thectsion: “l was a cot case. It was
not until | bottle-fed that | was fine again” (Im#ewee 3); “| was happier during the
day and | could tell he [baby] was too” (Interviem®) and “When | say she [friend
who came and helped establish bottle-feeding] sawetife | am not exaggerating. |
was this close to probably plunging into postndegression and ending it all”

(Interviewee 4).
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So | am bottle-feeding my baby... now what?

Common concerns, uncertainties and worry of mothersottle-feeding young
infants:

All interviewees could express at least one ungggtaconcern or worry that they felt
during the period immediately after choosing taleefeed. Overall, 22 specific
concerns or worries can be identified although scetege to breast-feeding rather

than bottle-feeding.

By far the most frequent bottle-feeding concerarmund health with seven out of ten
interviewees expressing at least one health retdadern. The message that formula
is a greater health risk, and is inferior to bremagk, was clearly understood by the
interviewees: “l was worried that | was going talerp with a sickly baby because
she had not received the start she should hav&rjiewee 8), “I did have a hard

time thinking is it [formula] healthy. Like is slgoing to lose out on all those
valuable nutrients [in breast milk]” (Interviewegahd “I was terrified that she would
end up with gastro because | had done somethinggraind | would have beat myself
up if anything had happened. But also | was wdrtiat she was missing out

because | could not breast-feed” (Interviewee 8).

Quiality of formula was another related concernwis really important for me
[choosing a formula]. | think it took most of theegnancy just to decide what
formula | wanted” (Interviewee 10). Many of thedntiewees were either pregnant or

in the newborn stage during the China formula red&ndal of 2008. Two
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interviewees indicated this as a real catalyst@aing concern around using formula:
“That [Sanlu formula scare] freaked me out” (Infewee 2) and “Something else
which heavily impacted on me was that whole thingle China formula saga.

When | first, you know, started with formula | thght this is a bit scary” (Interviewee
5). Interviewee 7 indicated that a formula recalNew Zealand also caused her
concern: “They had that formula recall, | thinkvids last year, and | just had to make
sure that | wasn’t going to be using that typeaofrfula”. Interviewee 7 couldn’t
remember the particulars of the recall but ithkelly to be the recall of Karicare Gold
infant formula sparked by a concern about the itigre FOS which was added to

help with digestion and bowel movement.

Other concerns expressed included financial cosc8ine amount he [baby] kept
bringing up, it was frustrating and it was costing money” (Interviewee 5),
concerns around the effects of combined feedinigreast milk supply “I was worried
that [formula] would effect my breast milk supp§iterviewee 8), and concerns
about 1.Q. “He [partner] said to me once you daevent your son to be a dumb ass do
you?.” (Interviewee 5). Interviewee 6 expresseaceon over not getting any
guidance around what she was doing: “Just haviagsthe’ll be fine, it will be fine,
just doesn’t cut it. You want to know why willbe fine, you know. Just tell me
what | am doing right and what | am doing wrongyiterviewee 10, who chose to
bottle-feed from birth, was the only intervieweeonhitially did not feel they had
experience concerns or worries. This might bearpt by the help she had received
from her sister and secondly her midwife who bathwled support and information,

coupled with her strong conviction that bottle-fiegdwas the right choice for her
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family. However, as the interview progressed dt lbecome apparent that she had

experienced moments of uncertainty, concern oryamund choosing a formula.

Uncertainties, concerns or worries, related tol&déeding, as identified in the
interviews:

Constipation and formula

Health of baby

Hunger of baby

1.Q.

Lack of balanced information

Lack of instruction on using formula
Money/finances

Negative perception of bottle-feeding
Quiality of formula

Reading and trusting formula labels
Reflux

Safety

Wind

Specific gaps in the knowledge of mothers bottle-éeling a young infant:

Once they had identified any uncertainties, corcermworries, interviewees were
asked to try and remember the specific gaps im kmaiwledge that these moments
highlighted. Gaps, in this context, were the sppequestions or confusions they had.

Overall, 19 specific gaps can be identified.
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The most common gaps were those pertaining tohbe™ of formula-feeding. For
instance, interviewees identified gaps in how t&enap formula, sterilise equipment,
choose a bottle and choose a formula: “I didn’tWradbout sterilising, she [a friend]
told me about that” (Interviewee 4), “What typefefmula to put him on because of
the fact he was premature. | had to be very chvath his stuff” (Interviewee 6) and
“what type of bottles, because there are diffebeanhds, the good brands and the

cheap brand bottles” (Interviewee 7).

Some interviewees expressed frustration at havoenaral knowledge of the do’s

and don’ts but of being deficit on specifics: “Dowfill the whole thing [bottle] up

and give them all of it? What happens if she ddedmk it all and that sort of thing”
(Interviewee 4), “One of the bigger concerns wasbpbly about hygiene and things
like not reusing milk. But how long? It can tajy@te a while to have their milk and
sometimes you have to feed them in two stageséiigwee 8) and “Everyone says
check a bottle on your wrist. That was by biggkstg. Well what are you checking

for?” (Interviewee 9).

Some interviewees expressed a lack of informatimuabottle-feeding in general as
a gap that caused confusion. This confusion wes amplified by not feeling like
they had someone to turn to for help: “[regardiogbined feeding] | had no
information about how much of either [breast mittddormula] | was meant to be
going in, | mean to be giving her. | really hadinformation.” (Interviewee 5), “We
had no idea what to do [using formula]. She [bakg$ starving. We didn’'t know
who to call or who to even ask for help you knowitérviewee 9), and “The other

thing is the first time a lot of people use formiddate at night when nothing else is
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working and you want to know that you have doné sight. And | was really

hesitant to ring my midwife at that time of niglftiiterviewee 8).

Specific information gaps, related to bottle-fegglias identified in the interviews:
Can formula be reheated?

Formula- should you premix in bulk or make “as resf@
How do you change formula?

How do you clean bottles?

How do you combine feed?

How do you prepare formula?

How do you sterilise bottles?

How do you travel and prepare bottles?

How do you warm the bottle?

How do you wean from breast to bottle?

How long have you got to use formula once made up?
How much should you feed your baby?

What are the differences between formulas?

What temperature should formula be?

What type of teat should you use?

What type of bottle should you use?

What is ‘best practice’ with formula use?

What is the best formula to use?

Who can | call for help?
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Connection between information gaps and negative estions:

Many interviewees spoke of being caught off guardheir information gaps. Used
to being in control and independent, suddenly moting what to do was a shock for
some: “| felt like an idiot. Like an absolute itlioLike how could you not know that
because you are supposed to be a mother” (Inteeeié\), “I was just lost, | was a
little, | was quite angry for a wee while. | rgaliad not an idea” (Interviewee 9) and
“I had turned from this much in control, organisgubcial person into this absolutely

blithering idiot mess” (Interviewee 3).

Information sources used by mothers who bottle-feed young infant:

Once the specific gaps were identified, the nesqh stas to identify how the
interviewees tried to bridge those gaps. In othends, where did the interviewees
turn to answer the questions identified above? ditmewas not simply to identify the
information sources consulted but to determine heipful those sources were. The
term ‘helpful’ encompasses whether the informasioarces had a positive, negative
or neutral impact on how interviewees felt aboutltbe information presented to

them and the information-seeking process itself.

Overall, 32 different people or situations werenittfeed as being sources of
information on infant-feeding that impacted botlsitgely and negatively on
interviewees after they made the decision to b&ttel. Most identified are in
relation to bottle-feeding only, although someelikidwife and lactation consultant,
were often in relation to both bottle and breastdfiag. One information source,
antenatal class, was mentioned as a source omatwn on breast-feeding but not,

as we have already recorded, on bottle-feedings ditill relevant however, because
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the lack of disclosure about bottle-feeding at ghégye did impact on how many

interviewees felt about bottle-feeding once theylenthe choice to use formula.

All ten interviewees identified their midwife as arfiormation source. This was
followed closely by other mothers (mother netwonrkbpm they knew through play
groups, parent centres, coffee groups, online rduaths and message boards (9),
Plunket nurse (8), friends (7), the child’s fatfi&y, their own mothers (6), immediate
family members (5), family doctor (5), and hospg#dff (5). Less common were
information sources like pamphlets (4), websitgst§Boks (2), radio (1), magazines
(1), television (1) and formula companies (1). fBhwas a very strong bias towards
seeking information from people which was best s by Interviewee 9:
“Sometimes you just don't like to read everythingou would like a bit of personal

information”.

Specific sources of information as identified ie thterviews:
Antenatal education classes

Back of boxes

Booklets e.gThriving under five

Books

Chemist

Day-care

Experience/intuition

Family doctor

Family members e.g. sisters

Father of the baby
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Father of the mother
Formula Company
Formula tin

Friends

Healthline (often called Plunket infoline by Inteswees)
Hospital staff

La Lache League
Lactation consultant
Magazines

Midwife

Medical Centre Nurse
Mother

Mother in law

Mother networks including those online.
Pamphlets
Paediatrician

Parents Centre
Plunket nurse

POI study

Radio

Television

Websites

1 POI: Prevention of Overweight in Infancy. Edgaatidnal Centre for Diabetes Research (ENCDR).
University of Otago.
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Personal experience as a key information source:

Experience was a surprising but frequently citddrimation source (cited by seven
different interviewees). It offered an importantater balance to messages about the
dangers and inferiority of formula and was a gnetiience on feeding decisions with

subsequent infants.

Interviewees noted that contrary to the rhetor&rthottle-fed infant did not seem to
suffer from bad health: “All my babies are goodaltiey, strapping babies and when
they were breast-fed babies they just weren’t'giviewee 1), “So now | feel good
about that decision because | can see that actuglkid is so thriving. There is
nothing wrong with her” (Interviewee 2), “My daughts healthy, happy, bouncing
off the walls. Hardly ever sick, apart from nornshlldhood diseases” (Interviewee
4) and “I really believed that her health was gamguffer but there are lots and lots
of formula-fed babies that are perfectly healthynean at six months old she has had
only one cold. So she is certainly not a sickligypas a result of formula-feeding,

which is what all the evidence would tell you shtbbe” (Interviewee 8).

They also noted that being bottle-fed did not kedevelopmental delays or signs of a
decrease in 1.Q.: “And the other thing | heardythee not as smart as kids who are
breast-fed. Yetlaughteris top of her class at maths and is really goadaiing up
stories” (Interviewee 2) or “It [bottle-feeding] waed. She was a contented, happy
baby. She was meeting her milestones. She waage/ereight, average height, so

was doing all the things she should be doing atigi¢ stages” (Interviewee 3).

The experience of watching a friend or relativé dabreast-feeding also had a
profound effect on some interviewees. Sometimssitas an influence on their

decision to bottle-feed from birth: “She [sistegdhproblems with her first one and |



59

still remember it. | remember her having cabbagedés down her top. My God |
don’t want to be like that” (Interviewee 10). Sdmees it was the knowledge that
others had been through breast-feeding failure tlagicthey and their child were fine,
that gave moral support: “I do have a friend withadder child that’s, | am pretty
sure, was formula-fed right from an early age dmsl friend pretty much said to me
do what you think is right. Look at my child, tkeas nothing wrong with her you
know” (Interviewee 5) or “I had my sister, who’stgowee boy and wee girl who
were bottle-fed and a couple of friends who werilé&deeding and their kids were

perfectly fine so | just made the decision andlstaat” (Interviewee 3).

Positive experiences with bottle-feeding also heliséorm interviewees’ decisions
around the feeding of subsequent children: “I vmasantrol that time [second
pregnancy] and knew exactly what | was going to bewas going to bottle-feed
because | just didn’t want to go through what | kaith daughtet (Interviewee 3), “I
just knew | would bottle-feed because | knew hes{fchild] was fine, there was no
problems with him” (Interviewee 7) and “Formula didughterno harm so | knew |

wasn’t doingsonany harm” (Interviewee 9).

Helpful information sources- the importance of howthey make you feel:

When asked to identify which information sourcesevearticularly helpful and why,
some common themes emerged. Many Intervieweethélinformation sources that
put them at ease were helpful. In particular,ninevees appreciated information
sources that did not make them feel any furthebtouguilt over their decision to
use formula: “She [lactation consultant] stoppedfram feeling bad, that | was

possibly doing harm to him. You know, reassurethas we were on the right track
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and he was growing really well and that we werdning anything wrong. She just
made me feel a good mother again” (Intervieweé3)e [Plunket nurse] never
guestioned the decision which | really liked anst jgave the next stage of
information” (Interviewee 8) and “There was one vamjnurse at medical centre]
who went over everything with me and explainedva tleings and probably put me at
ease about not breast-feeding because a lot ofgotegt you speak to just think that

you should be breast-feeding” (Interviewee 9).

Helpful information sources- the importance of whatthey say:

Interviewees also felt that information sourceg there willing to give direct answers
were more helpful: “I rang Plunketline for help aactually that was the most helpful
information | got. She said go down to the shoghis ts the formula you need. Go
down and find some and bring it back and he [hudpeook off in his car and went
away and found it and came back and followed te&utions on the packet and
made it up and gave it to the baby and she shopyety because she wasn’'t hungry
anymore” (Interviewee 4), “The lactation consultesais fantastic. She put me at ease
within about five minutes, just like that. Shedtohe exactly what formula | needed

to be on and why the other formula was wrong” (vtavee 6) and “Midwife

because she gave me the type of formula to use..teésbenmended one and said that

this is the one they used in the hospital” (Intewee 7).

Balance and perspective were considered imporsatdrs in a helpful information
source. Interviewee 4 did not want pro bottle-fegéources, merely sources that
handle all forms of infant-feeding in an even-hahday: “They [Book:What to
expect..series] are not biased and they talk about théebatid they talk about breast

as well. They are very even-handed how they hahdieally nice and very well
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written books”. Interviewee 2 liked their familpctor because they put things into
perspective better: “I think my GP was actually gb@cause they gave you medical
reasons as to why things were happening. | thinkket kept going this is wrong
you need to do something about it right now buséhguys [GP] said well yeah this is
a problem but in the grand scheme of things”. rinésvee 8 felt that her Plunket
nurse genuinely cared when she discovered thadhee she had been given was
personalised to her situation: “You know getting tmgetdaughteronto water. |
know that a girlfriend of mine who is breast-feaglithat same advice didn’t happen,
like I didn’t know that was specific advice relatedformula-feeding her. But | found
out later that it was, so she [Plunket nurse] obisfiptook into account that | am
formula-feeding without making me feel because gmiformula-feeding you must

do this”.

Interviewee 3 and Interviewee 10 both appreciatdd fiom close family members
who had experience in bottle-feeding: “My motheswaod as well. She had bottle-
fed and didn’t have a flash steriliser and all thait she could tell me to put them in a
pot and boil for however long” (Interviewee 3) diMly sister told me a lot. She has
got four children and I think | always go to het ifeed to know things” (Interviewee
10).

Some of the interviewees were either given or, asihtcases, sought out written
information such as pamphlets and booklets. Faresohese were helpful
information sources: “It [bottle-feeding] is easierearn from a pamphlet”
(Interviewee 1), “Inoverseas countryou got a pack as well, like books about if you
are bottle-feeding. | used that as well” (Intervemn7), “There is a book down here, it
has lots of information as well. It was the onheo You know how they get bounty

books and plunket books. It was the only one lilaal bottle-feeding information”
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(Interviewee 8) and “It [booklet] had pictures aiviato hold your baby, how to feed

them” (Interviewee 10).

Networks of other mothers- the importance of peerigport:

By far the most often cited helpful information soe, as identified by the
interviewees, was other mothers. Mother netwonkether they existed in the
physical or virtual worlds, provided both inform@tiand support for many

interviewees.

For many interviewees, other mothers who had beemr themselves and who knew
how hard bottle-feeding could be, were as muchedafor their moral support as for
the direct ‘how to’ information they provided: “Arttlen | spoke to a friend of mine
who basically saved my life and she has four caiidrow and she bottle-fed them all
because of poor milk supply... She came over anglsb@ed me how to make up
formula, she took me on a shopping trip and we ¢ginba steriliser and bottles and
formula. She showed me how to use the formulaghatused and after that | was
just much happier” (Interviewee 4), “You could asky question you liked [on this
online forum] and there was someone who had thereqe. People tend to be
pretty good and not judge and if people don’t aghey just tend to not comment.
You don't feel judged” (Interviewee 8) and “I thditd would be the only one with
the formula-feeding but after talking to some ginisny antenatal group and some
other friends | found it was common. So that waiseggood and talking to them
about different formula they fed, how much theygéwir babies, that’s really the

only information | had” (Interviewee 5).
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Mother networks broke the isolation that many @f ithterviewees felt after becoming
bottle-feeding mothers. Once they discoveredttiey were not alone, and that
people understood their decision to bottle-feedhyrfalt better about their situations:
“That there are other people out there knowing whatare going through. You are
not the only person on earth who is having trowita it. You are not the only
person on earth feeling like that, missing, mougrtime breast-feeding” (Interviewee
6), “Just having someone to talk to, somebody wimns, who has been there, who
didn’t lecture you, didn’t look at you like you weetrying to kill your child”
(Interviewee 4) and “There was one girl in partaayfrom antenatal group], we sort
of battled through the whole formula thing togetaethe same time... | didn’t feel
like | was completely abnormal and alone” (Intewee 9).

Having been helped and supported by their mothsvork, Interviewee 3 went on to
recount how they in turn helped and supported atiahers: “I have had a couple of
people ring me since this time saying, oh my Gaghtlthis friend in a terrible state
and doesn’t know anything about bottle-feeding laasl decided to bottle-feed and
needs some help. And there was a neighbour overamel she rung me, would you

please come around and help me. She didn’t knawtbanake up bottles and stuff”.

Recognising the limits of information sources:

Interviewee 2 and Interviewee 8 did see the paérisks in gaining their
information through family and friends: “The thimgth breast-feeding is all the
information you got you knew was real. The thingwall the information | got on
bottle-feeding, there was no kind of proof. Alétimfo about bottle-feeding was kind
of like hearsay. It was things people said, thipgsple experienced. There was

actually no hard data about bottle-feeding and wbatshould get and steps or
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anything like that. So it was hard to know if wiyati were doing was actually the
right way to do things or whether you were justdpsomething on somebody else’s
misguided point of view” (Interviewee 2) and “Tlaslly next door, who had bottle-fed
her kids, they are now 16 and 19, and she usedxtalhthe milk at the start of the
day and keep it in the fridge and just heat it Bjit that is a big no-no now.

Knowing when people give you advice, what to lisienbecause a lot of people’s
advice is actually really helpful” (Interviewee 8).

Some interviewees, while not critiquing the adwieey got from family and friends,
did place more weight on advice from professiowalrses: “She was a lactation
consultant about breast-feeding. She was stillihg&xactly what | was saying and
exactly what | was concerned about and she knew stteawas talking about and she
was extremely reassuring” (Interviewee 6) or “| weatha lactation consultant that
would help me with the breast-feeding and the edtkding as well. With the
breast-feeding for a start and when it turned &tand, you know, maybe a little bit of
information that was, sort of, professional as ggabto my friend, who was like, you
are doing it right. Sort of professional back-(iterviewee 4). For Interviewee 2,
the professional they turned to was also a famymer: “We also hagartner’s
mother who is a doctor... and she was telling esntiedical reasons why you

shouldn’t do that and then she was also sayindjithside”.

Unhelpful information sources- reluctance and resisnce:

When asked to identify which information sourcesewveot helpful and why, again
some common themes emerged. Many intervieweesdeaenening of health
professionals as information sources on bottleifepdFor some interviewees,

requests for information on bottle-feeding, at bestre answered in a haphazard,
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unhelpful way and, at worst, not answered at dlhe' Plunket nurse we had told us
which one [formula] would be really good. It was tinsettled and hungry babies.
So we started him on that and he immediately justldn’t stop crying and we had
constipation really, really bad. And | asked aeotRlunket nurse about it and was
told it was too strong for him... It wasn’t a verycaiintroduction to bottle-feeding at
all. It was horrible ... just given the wrong infoatron. | think that it was almost

like any formula would do, that was the impressiangot” (Interviewee 6), “They
[Plunketline] were helpful sometimes but they dlsaded to be very factual, like your
baby is this way, she should be having this amotifdrmula, this often, sleeping this
long. There is not a kind of, no room for, you knmot all babies do the same thing”
(Interviewee 8) and “I turned up to Plunket in tesaying help me, you know,
thinking that maybe they would help me with wearneg onto a bottle... You know

they flat out refused to give me any informatiohitérviewee 4).

Unhelpful information sources- reinforcing negativeemotions:

Health professionals who were unable to be empatteethe interviewees situations,
especially when accompanied by continued insistédmatebreast-feeding should be
persisted with, were also identified as being uptudl “I know that she [midwife]

was all for breast-feeding and she didn’t reakg lihe idea of me going on to bottle-
feed but what was the point of me sticking to biré@sding when he was not content.
| was tired and stressed” (Interviewee 1), “Prafasals sort of need to get back down
to earth and realise how hard it is being a newherdt(Interviewee 6), “I made the
decision to go bottle-feeding and he [family dofteanted to go right back to the
beginning of why and, you know, oh you didn’t néedanake that decision, there was

other things that we could have done blah, blapthn it was too late and that was
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not helpful... Before he started to give advice oyjthimg else he questioned the
decision” (Interviewee 8) and “Every time | askest [Plunket nurse] anything she
just chopped me down, didn’t give me anythingaitidook | really am thinking
about switching to the bottle and she said why wgwlu want to do something like

that? She said breast is best and that is allvelid tell me” (Interviewee 9).

Unhelpful information sources- Plunket and Parent @ntres:

Plunket nurses were particularly singled out by samterviewees for their inability to
provide support and advice on bottle-feeding: “égmi Plunket made me feel really
stressed and paranoid and worried” (Intervieweé&Rinket should be backing
people up. If they want donations and they wanth&lp then they should be helping
us. They should be backing up mothers” (Interviewgand “You do not really need
to be brushed off, like just anything will do. irk that is, sort of, how we felt a little
bit... The Plunket nurse we first talked to, it wamast like they [formulas] are all
the same and they are not” (Interviewee 6). Otexvrewee’s experience of Plunket
was so unsatisfactory that she chose not to engelgeghem when she had a
subsequent child. While mother networks were ofiead as helpful sources of
information, Interviewee 5 was critical of her Ib&arents’ Centre: “l realised there is
nothing at the Parents’ Centre about formula-fegdiBecause | didn’t know I like
had to scan around there and there is heaps omatmn about everything else but |
didn’t see anything about bottle-feeding... | reallguld like to see Parent Centres

get more involved in it. Provide information farmula-feeding mothers”
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Unhelpful information sources - The Internet:

Searching websites for information, as opposedhgaging with other parents in
online forums and message boards, also proved puh& some interviewees.
Sometimes this was due to the volume and typefofrmation: “I did look on the
Internet but, you know, there is so much, whergalostart” (Interviewee 9) or “I
think they [websites visited] were an American seuand really didn’t give me the
information that | needed. It just had all abdwe formulas, not about actual formula-
feeding” (Interviewee 10). Sometimes interviewergressed lack of desire to use
the Internet as an information source: “I know ¢éhare websites and stuff but | can’t
be bothered with websites” (Interviewee 5) or “Asaly | am grofessionabnd look
up lots of stuff but | have never actually lookgdan bottle-feeding on the Internet”

(Interviewee 3).

Unhelpful information sources - The professional vesus the untrained
practitioner:

As we have seen, interviewees placed a lot of trusteir various networks of
mothers, family and friends. They also wanted migi@mation and support from
health professionals and became very upset whenatbee unable to get it. Above
all other things, many interviewees place moshfaitinformation sources that were
mothers, preferably with bottle-feeding experieri&he [sister] knew what she was
doing, she had the experience, and I think | kihidoked up to that” (Interviewee
10), “one friend in particular, she had like tribgm [formulas] all and she knew
which ones worked and which ones didn't... that waiseqgcool” (Interviewee 5) and
“[friend was a helpful source] because she had donih four babies prior”

(Interviewee 4).
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Interviewee 5 felt unable to approach her anteretatator because she had not
bottle-fed her children: “But she, of course, btdad both her kids, or how many
kids she has had, so she is, you sort of feel dgatt feel like approaching anybody
who only breast-fed a child because they had i ead they have no idea what you
are going through and all that sort of stuff”. Faterviewee 1, even health
professionals lacked credibility as an informatsmurce if they had not experienced
motherhood first hand: “Nine times out of ten nafi¢hem [Plunket nurses] have got

kids so how would they know”.

Unhelpful information sources- Formula companies ad formula tins:

Formula companies and formula tins were not oftedas a source of information
despite the fact that many formula companies pewdbsites and 0800 hotlines and
that the back of formula tins always have steptbp sstructions on making formula.
Interviewee 6 was highly sceptical of formula tassa trustworthy source after
noticing discrepancies in the labelling: “It is speye opening, you know, the sort of
things they [formula tins] say. One would say fitiatgot more iron in it for six
months but the starter formulas got more iron imhich is a bit odd. If they say they
are going to have more iron in it then they shdwdde more iron in it. | can't, | don’t
trust labels”.

Interviewee 8 was sceptical of formula companidsimy commercial interests ahead
of good advice: “How much is real or how much istjoype and how much of it is
formula companies. Of course they are going foytel to throw it [used formula]

out because you have to use a bit more”. Intemé&e@/was critical of formula tin
instructions: “You know the instructions are on baek of the formula tins but they

are so confusing”.
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Choosing formula and equipment in a marketing vacum:

When faced with no marketing of a product, or reaaiccessible information on a
product at the point of sale, some intervieweesthanl partners reverted to price as
their only means of differentiating formula: “Hegjptner] ended up with going and
buying the most expensive stuff’ (Interviewee 2)ldusbandjust one afternoon, just
shot off to the supermarket and the only way hesge@ about formula is that she
brought the most expensive. He figured it to melbst” (Interviewee 9).
Interviewee 1 used the formula that she believesl wgd in the hospital and
Interviewee 2 found out what equipment people vibergng on TradeMe and used
that as a guide: “I thought if everyone is buyitthen maybe it's good”. Interviewee
5 felt more confident buying equipment and formmiade and certified in New
Zealand. Interviewee 10 chose a formula specific@cause it was labelled ‘Gold’.
Others, as we have seen, were guided by familyfreartls and, on rare occasions,
recommendations by health professionals. Theme omplete marketing vacuum
around breast milk substitutes despite the WHO cddeough price, packaging and
word of mouth, companies can still send messaggsamsumers will still

differentiate products.

Where do mothers bottle-feeding a young infant waninformation made
available and by whom?:

Having listed the information sources, both good bad, that they used to bridge
their information gaps, interviewees were givendpportunity to state where they

felt information should be available.
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Some interviewees returned to antenatal educatidragain stated their preference
for information to be made available then: “I thimktenatal is a big thing. | think it
should definitely be able to be discussed. | knlea\World Health Organisation

would not like that but that is just my opinionti{érviewee 3) or “Maybe someone
could come in [to antenatal classes] and show ustbdottle-feed a baby, show us

how to make up formula, show us how to steriliselibttle” (Interviewee 4).

There was also support for a pamphlet or shedenatay as part of a take home pack
from the hospital or some other related organisatidhey could give you a pack the
first time and they could have it [pamphlet] in {eck so you have all the right
information” (Interviewee 7), “Irhospital nameDefinitely. Like when you have just
had your baby. You know a booklet or something tikat would be quite good”
(Interviewee 6), “When you join the Parents’ Cerhey give this, the same like, five
or so sheets from Watties and Plunket with theweld sheets with the food, you
know, the baby can eat this at this time. Why ttdréy put something like that out
about formula?” (Interviewee 5) and “You know th@seks fromhospital namend
you get all those little brochures about this drat,tsamples and bits and pieces. A

little handbook or something there would be goddtgrviewee 3).

Many interviewees never anticipated needing infdiomeon bottle-feeding and were
caught completely off guard when they had to seeKis was amplified by being
emotionally and physically tired and stressed attittme when they suddenly realised
they would be bottle-feeding. Many intervieweesacly felt that, even if they didn’t
think they needed it at the time, they would hagerbbetter prepared had bottle-
feeding information been made available at aneailne. Interviewee 6 and

interviewee 8 sums up this position: “I think aérst time mother the more
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information you get, even if you don't look atyqu still got it there if you need.
That’s the kind of thing that would be invaluabde lmost women” (Interviewee 6)
and “I read a lot before she was born but | ditha¥e a bottle of formula in the
house. Actually the need to top up is pretty comrnot | didn't feel | needed to have
anything and that’s not real for many people. inkht [information] should be made

available [at antenatal]” (Interviewee 8).
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Did you ever consider the Library?

Did mothers go to the Library to look for informati on on bottle-feeding?

One information source that was not used by inésvees was a Library. Interviewee
6 mentioned that she had looked for items in heall®arents’ Centre library but had
been disappointed to have found nothing on thectopbottle-feeding. Only two
interviewees named books as a source of informatnohonly three interviewees

named websites.

Some of the interviewees were library users but gwply did not think to look for
information about bottle-feeding there: “I certgiglo to the Library but | assumed
there wouldn’t be anything there” (Interviewee ‘8)ell I love the Library. | have a
Library card and so does my daughter. We go td.ttvary an awful lot, especially
for kids’ books. Much easier than buying themtladl time. So | go there for books
that | want to read or something. | didn’'t knovattkhey had a section on parenting
books” (Interviewee 4) and “I honestly hadn’t thbugf looking there [Library] for
information on bottle-feeding. It hadn’t crossey mind to be honest” (Interviewee

8).

Some interviewees simply were not Library usersidih’t have a Library card. |
didn’t even think about going to the Library” (Imeewee 10), “I don't really go to
Libraries very much” (Interviewee 7) and “If | waatbook | buy it. | just wouldn’t

go to the Library” (Interviewee 9).

Interviewee 2 felt that the public nature of adikyr was a barrier: “Because it
[Library] was public. | didn’t really want anyonése to know that | was considering

bottle-feeding”. However, Interviewee 4 felt tlzat advantage of the Library was the
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ability to find information privately without needj to talk to someone else: “You do
not have to ask a librarian. You don’t have to asibody. You just need to go and
find a book. They have got a catalogue so youtdmreén have to ask them where the
books are”.

Interviewee 5 felt that searching the Internet waisker and easier: “It never crossed
my mind to seek information in a library. And Irtk that, like you have got it at

your fingertips, all the up to date information [ibve Internet]. You just type in a
keyword and its there for you”. This is a surprgsstatement considering that
Interviewee 5 also stated that she “couldn’t bénbied with websites”. Interviewee 5
did make another statement, however, that sugg#stedas related to a perception
that library material was not up to date, and idellia charge, as opposed to having a
good experience with Internet searching: “If younwa book that’s recent and up to

date you have to pay for it and most are not [ugetie] that | have looked at”.

Reactions to information sourced in a Public Library and/or found by a
Librarian:

To highlight the information that libraries couldlp connect interviewees to,
interviewees were asked to examine some examplesofirces. Two examples
where books written specifically about bottle-fewgin New Zealand and sourced

from a local public library:

Ferguson, A. (1998Bottle babies : a New Zealand guide to guilt-fregtle-

feeding Auckland, NZ: Celebrity books.

Derry, N. (2008)Make mine a bottléPorirua, NZ: National Pacific Press.
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One was a booklet published by the Ministry of ket also available online at

www.healthed.govt.nz

Ministry of Health, & Plunket (2008}-eeding your baby infant formul&lew

Zealand: Ministry of Health.

Two were websites:

The New Zealand food safety authority: Safe fegdan infants

http://www.nzfsa.govt.nz/consumers/low-immunityddhapregnancy/safe-

feeding-for-infants/index.htm

The International Formula Council: Infant Feedargl Nutrition

http://www.infantformula.org/

No interviewees were aware of the two books exathin¢o interviewees were aware
of the two websites examined. Only two interviesvegpressed familiarity with the
Ministry of Health booklet. One had seen a coplien midwife’s rooms but was not
given a copy. One had been given a copy by theiwife and was very impressed
with it as a resource. Of the eight remainingrvitavees, all expressed surprise and
anger that such a resource existed, was develgptgkMinistry of Health in

conjunction with Plunket, and had not been maddaiva to them.

There was also surprise at the existence of booikew specifically for bottle-

feeding in New Zealand. Interviewee 7 was typafahe reaction of many
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interviewees: “I didn’t think they [the Library] wabd have books on bottle-feeding.
Only because there are more [books] about breesdiffg. | didn’t think they would
have books... | think they [the books] would be sdrmgt | would use. | will have to
go more to the Library”. This was a complete cleafigm her earlier comment that

she did not go to the Library much.

Increasing awareness - how Libraries might better rarket their resources to
mothers:

Having seen what resources could be made avatiabtem, including virtual
resources as well as books, some interviewees €sgitea need for libraries to make
these resources more visible: “Make them [parerttimaks] more readily available
and in your face so you can see them. You don’eéhaxry searching them out and
feel silly about asking someone. It is more obsiouyour face and I think it gives
you more power” (Interviewee 6) or “I know all altaon-fiction, mostly on the top
floors, but | stay out of there. | see the kidsdks. | just never thought of the
parenting side of things and | didn’t think abdus parenting section” (Interviewee

4),

One suggestion to increase visibility was to batigparenting resources together in a
special section rather than have them scatteredie$ination area for mothers to get
that kind of thing. They need their own area. Wieu go and have a look through
the Library they [books] are just everywhere” (Iniewee 1). Parenting books
displayed in the children’s section did get noticédsmall display of parenting
books in children’s section] is wonderful but itnist big enough, that wee display in

the corner. Maybe they have got more somewheeg @igterviewee 4).
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Interviewee 3 was impressed with the virtual resesirand talked about the
possibility of libraries promoting these througleithwebsite concluding that:
“Probably something online would be much more @isendly for the general Mum”.
Her reasoning was that leaving home with a youriay lveas difficult, especially if
having feeding problems: “It's a huge thing to pagkyour baby and go out to visit
your mother for two hours. You just have so mdngds to think about... So |
wouldn’t have gone trucking into the library”. Salso added: “If you could get

books sent out to you that would be helpful”.

Making libraries more attractive to mothers with young infants, especially those
who bottle-feed:

The last question asked interviewees to considetiven they felt libraries could
genuinely play a role in helping inform motherstieteeding young infants. Having
seen some resources many interviewees were posiiog the role of the Library as
an information source provided that the resoureesime more visible and the

Library made them feel welcome.

Some suggestions on how to achieve this focuseétdeophysical layout of the
Library and how it could become more inclusive:stiproviding a space to bottle-
feed your children in the Library... You have all $kebreast-feeding areas... but
what about us bottle-feeding Mums? | mean sometwedon’t want to be sitting in
public bottle-feeding our babies” (Interviewee 2)Iathink they should expand the
children’s section. They probably don’t have adptdo do it, but | think they should

have a wee place to breast-feed or bottle-feekle aifeeding sort of area... Maybe a
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separate room, like a parents’ room, that has ahgrigcilities, places to breast-feed,

bottle-feed, like a bottle warmer” (Interviewee 4).

Interviewee 4 also stressed the need for libradds an inclusive community space
for all mothers that help facilitate the developt@inmother networks: “A big area
where all the Mums can come together and they doadé Mum meetings there, or
coffee groups there, or things like that, and them are right there and your older
kids can go into the Library and, you know, it isamnmunity thing. They have a teen
space so why not a parent space?” Interviewesdbeadpressed the potential for
libraries to become community spaces for motheradet. She felt this would make
libraries more attractive to visit: “The best thiadibrary could do is have a mothers
and babies session morning because | wouldn’t gloetdibrary just to look at books.

| would go more actively if | was part of a group”.

Both Interviewee 4 and Interviewee 7 suggestedgbrqnmore parenting books into
the children’s section to increase visibility arat@ssibility: “Maybe they could have
a stand, like you know, where they have books.b&ty it would be in the children’s
section” (Interviewee 7) and “If they [the Librardgfought their parenting books
down and have them in that section, in the kidsilfiten’s] section, | think it would

be better” (Interviewee 4).

Suggestions on how to better market resources algoemade by some interviewees.
Interviewee 8 expressed the potential for librattebecome partners with Plunket:
“Maybe letting Plunket or the local Plunket nursew what the Library has. Then

they would be able to send on [parents]”. Intemae 4 suggested expanding on the
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marketing already present in the packs given tderstafter the birth: “I think in the
bounty pack, right after you have had your babgythave like the form to fill out to
get your baby a library card. So maybe they cbalke something in there. They
could say for a range of parenting books on evergthossible here is where you go,

this section of the Library offers you this”.

Do mothers see libraries as a potential provider afuality information on
bottle-feeding?

Interviewee 4 expressed the most enthusiasm faguke Library in general and was
very supportive of the Library having a role inanhing and supporting mothers
bottle-feeding young infants. She was alreadyrdident user of the Library and
clearly trusted it as a provider of informationeStaw the Library as a positive place
that was inclusive and non-judgemental: “There phtyp are that many different
people, with that many different ideas and religiand needs and all that sort of
thing, who are in there every day mingling anditadkand stuff like that so I think it
[the Library] could be a neutral space for botéeding parents or breast-feeding

parents. Just parents”.

However Interviewee 10 sums up the general imprassiost interviewees gave
about where they wanted their information to coroent “I don’t know if a Library is
the place to put things about feeding childrekindl of think hospitals, you know,
you think hospitals and doctors’ rooms and thinigs that when you think of that

kind of information”.
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Discussion

Comparison to similar research:

In 2005 Lee and Furedi studied the experience tisBrmothers who used infant
formula in the early months (Ellie Lee & Furedi,0&). Part of their study examined
the information and advice that these mothers wet@n. Their findings are

strikingly similar to the experiences of the intewees in this study:

1. A difference in the tone between the delivery @dst-feeding information
and bottle-feeding information.

2. At antenatal education formula was only talked dlasuclearly a second
choice. Often it was not talked about at all.

3. Parents had to be self sufficient and seek outnflieemation for themselves.
They could not rely on health professionals.

4. Some sources moralised and only gave advice beigglgg

5. Unofficial sources, such as friends and family, eveften turned to for
information.

6. Manufacturers of formula were not a common souocénfformation.

7. Parents wanted practical information about howdio it”.

8. Parents wanted information on different brandstgpds of formula and the
types of equipment available.

9. Parents wanted to know that the formula was safe.

10.Parents who intended to breast-feed were partisulseeptible to feelings of
being stuck and confused.

11.Bottle-feeding was for many a lonely and isolataxgperience.
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Mirroring the participants in Lee and Furedi’'s stushterviewees were also surprised
when breast-feeding didn’t go as planned. Likewnserviewees found this failure,
and the lack of information and support that fokalat, a lonely and isolating
experience. Lee and Furedi believed this was [sscaomen were unprepared for
bottle-feeding and did not have sufficient inforioatto guide them (Ellie Lee &
Furedi, 2005). If Lee and Furedi are correct tties might explain why these
negative feelings seemed to be less common imtbenterviewees who decided to
bottle-feed from birth. They were not taken bypsise, they knew they were going
to bottle-feed and were mentally prepared for tidtey also had the equipment and
formula ready. Itis also possible that thosennéwvees who attempted and failed to
breast-feed had bought into the ‘breast is bestismore strongly than those who
chose bottle-feeding from birth. Having that catian that breast-feeding is vital to
the wellbeing of your child, and is central to gandthering, means that failure to do
so will be harder to handle. One interviewee esged this connection like so: “I
assumed that | was going to have the perfect lpghect baby and perfectly be able
to breast-feed. So | felt extremely guilty anditde about the fact | couldn’t”

(Interviewee 3).

Lee and Furedi’s study also reinforces what inemdes identified as problems with
infant-feeding information at antenatal educatimanely lack of disclosure over
breast-feeding problems and lack of bottle-feedfigrmation in general. In
attempting to encourage breast-feeding are hestflegsionals setting parents up
with unrealistic expectations because they feagmarwill not chose to breast-feed if

they know what potential pitfalls they might encterf? It is not in the scope of this
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study to answer this question but research fungatidRoyal New Zealand Plunket
Society did come to the conclusion that when infagparents about breast-feeding
there was an absence of information around idengfgnd dealing with problems

(Basire, et al., 1997).

Connection between information and emotion:

Interestingly, Lee and Furedi go on to draw a diliee of relationship between lack
of information on formula and feelings of being giaalised and vilified felt by
mothers who bottle-feed (Ellie Lee & Furedi, 2003here is some evidence from the
interviewees in this study that they also felt tlhak of information on bottle-feeding
had a negative impact on them emotionally: “I est’t understand why they didn'’t
[give information on bottle-feeding]. You just fe much alone. Why would they
do something like that purposely? But they doytmake you feel alone, lost. Not
listened to. God, just listened to, you know, withjudgement” (Interviewee 4); “It
reinforced that | was a bad mother because | cauidd any information about it,
anywhere. | mean this is 2009 nearly 2010, threreformation about everything
everywhere except bottle-feeding” (Interviewee 1) & did find it really frustrating

that it was so hard to find information, but yostjgouldn't” (Interviewee 8).

The problem with formula companies as information surces:

Another parallel between Lee and Furedi’'s participand the interviewees in this
study was the non-use of formula manufacturergfasmation sources. For some
interviewees, formula companies lacked credibagyan information source because
of a perceived conflict of interest and this wagley were never contacted. It

might also be that, because the WHO code limits hmeh formula company
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information lines can be marketed, especially tahs with newborn babies, many
interviewees were simply unaware of them. Ledfuredi argue that lack of
awareness was a major barrier to connecting motbdsmula companies (Ellie Lee

& Furedi, 2005).

Summary of major themes:

Lee and Furedi’'s study helps confirm some of thepnmtaemes that have been
identified in this study. Women who bottle-feeslipg infants enter the information-
seeking process usually, although not always, aitlalready weighty sense of guilt
and anger. They are likely to have a heightenadisety to being judged. They are
likely to be well informed of the benefits of brédseding and the risks of bottle-
feeding. However, they will not feel adequatelggared to bottle-feed their infant,
particularly if bottle-feeding is the result of bst-feeding failure. It is unlikely that
any information on bottle-feeding would have beamig during antenatal education

classes.

The importance of trust in an information source

Lee and Furedi (2005) is not the only example séaech that addresses the
information-seeking habits of new parents. Gild&aan and Stewart (2009), also
examined what sources of feeding advice were vdbyguarents in the first year of
an infant’s life. In their research, parents ouvseliningly valued advice from health
professionals. They cite other research which etswluded that parents wanted
support from trained health professionals with ojalate information (Family and
Parenting Institute as cited in Gildea, et al.,200However, they note that

professional and managerial occupations were aesented in their sample and
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that there is research that suggests that workegs@arents are less likely to seek
information from health professionals (Edwards &li€s as cited in Gildea, et al.,
2009). Since the socio-economic status and ocumpat interviewees in this
research was not recorded, we cannot draw anyasigohclusions. However,
Gildea, Sloan and Stewart (2009) do offer someyhitsnto why networks of

mothers, family and friends are often favoured sesiiof information for mothers
bottle-feeding a young infant: “Advice from netwer&f family and friends has the
advantage of being accessible. Such networks as¢ valued and trusted, especially
by those who find social or health-related servtiffscult to access” (Gildea, et al.,
2009, pp. 29-30). Many interviewees indicated #gmothers bottle-feeding a young
infant they did find health-related services difficto access. They felt judged by
some health-professionals for not breast-feediffiey did not always receive
satisfactory answers to their questions. Theycthpelled to turn to sympathetic
and more accessible sources, such as family, iand other mothers, despite often

knowing the limitations of their advice.

Health professionals as information sources- probtas encountered:

While health-professionals were often cited bymitavees as sources of information
that were not helpful, many interviewees also usibed the limitations of the
unofficial sources they turned to instead. Thisignificant because the health of a
young bottle-fed infant is strongly linked to apply best practice in the storage,
mixing and disposal of formula coupled with bestqtice in the cleaning and
sterilisation of bottles and other equipment. Ehesran inherit danger in learning
these skills from non-professional sources. Maimfation and inappropriate

practices may be passed on from generation to geoe(Cairney & Barbour, 2007,
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Gildea, et al., 2009; Lakshman, et al., 2008). Rivew that many interviewees
expressed a desire for more support and informétion professional sources. The
fact that so many professional sources seemedl ia froviding even the most basic
of bottle-feeding information to some intervieweeslld have had drastic
consequences for the newborn baby. This is céyttia conclusion of Lakshman,
Ogilvie and Ong (2009) who strongly argue that balaire being put at risk by the

lack of professional support for mothers bottledieg young infants.

The seeming lack of empathy from some health-psitdeals was a significant
problem for some interviewees. It often led toiadwvhich in turn led to further
confusion and uncertainty for the interviewees. Tage of Interviewee 8 is
particularly revealing. Interviewee 8 clearly féiat the information she really
needed, that breast-feeding was not working andebded to try formula, was
purposely withheld from her by the midwife. Instdhe midwife insisted on giving
her information about breast-feeding and milk sy@pid talked about the need for
perseverance. Interviewee 8 encountered a discobhaeveen the information being
supplied by the midwife (that things will improvetiwtime) and what she was
actually experiencing (that things were not impnayi This is reminiscent of
Crossley’s experiences (Crossley, 2009) or morarately, the experiences of
Crossley’s partner: “...he felt ‘very frustrated; vihis at the time because he
claimed he ‘would never believe a theory over stingtthat was quite obviously
happening’. From his perspective, the breast-fepdjuite obviously wasn’t
working’. Moreover, it seemed to him that the mides were ‘makingutlandish

claims that couldn’t possibly be true’...” (Crossl@g09, p. 80).
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There are indications that health professionalsjaestioning certain practices in
relation to breast and bottle-feeding. Clohertigxander, & Holloway (2004), in
examining supplementation of breast-fed babiesudsthe conflict many midwifes
face between promoting breast-feeding and allengadi mother’s distress. Battersby
(2000) discusses the dangers of pressurising neotbdireast-feed and how some
midwifes now feel uncomfortable talking about theméfits of breast-feeding for
being misunderstood as trying to force it. Edwdd®98) draws attention to how the
WHO code has been misconstrued and used to justifproviding access to

information on formula when that was not its intent

The experiences of the interviewees suggest ttathherofessionals ultimately
choose to supply information and support basedessgmal rather than professional
convictions. This led to inconsistencies where samerviewees found their
midwife, family doctor or Plunket nurse to be aifige source of support and

information and others did not.

Should information on bottle-feeding be made availale to women who have
decided to breast-feed or are undecided on an infafeeding method?

Interviewees were all similar in that they feltthevas an imbalance in how they
were informed about infant-feeding prior to anckathe birth of their child. They
were all similar in being sceptical about how theeast is best’ message is delivered.
Most accepted that breast-feeding was the bestavéaed an infant but they felt that
the negative aspects of breast-feeding were t@m @fiossed over while formula was
made out to be far worse than it was. Interviewea® acutely aware of how little
information about bottle-feeding was made availdlyiéealth professionals because

they could directly compare it to what was madalakbe about breast-feeding. The
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general lack of information on bottle-feeding amti@atly, combined with the
perceived misinformation around breast and bo#ksling from health professionals
and the media, made interviewees feel that wheanite to infant-feeding they had

not been given the opportunity to exercise inforroledice.

As highlighted in the literature review (pages &);2hese experiences and feelings
are in keeping with what other research has rededf@maak (2006) is particularly
critical of how infant-feeding is framed by the hbaector. All the points made by
the interviewees; that information on infant-feeglia purposely biased towards
breast-feeding as the only choice, that therelecBeity in what information, on both
breast and bottle-feeding, is shared and whenttatdhe risks of formula use are
exaggerated, are echoed by Knaak. Knaak argueghib@pproach does undermine
autonomous choice and is a barrier to developirigipe and practices that truly
support breast-feeding mothers while easing thetiemad burdens that current

practices place on mothers who bottle-feed.

Likewise Bean (2004) questions whether currenttpr@g around the promotion of
breast-feeding have turned into a moral crusadeutidermines informed choice.
Bean is especially critical of the UNICEF/WHO Babyendly Initiative which, she
argues, is a barrier to bottle-feeding mothersivaug the information and support
they need. In particular, Bean notes that bo#tkliing discussions are not held at
antenatal education classes because of a perdemethat it will normalise and
encourage bottle-feeding despite there being resdarthe contrary (Cairney &
Alder, 2001 as cited in Bean, 2004). Bean, like#k and the interviewees, is also

highly critical of how mothers are pressured intedst-feeding by health
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professionals and the destructive effect this masiothers who do not breast-feed.
Bean agrees with the interviewees that in the atickmate mothers who bottle-feed
their infants are being charged as poor motherso/ling to Bean, breast-feeding
advocates are in denial of the reality that notywmee will want to, or feel rewarded
by, breast-feeding, no matter what support is pytiace for them. Bean concludes
that, contrary to the prevailing discourse arourehbt-feeding and choice, bottle-
feeding can be “a rational, sensible and safe ehditcis also a choice which many
mothers make without adversely affecting the heallttneir babies” (Bean, 2004, p.
157) . This articulates what many of the intenaew tried to express about their
decision to bottle-feed: that there are circumstarnehen choosing to bottle-feed is a

rational choice, not deviant behaviour.

The impact of the WHO code on informing parents arand bottle-feeding
antenatally:

On page 13 it was noted that the WHO code doesateshat health professionals
can and cannot say regarding bottle-feeding andendred how they should be saying
it. In brief, should a request for information loottle-feeding be made by someone
who has madée decision to bottle-feed then that informatiway be provided on a
one-to-one basis and in a factual manner. This ot antenatal educators from
answering questions on bottle-feeding in a clas®gphere. Interviewees found this
frustrating, however, as this precluded being preghéor every eventuality and
assumed that should a mother decide to breasttfieadhere would be no
foreseeable need for bottle-feeding informatiom tke contrary, eight interviewees
tried and failed to establish breast-feeding andymhen also found themselves

totally unprepared for bottle-feeding because i wat taught antenatally. Many
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interviewees also found that in spite of having endieé decision to bottle-feed their
infant they still found the various health professils they came into contact with
reluctant to help support that decision with infatian. In short, the assumption that
when needed, information on bottle-feeding willrbadily available may not match
reality and, this may be more the result of perbopeions among health

professionals than implementation of the WHO code.

What do parents who are bottle-feeding a young infat want from an

information source:

Empathy was an important trait that the interviesweanted in an information source.
They knew the limits of some of their favoured imf@tion sources but still valued
any information that was given in support of tragcision to bottle-feed and that
made them feel better about themselves. In maryg whe best information sources
served a dual purpose for mothers bottle-feedipguag infant. They provided
practical information to reduce risk and they hdlpglieve the guilt and anger.

Within this context there is clearly a connecti@ivizeen information-seeking and
emotion. Interviewees clearly wanted to avoid infation sources that they
perceived to be hostile or judgmental. On the otiaad, they continued to seek out
information sources that were understanding, cosipaate and, where possible, had
shared similar experiences. It also highlights leomotionally vulnerable the
interviewees were and how any negative comment) e¥&n made with the best
intentions, could completely turn them away fromr#ormation source. (Brashers,
et al., 2002) also conclude that people activegksrit information to help them
maintain good health. That they want to know alpmiéntial risks and seek

information on how to best minimise them. The aeskers also recognise that not all
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information will decrease uncertainty although tisahe desired outcome of the
information seeking process. They argue that sup@aworks of friends, families
and health care providers, can be important fohamging information that helps
facilitate coping. They also argue that informatavoidance is also a coping
mechanism. They conclude that seekers of hed#tectinformation often have to
delicately balance their need to find informatiorreduce risk against a need to avoid
information to reduce anxiety. This same atteraet balance can be recognised in

the information seeking behaviours of the intenaes:

Moving from uncertainty to understanding:

Kuhlthau’sUncertainty Principlg(Kuhlthau, 1993) states that uncertainty is a
cognitive state that can cause negative emotiotis sl anxiety and is often
associated with lacking knowledge on a topic orstjoa. Increased confidence
occurs as the individual attains more knowledgethnd moves from uncertainty to
understanding. It seems reasonable to concludéhthanterviewees were in a state
of uncertainty during the initial stages of estsiiing bottle-feeding. This was due to
a number of factors including; uncertainty aroumel $afety of formula feeding, lack
of antenatal training, lack of professional suppantd lack of clear instructions on
how to use formula. This uncertainty, however, wafien reinforced through the
information seeking process, rather than dissipaféds occurred when health
professionals refused to support the decision tidesfeed and/or only begrudgingly
gave advice. This occurred when interviewees wenstantly reminded that they
had chosen “second best” for their babies. Thesiwed every time interviewees

looked for information only to find that there wasthing available or what was
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available was not comprehensive. These circumstaoily served to exasperate the

feelings of guilt and isolation that these mothaready felt.

However, when an interviewee encountered a frieardily member or fellow mother
who had knowledge and was willing to share it moa-judgemental manner, they
felt better and their confidence grew. When codplgh their own positive
experiences of using formula, the result was tp hdkerviewees move from the
uncertainty state to a state of understandingcanfidence levels increase

accordingly.

Kuhlthau’s Uncertainty principle includes six cdanles. One of the corollaries is the
redundancy corollary. Redundancy may occur asrtaingy decreases and
information that does not fit into what is alreddyown is considered either relevant
or irrelevant. It can be argued that once inteveies began to move towards
understanding, information about the dangers dfdfeeding and the superiority of
breast-milk become redundant. As they watched fbanula-fed children grow
without ill effects, as they talked to other motherho used formula effectively, and
as they experienced less stress, they became oeptcsl of the “breast is best”
message. They become more certain that for theeasbwas not best”. For many
this conviction then extended to subsequent infafitss also links to Kuhlthau’s
prediction corollary which states that informatices, such as where to seek
information and what information to seek, are base@ervious experiences. This
can be observed in the choice of one interviewe®tase Plunket for a subsequent
infant after having had a bad experience with henlk&t nurse over bottle-feeding

her first infant. It can be argued that the intemee predicted that seeking
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information from Plunket for her second infant wabualot be useful and thus
discounted Plunket as an information source altegetAn inability to predict the
outcome may also effect the information seeking@ss. Many interviewees spoke
of their fear of being judged and how they werewfteluctant to talk to people about

bottle-feeding unless they knew what the reactionld be.

Is there a role for Libraries to help provide information to mothers who bottle-
feed young infants?:

Interviewees did not use the Library as a pladetbinformation on bottle-feeding.
There was a general lack of awareness that tharyilmould provide resources on
bottle-feeding. There was a general lack of aneseithat a Librarian was an
individual who could connect them to informatioruszes. Some interviewees did

use the Library for recreational reading.

After considering examples of information, eitheamd at a public Library or located
on the Internet by a Librarian, some interviewedsekel that the Library might have
arole to play. Many felt, however, that it wae tlibrary’s role as a community
space, rather than as an information provider, &t more valuable, although some
interviewees felt that if they had known about plagenting resources the Library had
in its collection they would have used them. Iviwvees often felt that the Library
needed to do more to market these resources arsinmaly rely on mothers knowing

to look for them and having the ability to find theusing an online catalogue.

When studying parents and their information ne@dgholas & Marden, 1998) also

concluded that parents, even those who reguladyLimaries, did not see Libraries
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as a key information source of parental informatidimey argued that this could be
explained by:
* Libraries not being open when needed
* Only seen as resources of print information andasqtroviders of advice
» That parents were reluctant to discuss personélgres with people they
hardly knew or who may not understand

((Nicholas & Marden, 1998, p. 46)

This matches comments made by the intervieweemeSaterviewees did not use
books as an information source. Many interviewsgexke of not wanting to disclose
that they were bottle-feeding their infant to angevhere they could not predict the
reaction. Interviewee 2 spoke directly of her c&dimce to talk to a Librarian about

bottle-feeding for fear of being judged.

Ultimately, like the interviewees, Nicholas and Man suggest that the role of the
Library need not be to provide information but todplace that connects parents to

each other.

Warner and Procaccino (2004) see the role of theakian as a mediator. Warner
and Procaccino note that despite increasing movemeward electronic information
there is still a need for mediation to occur faadece. They see the Librarian as
someone who can offer this human interaction. Tdiey conclude that outreach into

the community is the most effect way for Librariesachieve this.
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The role of a mediator:

The role of mediator, as used by Warner and Prawacis another Kuhlthau concept
that is useful for understanding why many intenagew turned to family, friends and
other mothers for information. Kuhlthau describfesrole of mediator as “human
intervention to assist information seeking andrieay from information access and
use” ((Kuhlthau, 1993, p. 128). Kuhlthau discowketigat during the uncertainty
period of the information seeking process informadiators were often selected
because they understood the uncertainty and cdi@gdencouragement, they could
be a good sounding board to talk about a topictbegwere accessible. However,
the limitations of informal mediators in providipgofessional guidance were
recognised by Kuhlthau’s information seekers. iilse, the interviewees often
recognised the limitations of their informal mediatand wanted professional
mediation as well. Librarians are well placed toyide both informal mediation, for
instance by providing parents spaces to facilit#t@mal communication, as well as

formal mediation, such as reference interviewsarabequent information retrieval.

Why it is important for Libraries to be more than j ust books:

Parents turn to a wide variety of information sasrbut tend to favour those that
provided information orally ((Nicholas & Marden,98). Similarly, a study of
parents seeking health information in the age efittternet (Khoo, et al., 2008)
concluded that parents still preferred traditiss@irces of health information and
often do not trust information from the Interndtis may explain why online forums
and message boards were considered useful bytdrgiewees. They are electronic

versions of an already trusted source- a networkathers, family and friends.
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Websites, however, were considered a different ofpeformation source despite

both being online and often hosted on the same ooma

While a Library’s print and electronic resources emportant they are not necessarily
what Library users seek from their Library. In ttese of the interviewees, there was
little desire to use the library for information battle-feeding. Instead, most
interviewees spoke repeatedly of their frustraibnot being able to get information
from their preferred source- health profession&swever, interviewees were
positive about the role Libraries could play adaxe that facilitated information
sharing. This could be providing a space for m@the met, providing programmes
where health professionals could be guests, ongirayoutreach to mothers who felt

they could not come to the library e.g. virtualo@ses and book delivery.

Libraries are also about Librarians and Libraryigtssts. Mothers who bottle-feed
young infants need understanding and compasstas.inhportant that Library staff
who are approached by mothers to find informatiorbottle-feeding understand the
emotional baggage that the mother may be carryidgoa sensitive to that. The
mother may be reluctant to speak for fear of beegatively judged. On the other
hand, she may want to talk about her situationtanent her frustration. Collection
staff need to ensure that the Library containsreetsaof infant feeding books
including some on bottle-feeding. Library stafedgo be aware that visiting the
parenting section may be difficult for a motherlgieg information on bottle-feeding

if all she encounters are books on breast-feeding.
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Conclusion:

What are the experiences of New Zealand mothers gbung infants when

seeking information on using breast milk substitutse (formula)?

The experiences of the interviewees in this stugygest that seeking information on
bottle-feeding in New Zealand is very similar te #xperiences recorded in overseas
studies. Interviewees received no informationnmatal classes. Interviewees were
well informed of the benefits of breast-feeding imgtre less aware of common breast-
feeding problems. Interviewees knew of the riskgsing formula but had very little

information on how to best minimise those risks.

The decision to bottle-feed was a difficult one fioost interviewees to make. Most
felt guilty and feared being judged a bad mothemnfut breast-feeding. Many
encountered significant barriers to finding infotroa including:
* Reluctance from health professionals to providermftion even after the
decision to bottle-feed was made
* Lack of information about or from formula manufaets, most likely because
of compliance with the WHO code.
* Fear of being ridiculed or judged a poor mother
» Lack of awareness of alternative sources of infélanasuch as parenting

sections in Libraries

Interviewees who experienced breast-feeding fafieitaunprepared for bottle-

feeding. They felt that something should have h@erided during antenatal
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education and were angry with the WHO code whidy therceived to be the main

source of the problem.

Overall, interviewees questioned whether they reshlallowed to exercise true
informed choice over how to feed their infant. ¥lielt that the information they
received on infant feeding was unbalanced andtbiaards breast-feeding. They did
not question the health benefits of breast-feetutgdid question whether breast-

feeding is always the “right choice” for a family.

What are their information needs and how do they s&k to fill them?

Interviewees wanted information that accuratelyaared the “how to” questions
around preparing, feeding and storing formula. yT&lso wanted information that
helped them minimise risks. They wanted informasources to be understanding
and non judgemental. Many interviewees also unoledsthe importance of accurate,

professional advice.

Health-professionals were not helpful sources fafrmation for most interviewees.
Although most health professionals were probabllf meaning, their inability to
accept when breast-feeding had failed and to adelyusupport the interviewee’s
decision to bottle-feed, often destroyed trust serded to reinforce the negative

feelings an interviewee felt.

In the absence of professional sources of infoilmnatnany interviewees turned to
mother networks, family and friends. However, mangrviewees recognised the

limitations of these sources and still wanted psikenal advice as well. Interviewees
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valued these alternative sources of informatiorabse they were less judgemental,
were more accessible, gave direct answers andd#lfsrviewees feel better about

bottle-feeding.

Drawing on Kuhlthau’s Uncertainty Principle, we e that interviewees favoured
information sources that help them move from uraiety to understanding. As
interviewees experienced positive outcomes fromieséeding, and became more
confident in their decision to bottle-feed, infortima about the benefits of breast-
feeding and the dangers of bottle-feeding becamhenagant. The information seeking
process was also affected by how interviewees giestia source would react to an

information request. When in doubt intervieweessehnot to engage.

Interviewees did not seek out information at thierbfry. Some were not Library
users. Some only used the Library for recreatiomatliing. The Internet was also an
information source that was not used by the mgjafiinterviewees although some
enjoyed talking to other mothers through messagedsoand online forums.

Interviewees did not contact formula manufactuoesriformation.

What emotional impact does the information seekingrocess have on this
group?
Emotion played a central role in the informatioelseg process of the interviewees:
* The negative emotions most interviewees felt aated barrier to approaching
information sources, especially where the interéewouldn’t predict how the

source would react to their request.
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* Information sources that helped relieve negativetems were valued as
helpful by all interviewees. This was regardlesthef creditability of the
information source.

* Information sources that reinforced negative enmstimere not valued as
helpful. This was also regardless of the creditstof the information source.

» ldeally, interviewees wanted information source there both creditable and
helped relieve negative emotions.

* Interviewees constantly had to find the balance/beh seeking information
to reduced risk and avoiding information to deceeasxiety. Thus the

interviewees often felt venerable during the infation seeking process.

What role can Libraries play in helping this group make informed decisions?
Interviewees were clear in what they wanted Lilestbd do:
* To become inclusive, community spaces for mothersetwork
» To provide outreach for mothers unable to traveheoLibrary
* To market their parenting books more and make piagebooks more visible
to mothers who visit the Library
* To work with health-professionals rather than Behiselves up as an

alternative to them for health information.

Essentially Libraries can help mothers of bottleei@g infants by supporting the
information networks that they are a part of, rathan trying to replace them. They
potentially can achieve this by becoming informatmediators rather than simply

information sources.
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Appendix 1

Interview questions:

1)

2)

3)

4)
5)

6)
7)
8)

9)

Please begin by telling me about how you made #oesibn to bottle-feed
your infant.

As you think back to when you made the decisionst® formula, and the
period immediately afterwards, can you recall amymants of uncertainty,
concern or worry?

During the situations you have identified, what gjapyour knowledge where
highlighted?

What emotions did you feel as a result of theses gagour knowledge?
Where did you turn for help? What sources of imfation did you (either
successfully or not successfully use?

What sources where particularly helpful and why?

What sources did not help and why?

How did the information seeking process itselfuefice how you made sense
of your situation and the feelings you had?

Did any information you were given change how yeltrf

10)Where should information on bottle-feeding be madailable and how

should it be presented?

11)You indicated that you used a library to help fintbrmation on bottle-

feeding. Was the Library helpful? Please explain.

OR
You don’t mention Libraries as a place you usefing information on bottle-
feeding. Can you explain why?

12)Here are some resources on bottle-feeding thatndat the Public Library

and on the Internet. Are you familiar with therRRease have a look at them
and give me your thoughts on them.

13)In your opinion how could Libraries help bottle-fié®g mothers?



