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ABSTRACT 

Childbirth can be a traumatic experience.  Birth trauma is characterized by subjective 

feelings of horror, intense fear, or helplessness; it can have long term consequences on 

the parent’s health and relationships.  The health effects of breastfeeding are well 

documented, yet the impact of birth trauma on the breastfeeding experience is not well 

understood.  Giorgi’s Descriptive Phenomenological Method was used to elucidate the 

meaning of breastfeeding after birth trauma.  Using the Ottawa Charter for Health 

Promotion as a lens, analysis of written descriptions revealed that breastfeeding after 

birth trauma encompasses the embodiment of pain and mistreatment, while feeling at the 

mercy of institutional policies.  Participants also described unique support needs amidst 

opportunities for personal growth.  The findings from this research could be used to help 

healthcare professionals be cognizant of what is important in caring for these individuals 

in the postpartum period and inform the development of supportive health care policies. 
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Author’s Note 

Throughout this thesis I will use a mixture of language to refer to those 

individuals who experience pregnancy, birth, and lactation. In some places, such as in 

reference to past research, I have retained the words women and/or mothers if that was 

the language the original reference used.  In other areas, including text related to the 

recruitment of participants, I have refrained from using the term women or feminine 

pronouns, as I wished to acknowledge that not all individuals who experience 

pregnancy, birth, and lactation identify as women.  I, at times use the word mother in 

addition to birthing parent or parent in the spirit of the belief that the act of mothering is 

a gender-neutral practice, and not a product of sex or gender (See Ruddick, 1995; 

O’Reilly, 2016 for discussion). The term breastfeeding is used for the purpose of 

brevity; however, I acknowledge use of this word is a generalization and does not 

necessarily reflect the spectrum of experiences. I am aware that language could never 

completely convey all the complexities of identity, but I wish to be inclusive of the 

experiences of transgender and gender non-conforming individuals. 
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Researcher’s Perspective  

Breastfeeding and birth trauma are deeply personal for me.  As a mother and a 

friend, I have witnessed and experienced the impact birth can have on a mother’s 

breastfeeding experience.  I have witnessed a disregard and downplaying of a mother’s 

personal birth experience and its impact on the breastfeeding journey.  I have also 

witnessed in myself a determination and heightened inner resolve to breastfeed after a 

traumatic birth.  It is my experience, as a patient, mother, peer breastfeeding supporter, 

and advocate for evidence-informed maternity care, that health professionals and lay 

people alike, in general, do not routinely acknowledge the existence of birth trauma 

and/or its influence on both parent and child.  In the postpartum period, regardless of the 

external circumstances surrounding the birth, birth trauma is rarely acknowledged and 

largely ignored and little in terms of screening or support is offered (Beck, Driscoll, & 

Watson, 2013).  Events which occurred during the birth make little difference to others 

once the child is born.  Often much of the attention is focused on the baby; a healthy 

baby is all that matters.    

It is my understanding that the birth experience is one thing that can impact and 

colour the breastfeeding experience.  I experienced a traumatic birth with the birth of my 

first child.  The birth trauma I speak of is subjective and self-identified (Beck & Watson, 

2008).  Following the birth of my son, I was encouraged by others to feel grateful 

because all that mattered was that both of us were alive.  I was told, “Things could have 

been worse.”  I had a caesarean birth due a misdiagnosis and this set-in motion a 

snowball of complications that resulted in two surgeries and the early separation of my 

son and myself.  During the process I felt many emotions: horror, fear, dissociation, and 
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anxiety at being separated from my son.  Most painful of all was the grief in being 

denied the pivotal experiences of motherhood, consciously witnessing the moment my 

child was born and holding him during the first moments of his life. 

For me, my breastfeeding experience was inexorably linked to my birth 

experience.  Late in pregnancy, I was diagnosed with a condition that necessitated 

having a planned caesarean section.  I disagreed with my doctor’s diagnosis because of 

the ambiguity of my symptoms but was told we would proceed with the original 

diagnosis, rather than exploring the differential diagnoses at this late stage in my 

pregnancy.  My planned caesarean section soon developed into a nightmare emergency 

caesarean section when my water broke five days prior to my scheduled caesarean date.  

Upon arriving at the hospital, I was immediately taken to the operating room where I 

was given spinal anesthesia.  My spinal failed to reach adequate anesthesia on one side 

and after several attempts at repositioning the attending physician decided I would 

require general anesthesia, meaning I would not be conscious for the birth of my son.  I 

was without my husband or support person, as no one else is permitted into the operating 

room (OR) when a caesarean is performed under general anesthesia.  Doctors and nurses 

spoke over me in the OR; no one spoke to me or seemed to care about my needs-the 

patient. While I was strapped to an OR table, health care professionals were speaking 

about me as if I wasn’t in the room.  At this point I was not only terrified but also 

horrified at the fact that neither my husband nor I would witness the birth of our first 

child; however, I felt powerless to argue with this decision or to ask questions.  As the 

mask was placed over my face, I vividly recall a feeling of dread and a total sense of 

detachment from what was happening. 
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 After my son was born it was determined he was hypoglycemic, although to this 

day I am unsure of why his blood sugars were tested in the first place.  He was 

immediately taken to the Neonatal Intensive Care Unit (NICU).  After waking up in the 

Recovery Room I was told my son was in the NICU and that I would be taken to my 

room on the postpartum unit; I would not be able to see my son for several hours later 

that morning.  I was horrified and angry that I could not see my son with my own eyes, 

let alone hold him immediately after birth.  I felt an intense and visceral panic that I had 

given birth, yet I had not seen my baby.  Where was he?  Was something wrong with 

him?  There was no rationale given to me regarding my not being taken to see my son, 

except that the policy at the time was to take mothers from the recovery room straight to 

the postpartum unit.  It was truly unbelievable to me that I was expected to wait several 

hours to hold and bond with the child I had nourished in my body for nine months. 

Thankfully, I was extremely lucky to have an advocate in my mother, who voiced her 

disdain for the utter lack of regard for mother and baby bonding.  It certainly helped my 

case that my mother is a physician, so her remarks were taken seriously by the OR staff 

and the decision was made for me to be wheeled into the NICU on a stretcher so I could 

at least see my son.  Afterwards, I was quickly taken back to my room and was not able 

to physically hold my son or initiate our first breastfeeding for an additional two hours.  

Because my son was hypoglycemic, he was given infant formula. This was given 

without my prior consent or knowledge; I was told after the fact.  Regardless, I was 

determined to exclusively breastfeed and expressed my wish to eliminate the use of 

formula immediately, at the obvious surprise of several NICU nurses.  While my son 

was in the NICU I was made to feel like an inconvenience when I wanted to spend time 
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with my son.  I knew feeding on demand was so important in establishing a healthy milk 

supply in those early days, yet I was often told there were only certain times I could 

enter the unit for feeding.  

Unfortunately, I experienced further setbacks while in the hospital that 

threatened my breastfeeding journey.  Eight hours after my caesarean section, I was 

sitting eating breakfast and I felt the stitches in my incision pop and a rush of blood soak 

my incision dressing.  I called for the nurse and when she came in, she was visibly 

alarmed and immediately grabbed the nearest physician from the corridor.  As the 

physician prodded and packed my open incision at the bedside, she informed me I had 

experienced a wound dehiscence and I would need to be go back to the OR immediately 

to repair it.  It was determined that fascia had not been sutured properly and an arteriole 

had not been cauterized; thus, the continued bleeding and clots had forced my stitches 

open.  This surgery meant I was again separated from my baby for several hours.  Since 

I had eaten and was deemed at risk of aspiration, I was given spinal anesthesia for my 

repair.  I felt like laughing at the irony; I was conscious while they repaired my incision, 

yet when my baby was born, I was unconscious.  I vividly recall lying on the operating 

table crying because I was angry at the unfairness.  I was utterly exhausted, as I had had 

about two hours of sleep in twenty-four hours.  This was not at all how I pictured my 

first days of motherhood, I had only held my child once.  I knew the immediate 

postpartum period would be hard, but I never anticipated that it would be so difficult. I 

lay there worrying if my baby even knew that I was his mother.  I was anxious about 

how I would be able to successfully establish breastfeeding after the repeated 

separations and missed feedings. While in the hospital I felt powerless, like no one 
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listened to me.  I got the impression from hospital staff that this was just a regular day at 

the hospital, yet for me it was the most important part of my life to date, the day I 

became a mother. 

I was incredibly relieved when we were finally discharged and able to go home. 

Eight weeks later I was told my initial diagnosis made during pregnancy, which had 

necessitated a caesarean, was a misdiagnosis and instead I had a benign condition that 

would have had no impact on my ability to have a vaginal delivery.  I do not wish to 

subscribe to games of ‘what if’ but, suffice it to say my caesarean section was not 

necessary at all.  This meant all the complications I experienced were completely 

avoidable; this, of course, made me very angry.  I felt an incredible amount of guilt that 

it was somehow my fault I had not had a better birth experience.  I chastised myself for 

not being more assertive about my misdiagnosis. Why didn’t I question my doctor 

more? I relived the events of my son’s birth over and over. I had dreams that my child 

was not mine because neither I nor my husband had actually witnessed our son’s birth.  I 

couldn’t seem to resolve my feelings, so I focused my energy on breastfeeding.  I felt 

more determined than ever to breastfeed, it felt like it was the only thing I was capable 

of doing to make up for a stressful birth.  I took joy in knowing that I was providing my 

son with optimal nutrition.  After feeling at the mercy of the circumstances surrounding 

my son’s birth, breastfeeding felt like something I had control over.  I felt by 

breastfeeding I was making amends to myself and my child. 

 I acknowledge a lot of the success I had in breastfeeding after a traumatic birth I 

owe to a strong support network.  I am a third generation of breastfeeding mothers in my 

family, my mother breastfed me and my grandmother had breastfed my mother at a time 
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when it was not promoted as it is now.  I also happen to come from a family with several 

health professionals who are educated about breastfeeding and willing to offer support.  

It was likely this support that propelled me towards, what was ultimately a positive 

breastfeeding journey.  My personal reflections on my son’s birth and our breastfeeding 

journey ignited in me a desire to learn of others’ experiences.  I now desire to hear other 

birthing parent’s stories and learn what breastfeeding after a traumatic birth means for 

them.  In sharing my story, I hope it is apparent that my words are not every mother or 

birthing parent’s story, they are simply my perspective, my birthing experience, my 

journey, my words.  I do not speak for all who have experienced birth trauma.  I bring 

this story with me on this research journey; it is after all my personal experience, that 

sparked my desire and passion to illuminate and explore the experience of others.  It is 

my hope that through this research other mothers and birthing parents will be given a 

voice from which we can learn. 
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Chapter I: Introduction and Background 

Giving birth is a transformative experience in a person’s life; the process of 

becoming a mother and parent leaves a person inexorably changed.  For some, childbirth 

may be an empowering experience, while for others it can be utterly terrifying and 

traumatic (Beck, 2004a; Cudmore, 1997; Lindgren & Erlandsson, 2010).  Those who 

experience birth trauma feel lasting distress stemming from their birth experience.  The 

birthing individual’s subjective personal experience lies at the center of birth trauma.  It 

makes little difference if the birth appeared routine or complicated to an observer; the 

person’s individual experience is all that matters (Royal College of Midwives, 2012).   

The subjective nature of birth trauma has made it difficult for clinicians to 

recognize it (Beck, 2004a).  Mothers often report that their experiences of birth trauma 

are largely ignored or swept aside and they are encouraged to focus on the positive 

outcome the baby, rather than the negative birth experience (Beck, 2004a; Beck et al., 

2013; Mojab, 2009).  This lack of recognition of the mother’s experience could further 

isolate these individuals, as literature has found that birth trauma puts mothers at risk of 

mental health issues in the post-partum period (Beck, 2004b; Leeds & Hargreaves, 2008; 

Parfitt & Ayers, 2009; Reid, 2011).  There is a growing body of literature indicating that 

some mothers display symptoms of post-traumatic stress and meet the criteria for Post-

Traumatic Stress Disorder (PTSD) following a traumatic birth (Beck, Gable, Sakala, & 

Declercq, 2011; Creedy, Shochet, & Horsfall, 2000; Haagen, Moerbeek, Olde, van der 

Hart, & Kleber, 2016; James, 2015; Soet, Brack, & DiIorio, 2003).  Literature on the 

subject has revealed that birth trauma can have additional long-lasting consequences; 
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from negatively impacting mothers’ relationship with their infants and partners, to 

increased health care utilization in the first-year post-partum (Ayers, Eagle, & Waring, 

2006; Parfitt & Ayers, 2009; Reid, 2011; Turkstra et al., 2015).   

The impact of birth trauma on breastfeeding is not well understood but certain 

birth practices, such as caesarean delivery and lack of skin to skin contact immediately 

after birth, have been found to be detrimental to breastfeeding initiation and continuation 

(Chen et al. 2018; Morillo et al. 2019; Smith & Kroeger, 2009).  The relationship 

between birth trauma and breastfeeding warrants further exploration because of the 

number of documented health risks associated with the use of infant formula and early 

cessation of breastfeeding, including increased risks of childhood obesity, asthma, otitis 

media, sudden infant death syndrome (SIDS) and increased rates of hospitalization in the 

first year of life (Bartick et al. 2017; McNiel, Labbook & Abrahams, 2010; Wang, 

Collins, Ratliff, Xie, & Wang, 2017). 

 Breastfeeding is widely acknowledged as the ideal method of infant feeding.  

Breastmilk is a living substance that provides distinct immunological and biological 

properties that protect both mothers and infants from several diseases over the course of 

the life span (U.S. Department of Health and Human Services, 2011; Victora et al., 

2016).  The World Health Organization (WHO) and Health Canada both recommend 

exclusive breastfeeding for the first six months of life, with continued breastfeeding in 

conjunction with complementary foods for up to two years and beyond (Health Canada, 

Canadian Paediatric Society, Dietitians of Canada, & Breastfeeding Committee for 

Canada, 2015; World Health Organization [WHO], 2003).  Despite these 

recommendations many individuals are unable to meet these targets. According to the 
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Public Health Agency of Canada, Canadian breastfeeding initiation and duration rates 

have remained relatively steady since 2005, with 90.3% of women initiating 

breastfeeding (Green & Public Health Agency of Canada, 2019; Statistics Canada, 

2013).  Yet these high rates do not persist, as breastfeeding rates continue to fall after 

birth; at six months of age only 33 to 42% of Canadian babies are still breastfed 

(Statistics Canada, 2018).  Historically breastfeeding rates in Atlantic Canada have been 

among the lowest in Canada.  Breastfeeding initiation rates in New Brunswick are 

significantly lower than the national average at 77.7% and decrease to 55.5% at hospital 

discharge (Perinatal NB, 2017; Statistics Canada, 2013).  Many mothers who intend to 

breastfeed stop breastfeeding before they planned to (Brown, 2018; Hamlyn, Brooker, & 

Oleinikova, 2002).  Research related to breastfeeding has mainly explored variables that 

influence breastfeeding initiation and duration.  Listening to Mothers III, a survey 

examining the experiences of childbearing women across the US, found that 

approximately 50% of mothers are unhappy with their duration of breastfeeding 

(Declercq, Sakala, Corry, Applebaum, & Herrlich, 2013a) 

Gaps in the Research 

In my experience as both a mother and a graduate student, I gained knowledge 

that suboptimal breastfeeding and early cessation of breastfeeding are important public 

health issues that can have significant negative consequences for individuals and the 

population.  After much thought and review of the literature it became clear to me that 

there were large gaps in our knowledge of the experience of breastfeeding.  Much 

attention had been given to variables that influence breastfeeding initiation and duration 
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but there was very little attempt to understand the meaning of breastfeeding experiences 

in the context of women’s everyday lives (MacLean, 1990; Spencer, 2008).  In 

reviewing the literature, I encountered research focusing on the relationships between 

birth practices or interventions and breastfeeding rates (Aryal & Sharma, 2017; Chen et 

al. 2018; Marín Gabriel et al. 2015; Morillo et al. 2019; Orbach-Zinger at al. 2019; Vila-

Candel, Duke, & Soriano-Vidal, 2017) but found there was a lack of impetus to 

understand the mothers’ perspectives and their lived experience.  Research that treats 

breastfeeding as discrete and separate from the experiences of pregnancy, birth, post-

partum, and infant care will never elucidate the understanding of embodied experiences 

that are integral in informing effective health promotion strategies (MacLean, 1989).  

Spencer (2008) articulated that hermeneutics, such as phenomenological methods that 

take into account feminist perspectives could offer a much-needed understanding of the 

lived experience of breastfeeding.  How breastfeeding occurs in the context of a parent’s 

life is important; there is a need for research that attempts to understand the experience 

of breastfeeding in contemporary Western society (Spencer, 2008).  

The stories of our lives are pieced together by our personal experiences.  Our 

personal experiences are opportunities to find meaning and connection with other human 

beings.  Following my personal experience of breastfeeding after traumatic birth I 

wanted to connect with other mothers and birthing parents and attempt to understand 

their experiences.  I desired to learn about other parent’s breastfeeding experiences but 

was struck by the lack of academic resources on birth trauma, let alone its impact on 

breastfeeding.  The National Collaborating Centre’s for Public Health (2007) report 

Public Health Knowledge Gaps and Research Priorities identified that there are 
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significant knowledge gaps in maternal and infant health research, stating that, “there is 

a need for research that explores a qualitative understanding of breastfeeding decision-

making, practices and experiences” (Ciliska, Peirson, & Muresan, 2007, p.  10).  More 

recently, Leeming, Marshall, and Locke (2017) articulated that qualitative methods are 

oft neglected in breastfeeding research, yet such methods are uniquely suited to the 

exploration of the psychosocial understanding of breastfeeding.  In view of these 

knowledge gaps, it is clear that the health care system could better meet the needs of 

these mothers and birthing parents.  It became apparent to me that understanding the 

subjective experience of breastfeeding after birth trauma was important in itself but 

when viewed through the lens of the Ottawa Charter, the lived experiences could 

provide insight into patient experience of the health system as well. 

Ottawa Charter  

Over the last forty years, understandings of health and the role of the health care 

system has evolved to encompass a socio-environmental approach to health promotion. 

The Ottawa Charter contributed to this shift in understanding of health from the 

individual level to the societal level (Thompson, Watson & Tilford, 2018).  This shift in 

thinking highlighted how health is both a subjective experience and a collective 

responsibility.  As a graduate student in the Applied Health Services Research program I 

was exposed to the concepts of  Health Promotion that are communicated in the Ottawa 

Charter for Health Promotion (WHO, 1986).  Through my courses I came to understand 

that Health Promotion is an aspect of Primary Health Care.  Primary Health Care is a 
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broad societal approach to health, it encompasses the broader determinants of health and 

addresses how all aspects of the society interact to produce wellbeing (WHO, 2019).  

Primary Health Care is an approach to health that goes beyond traditional 

Western models of health care, one that encompasses health promotion as an integral 

part of the health care system (WH0), 2019).  The Primary Health Care approach 

emphasizes the prevention of illness and the promotion of health in the context of 

everyday life and the Ottawa Charter does an excellent job of articulating this approach 

into health promotion strategies that can be informed by and used within the community 

(WHO, 1986; World Health Organization & UNICEF, 1978).  The Ottawa Charter for 

Health Promotion (The Ottawa Charter) presented a continuation of the work started in 

1978 with the Declaration of Primary Health Care at Alma Ata and presents five action 

strategies: Build  Healthy Public Policy, Create Supportive Environments; Strengthen 

Community Action, Develop Personal Skills, and Reorient Health Services (WHO, 

1986).  

The prerequisites that underly the five action strategies of the Ottawa Charter are 

advocate, enable and mediate (WHO, 1986).  To attain health, we must think of health as 

the sum of many parts and advocate for health in all aspects of life from the physical and 

emotional to the political, cultural and geographical.  Advocating for health calls for 

increased understanding of how to achieve health.  Enabling health focuses on fostering 

equity so that everyone has equal opportunity to attain wellbeing (WHO, 1986).  

Because health is a collective responsibility, there will always be competing interests 

hence all aspects of society must work in concert to mediate health (WHO, 1986).  

Mediation can be done through systemic policies that are protective of health.  
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Health is enabled when the healthcare system and those working in it value and 

centre the unique needs of the patient.  Health promotion was conceived of as way to 

move beyond an individualistic responsibility for health, yet this does not mean we 

negate the importance of the individual experience of health (Wilberg, Saboga-Nunes, & 

Stock, 2019).  There is a need for health care that takes into account the lived experience 

of individuals, therefore it is important to elucidate what it means to breastfeed after 

birth trauma. 

Baby-Friendly Hospital Initiative 

  The Ottawa Charter is the foundation for the Baby-Friendly Hospital Initiative 

(BFHI).  The WHO/UNICEF Baby Friendly Hospital Initiative (WHO, 2018) serves as a 

guideline for evidence-informed decision making for infant feeding practices and is 

reflective of the health promotion approaches outlined in the Ottawa Charter.  The 

immediate postpartum period is a time-sensitive period for successfully establishing 

breastfeeding.  Lack of support and inappropriate policies and procedures can jeopardize 

breastfeeding initiation and lead to early cessation of breastfeeding (WHO, 2018).  

Launched in 1991, the Baby-Friendly Hospital Initiative was created to help facilities 

implement the Ten Steps to Successful Breastfeeding.  Facilities that document their 

implementation of the Ten Steps, compliance with International Code of Marketing of 

Breast-milk Substitutes and acknowledgement of World Health Assembly Resolutions 

can receive the Baby-Friendly Designation (WHO, 2018). 

 The Ten Steps to Successful Breastfeeding are: 1a. Comply fully with the 

International Code of Marketing of Breast-milk Substitutes and relevant World Health 
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Assembly resolutions; 1b. Have a written infant feeding policy that is routinely 

communicated to staff and parents; 1c. Establish ongoing monitoring and data-

management systems; 2. Ensure that staff have sufficient knowledge, competence, and 

skills to support breastfeeding; 3. Discuss the importance and management of 

breastfeeding with pregnant women and their families; 4. Facilitate immediate and 

uninterrupted skin-to-skin contact and support mothers to initiate breastfeeding as soon 

as possible after birth; 5. Support mothers to initiate and maintain breastfeeding and 

manage common difficulties; 6. Do not provide breastfed newborns any food or fluids 

other than breast milk, unless medically indicated; 7. Enable mothers and their infants to 

remain together and to practice rooming-in 24 hours a day; 8. Support mothers to 

recognize and respond to their infants’ cues for feeding; 9. Counsel mothers on the use 

and risks of feeding bottles, teats and pacifiers; and 10. Coordinate discharge so that 

parents and their infants have timely access to ongoing support and care (WHO, 2018).  

There is significant evidence that the BFHI and implementation of the Ten Steps 

improves breastfeeding initiation and duration (Fallon, Harrold, & Chisholm, 2019; 

Pérez‐Escamilla, Martinez, & Segura‐Pérez, 2016).  Implementation of the BFHI has 

also been found to improve the breastfeeding experience, promoting bonding, feelings of 

empowerment and support in the postpartum period (Eckenrode, 2018; Groleau, Pizarro, 

Molino, Gray‐Donald, Semenic, 2017; Pérez‐Escamilla et al., 2016).  

As a peer breastfeeding support volunteer and someone who experienced birth 

trauma I was frustrated with the lack of recognition and support of people’s 

breastfeeding experiences following birth trauma.  In reflecting upon my own 

experience, I struggled with the mismatch between my experience and the strategies 
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outlined in the Ottawa Charter and the BFHI.  In my experience, strategies of the Ottawa 

Charter were being under utilized to foster the health needs of those breastfeeding after 

birth trauma and a renewed commitment to the BFHI was of critical necessity.  

Individuals who have experienced birth trauma are a self-identified population, 

understanding the breastfeeding experience through the lens of the Ottawa Charter in 

concert with the steps outlined in the BHI, allows stakeholders to have a better 

understanding of breastfeeding after birth trauma. 

I suspected that those who have experienced birth trauma were an underserved 

and unrecognized population.  I believed that if we listened to the experiences of 

mothers and birthing parents, we could begin to build an understanding of the needs of 

this population.  As such, clinicians and policy makers alike could better utilize the 

action strategies outlined in the Ottawa Charter to address these individuals’ needs in the 

postpartum period and perhaps renew commitment to the Ten Steps outlined in the 

BFHI.  By improving our understanding of the context and everyday lived experiences 

we could allow these breastfeeding parents to identify and define their needs and 

therefore increase the capacity for this population to attain wellbeing.  A result of this 

would be personalized care that meets the needs of this population and empowers these 

parents to reach their full health potential. 

Primary Health Care defines health as a fundamental right that is not merely the 

absence of disease (WHO & UNICEF, 1978).  To adequately support this population in 

their attainment of health it was integral that we explore what the breastfeeding 

experience means to these individuals in their own words—how they understand their 

experience.  In embarking on this research, I could only identify my own personal 
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breastfeeding experience; I did not purport to think my single experience was universal.  

Without knowledge of the lived experience, it is impossible to know whether birthing 

parents considered their birth trauma to have been detrimental or facilitative to their 

breastfeeding experience.  It is possible that birth trauma hinders the breastfeeding 

experience for some, while heightens the resolve to breastfeed for others.   

Qualitative research on birth trauma and breastfeeding is just starting to emerge. 

Prior to Beck and Watson’s (2008) qualitative study on the impact of birth trauma on 

breastfeeding, no previous studies quantitative or qualitative existed.  Previous research 

looking at birth factors and breastfeeding have been quantitative in nature and focused 

on physiological variables, namely by measuring labour length and its influence on milk 

production (lactogenesis), milk volume, and breastfeeding duration (Dewey, 2001; 

Dewey, Nommsen-Rivers, Heinig, & Cohen, 2003; Dimitraki et al. 2016; Grajeda & 

Perez-Escamilla, 2002; Murase etal. 2014). Many years ago, MacLean (1989) called 

attention to the need for breastfeeding research within a health promotion framework 

and emphasized that phenomenology and other hermeneutics are best suited to remedy 

the reductionist views of much of the current research. 

 I aimed to explore the meaning of mothers and birthing parent’s experiences 

breastfeeding following a traumatic birth using a phenomenological method.  

Descriptive phenomenology aims to uncover meanings in human experiences.  

Employing Giorgi’s (1970; 2009) descriptive phenomenological approach allowed me to 

describe the everyday lived experience of breastfeeding following birth trauma.  I had 

experienced breastfeeding following birth trauma, but I wished to uncover the meaning 

of others’ experiences as well; this was only possible if I could seek out other mothers 



11 

 

and birthing parents who wished to share their experiences with me.  My research 

question was, What is the meaning of the experience of breastfeeding following a 

traumatic birth? 

Significance of this Study 

Improving the health of mothers, birthing parents, and infants is an important 

public health issue that echoes through the lifespan. The journey to motherhood is a life 

altering experience; even years later the saliency in which mothers recall their 

experiences surrounding the birth of their children is remarkable.  Negative memories of 

how mothers are treated during childbirth and during the postpartum period are often the 

most the vivid and persistent of all (Crawley et al., 2018; Forssén, 2012; Simkin, 1991).  

Intense feelings can create long lasting memories for years to come.  Crocker and 

Johnson (2006) illustrate the poignancy of health care experiences in their book 

Privileged Presence: 

When people are dealing with illness or injury, their own or loved ones’, all their 

senses are intensified. Health care experiences are defining moments in people’s 

lives, full of poignancy and power, and are remembered for years often in vivid 

detail. (p. 3)  

As a researcher I believe it is an honour to be privy to these defining moments in 

people’s lives.  I think we have a duty to use this information to improve upon the care 

mothers and birthing parents will receive in the future.  It is my hope that the exploration 

of these experiences will inform the provision of perinatal healthcare and strengthen the 
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action strategies defined in the Ottawa Charter, particularly by creating supportive 

environments for these parents (WHO, 1986).  

By listening to the lived experiences of these mothers and birthing parents we 

can become attuned to what is important to them.  I believe that these parents could be 

helped by many, if not all of the strategies outlined in the Ottawa Charter, however it 

was important to ascertain which strategies were in alignment with the needs of these 

individuals.  This was an important topic to explore, as the findings could be used to 

help health professionals be cognizant of what is important in caring for these 

individuals in the post-partum period; this in turn could lead to the development of 

supportive healthy public policies that will enhance these individuals’ attainment of 

well-being and changes in patient care.  The subsequent chapter will situate the current 

research on birth trauma and breastfeeding.  
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Chapter II:  Literature Review 

To expand beyond my personal experience of breastfeeding after birth trauma I 

consulted the literature on the experience of breastfeeding after birth trauma.  To 

contextualize the state of the research on the breastfeeding experience after birth trauma, 

I performed a search of the literature using MEDLINE, CINAHL, PsychINFO and 

Google Scholar using the keywords: birth trauma, traumatic childbirth, experience, post 

traumatic stress, PTSD, and breastfeeding, for the years 2008 to 2018.  I sought research 

that described the experience of breastfeeding after birth trauma yet there was a paucity 

of research.  Despite repeated calls for increased qualitative perinatal health research 

taking into account the subjective experience of birth and breastfeeding, I found very 

little.  Due to the scarcity of articles, I then expanded the search to include all years from 

2000 on.  The only existing research on breastfeeding after birth trauma was Beck and 

Watson’s (2008) aforementioned phenomenological study.  In the wake of this scarcity 

of research I was left to situate the current knowledge on birth trauma and breastfeeding 

by outlining the importance of breastfeeding, defining birth trauma and its sequelae and 

articulating the relationship between breastfeeding and birth practices.  Both 

breastfeeding and birth are important to parents and while the current literature 

reinforces that, much of the current research has treated breastfeeding as discrete and 

distinct from the act of birth, as noted in this overview of the literature.  This is 

contradictory to my lived experience and the experience of my peers.  It is my hope that 

my research will become a springboard for continued research on the experience of 

breastfeeding after birth trauma.  
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What is birth trauma?  

Childbirth is challenging by nature; even an uncomplicated vaginal birth can test 

the limits of a person’s inner reserves.  Some parents’ birth experiences exist beyond 

these limits and they experience physical and/or psychological trauma.  This is birth 

trauma.  Prior to Beck’s (2004a) ground breaking study, the experience of birth trauma 

was largely absent from the research literature.  The experience of birth trauma is 

subjective; “it lies in the eye of the beholder” (Beck, 2004a, p. 32).  Beck (2004a) 

defined birth trauma as, “an event occurring during the labour and delivery process that 

involves actual or threatened serious injury or death to the mother or her infant” (p. 28).  

For the mother, birth trauma is characterized by feelings of intense fear, helplessness, 

loss of control, loss of dignity, and horror (Beck, 2004a).  Trauma can take place during 

any phase of the childbearing process and is often the result of negative outcomes or 

psychological distress (Beck, Driscoll, & Watson, 2013). 

Past research has brought to light the risk factors for birth trauma and the 

subsequent development of post-traumatic stress symptoms.  Risk factors for perceiving 

childbirth as traumatic can include pre-existing maternal factors, aspects of the birth 

process or conditions surrounding the birth and the immediate postpartum period (Olde, 

Vanderhart, Kleber, & Vanson, 2006).  Researchers have documented that 

circumstances surrounding the birth such as a high level of obstetric interventions, 

emergency caesarean section, preeclampsia, negative health care professional-mother 

contact, uncontrolled pain, perinatal dissociation, and feeling a loss of control can put 

individuals at risk of birth trauma and subsequent post-traumatic stress symptoms (Olde 

et al., 2005; Olde et al., 2006; Soet, Brack, & DiIorio, 2003; Stramrood et al., 2011; 
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Tham, Christensson, & Ryding, 2007).  In the mother, identified risk factors are: a 

history of psychological problems, depression, anxiety, poor coping mechanisms, prior 

sexual abuse, low level of education, lack of partner support, and feeling a loss of 

control (Wijma, Söderquist, & Wijma, 1997; Creedy, Shochet, & Horsfall, 2000; Soet et 

al., 2003; Olde et al., 2005; Engelhard, van den Hout, & Schouten, 2006; Söderquist, 

Wijma, Thorbert, & Wijma, 2009).  Some research has presented the idea that being a 

first-time mother and undergoing an emergency caesarean section are predictors of birth 

trauma (Boorman & Fenwick, 2014).  During and after birth, a lack of support and poor 

care from health professionals is also an important factor that puts women at risk of 

post-traumatic stress symptoms (Cigoli, Gilli, & Saita, 2006; Czarnocka & Slade, 2000; 

Ford & Ayers, 2009).      

Negative birth experiences.  The birth of a child is thought to be one of the most 

positive experiences in a parent’s life.  Yet, there is a growing body of research that 

mothers across the globe are having negative childbirth experiences and are being 

subjected to disrespect, neglect, maltreatment, and even abuse during childbirth (Bohren 

et al., 2015).  In their document titled, WHO recommendations: Intrapartum Care for a 

Positive Childbirth Experience, the World Health Organization (2018b) pointed out that 

across both developed and developing countries, the focus on clinical outcomes is 

undermining mother’s preferences in child birth, contributing to negative birth 

experiences and actually putting birthing parents at risk with increasing subjection to, 

often unnecessary, clinical interventions.  Ignoring birthing parents birth preferences 

robs parents of their autonomy, jeopardizing the common pursuit of a positive birth 

experience. 
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 Individuals who experience birth trauma may feel isolated in their negative 

experience.  Through my personal experience I have witnessed that birth trauma is 

seldom acknowledged by others.  It may be a neglected issue because after birth there is 

a tendency to focus on the peak outcome of the event, the arrival of the baby.  As long as 

the baby is alive and thriving it is easy for others to dismiss any negative experiences 

that occurred during the intrapartum period.  Surveys done in the post-partum period 

suggest that, sadly, many mothers do not perceive their births as positive experiences.  

According to the Canadian Maternal Experiences Survey (Bartholomew & Public 

Health Agency of Canada, 2009), a significant proportion of mothers are unhappy with 

their birth experience, with 20% reporting their birth was not a positive experience.  

Cross-sectional research done in the US found 29.6% of women perceived their birth 

experience as negative (Sorenson & Tschetter, 2010). 

A number of factors can contribute to the perception of a negative birth.  

Research done by Aktaş and Aydin (2019) found mothers attributed negative birth 

experiences to an inability to cope with pain, hospital policies and birth interventions.  

Nystedt and Hildingsson (2018) similarly found that emergency birth interventions were 

associated with negative birth experiences.  Conversely, Henriksen, Grimsrud, Schei & 

Lukasse (2017) discovered negative birth experiences were a result of mothers not 

feeling seen or heard during the delivery process.  Individuals with negative birth 

experiences can experience greater risk of developing PTSD and other symptoms of 

trauma (Ayers, Bond, Bertullies, & Wijma, 2016; Olde et al. 2005).  

Mistreatment in childbirth.  Negative birth experiences can stem from 

mistreatment in childbirth. How parents are treated during birth and immediately after 
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impacts whether they feel their birth was traumatic or not (Reed, Sharman & Inglis, 

2017).   In asking participants what caused their birth to be traumatizing, Reed at al. 

(2017) uncovered that it was actions and interactions with care providers which caused 

women to frame their birth as traumatic.  Women deemed their birth traumatic if care 

providers prioritized their own agenda over the birthing person, disregarded the 

knowledge and needs of the patient, used lies or coercion when communicating or 

violated patient autonomy (Reed et al. 2017).  Bohren et al. (2015) found that 

mistreatment in childbirth occurs at the personal level through negative interactions 

between parents and care providers but also at the system level, when breakdowns occur 

within the healthcare facility and the healthcare system as a whole.  Trauma can be 

intensified when inadequacies exist within healthcare facilities and systems such as 

staffing shortages, inadequate resources, poor working culture and lack of redress 

(Bohren et al. 2015).  Parents want to be respected and feel in control of their birth.  

Care that is impersonal and systematic, that caters to the system rather than patient 

preferences leaves parents feeling traumatized.  Mistreatment in childbirth and resultant 

birth trauma exists globally (Šimonović, United Nations Human Rights Council Special 

Rapporteur on Violence Against Women., & United Nations Secretary-General, 2019). 

Birth trauma incidence.  Past research exploring the incidence of birth trauma 

has demonstrated that 23-45% of women report experiencing a traumatic birth.  In their 

longitudinal study Sawyer, Ayers, Young, Bradley, and Smith (2012) reported that 23% 

of their sample found their childbirth to be traumatic.  In an Australian study, Creedy, 

Shochet, and Horsfall (2000) found that at 4-6 weeks post-partum 1 in 3 mothers 

reported they had experienced childbirth trauma and 5.6% met the criteria for PTSD.  
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Another Australian study found that 45% of their participants reported having 

experienced birth trauma (Alcorn, O’Donovan, Patrick, Creedy, & Devilly, 2010). 

Research from the US found that 34% of mothers had experienced birth trauma (Soet, 

Brack, & Dilorio, 2003).  Using an internet sample, Sawyer and Ayers (2009) reported 

37.2% of mothers experienced birth trauma.  More recent research using perceived 

threat and emotional response criterion found birth trauma incidence to be 14.3%, if 

emotional response criterion were removed the rate shot to 29.4% (Boorman, Devilly, 

Gamble, Creedy, & Fenwick, 2014). 

PTSD.  Negative perceptions of birth trauma can persist long after birth and be 

accompanied by symptoms of PTSD (Ayers & Pickering, 2003).  The DSM-V 

(American Psychiatric Association, 2013) defines PTSD as: 1. Intrusive symptoms, that 

involve persistent recollections of the event through flashbacks, dreams, or intrusive 

thoughts at reminders of the event. 2.  Persistent avoidance of internal and external 

stimuli related to event, such as avoidance of people, places and situations. 3.Negative 

alterations in cognition and mood, such as negative emotional state and/or detachment.  

4. Heightened alternations in arousal as evidenced by the two of the following: difficulty 

falling or staying asleep, irritability, difficulty concentrating, hypervigilance and an 

exaggerated startle response. For a diagnosis of PTSD, symptoms must be present in the 

last three areas for a duration longer than a month. 

 Much of the research that exists on birth trauma has focused on the prevalence of 

PTSD symptoms.  Studies have reported the prevalence rate for PTSD following 

childbirth to be between 1.9% in research done in Sweden (Wijma et al., 1997) to 21% 

in a sample from the Netherlands (Haagen, Moerbeek, Olde,van der Hart, & Kleber, 
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2015).  Researchers looking at the prevalence of any post-traumatic stress symptoms 

have found rates as high as 41.2% (Anderson, 2010).  In examining a Canadian 

population, Verreault et al. (2012) studied the prevalence of PTSD symptoms at 4-

6weeks, 3, and 6 months post-partum and found rates of 7.6, 6.1, and 4% respectively.  

While it is important that research explore the antecedents and the prevalence of birth 

trauma, this type of research lacks an important piece of the puzzle: the mother or 

birthing parent’s perspective.  

 Birth trauma and resultant PTSD can be detrimental to various aspects of a 

person’s life.  Aside from the obvious and expected impact on mental health, researchers 

have begun to uncover how post-traumatic stress symptoms can impact the mother’s 

relationship with their baby and partner.  Ayers and Parfitt (2009) found in their 

quantitative study that high rates of PTSD symptoms have a negative effect on the 

mother-baby bond.  There is also some research that suggests mothers who experience 

PTSD have attachment difficulties demonstrated by difficulties with bonding and 

breastfeeding (Ballard, Stanley, & Brockington, 1995; Parfitt & Ayers, 2009).  

Exploratory qualitative research has found mothers believe PTSD after childbirth has a 

negative impact on the couple’s relationship and the ability to bond with their baby 

(Berg & Dahlberg, 1998; Dekel, Thiel, Dishy, & Ashenfarb, 2019; Nicholls & Ayers, 

2010).  Additionally, co-morbidity has been found between post-traumatic stress 

symptoms and postpartum depression ( Dekel, Ein-Dor, Dishy, & Mayopoulos, 2020; 

White, Matthey, Boyd, & Barnett, 2006).  In exploring the long-term effects of PTSD 

after childbirth Ayers, Eagle, and Waring (2006) found mothers reported a negative 

impact on their relationship including sexual dysfunction, more disagreements and 
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blaming the partner for the events of the birth.  In terms of the impact on the mother-

baby bond, almost all women in the study reported feelings of rejection towards their 

baby and long-term problems with attachment (Ayers, Eagle, & Waring, 2006) . This in 

line with Beck and Watson’s (2008) seminal birth trauma research. 

 Research on birth trauma is still in its infancy.  As previously noted, past 

research has tended to focus on risk factors for post-traumatic stress symptoms 

following childbirth and rates of PTSD.  The experience of the birthing parents and the 

meaning they give to their experience has received limited attention.  Only one study has 

examined mothers’ perceptions of what constitutes birth trauma (Beck, 2004a). Looking 

at an internet sample of forty mothers from various countries Beck (2004a) found that 

mothers described birth trauma as comprising an absence of caring from health care 

providers, inadequate communication with staff, unsafe medical care, and a 

preoccupation with the delivery outcome.  As someone who experienced birth trauma, I 

can identify with these components of birth trauma.  (See Researcher’s Perspective on 

page 1.)  

 In reflecting upon my own birth trauma experience it occurred to me the role 

breastfeeding played in my healing and coming to terms with my traumatic birth. 

Breastfeeding became something positive that I was in control of, as opposed to my birth 

experience which I did not feel in control of.  I looked to the research literature to seek 

affirmation that other mothers had similar experiences with breastfeeding after birth 

trauma, what I found was a paucity of research.  There is research investigating birth 

practices and its impact on breastfeeding (Aryal & Sharma, 2017; Chen et al. 2018; 

Marín Gabriel et al. 2015; Morillo et al. 2019; Orbach-Zinger at al. 2019; Vila-Candel, 
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Duke, Soriano-Vidal, 2017) but only one that looked specifically at the experience of 

birth trauma and breastfeeding (Beck & Watson, 2008).  After shedding light on 

mothers’ perceptions of birth trauma, Beck partnered with Watson, the chair of the 

Trauma and Birth Stress (TABS) website and continued her exploration of birth trauma 

by looking at its impact on the breastfeeding experience. Beck and Watson (2008) found 

that mothers were propelled down one of two pathways after birth trauma: one which 

facilitated breastfeeding or the other which hampered breastfeeding.  Using Colaizzi’s 

phenomenological method eight themes emerged from their research, five themes 

illustrated how birth trauma was detrimental to the breastfeeding relationship and three 

spoke of how birth trauma assisted in successful breastfeeding.  Themes were depicted 

as weights on a scale, with one end of the scale facilitating breastfeeding and the other 

damaging breastfeeding.  Depending on the combination of themes experienced, 

breastfeeding was facilitated or hampered (Beck & Watson, 2008).  

Why is breastfeeding important?   

Breast milk is widely acknowledged as the ideal source of nutrition for infants 

and toddlers.  The World Health Organization (2003) recommends exclusive 

breastfeeding for the first six months of life, with continued breastfeeding in conjunction 

with nutritious, complementary foods for up to two years and beyond.  This 

recommendation is also endorsed by Health Canada, the Canadian Pediatric Society, 

Dietitians of Canada, and Breastfeeding Committee for Canada (2015).  There exists a 

robust knowledge of the positive impact breastfeeding has on the health of mothers and 



22 

 

babies (Rollins et al., 2016).  Additionally, there are economic and environmental 

benefits of breastfeeding that are widely recognized.  

Health impact.  Breastmilk is unique in that it is a live substance that contains 

stem cells and has distinctive immunological and anti-inflammatory properties that offer 

protection against several diseases and illnesses (Binns, Lee, & Low, 2016).  Recent 

reviews have highlighted that never before have we known so much about the health 

impacts of breastmilk and the integral role it plays in the microbiome of the infant and 

reproductive cycle of the mother (Sankar et al., 2015; Victora et al., 2016).  

Breastfeeding is considered one of the most important health interventions for 

decreasing child mortality under five (Bartick et al., 2017).  Research out of the US 

reported 721 child deaths could be saved per year if breastfeeding rates were at optimal 

levels (Bartick et al., 2017).  An  estimated  823,000 lives could be saved globally if 

90% of  children were breastfed for the  first year of life (Victora et al., 2016).   Globally 

there is a 50% reduction in the risk of death from infectious diseases for children 

breastfed between 6 and 23 months of age (Horta, World Health Organization, & 

Department of Child and Adolescent Health and Development, 2007; Sankar et al., 

2015). 

Suboptimal breastfeeding puts children at increased risk for a variety of illnesses 

and diseases in both the short term and over the course of the lifespan (Bartick & 

Reinhold, 2010).  In the short-term children who are breastfed face less risk of 

contracting otitis media and diarrhea (Bowatte et al. 2015; Ho et al. 2018; Hora & 

Victora, 2013).  There is also evidence to suggest that babies who are breastfed are less 

likely to suffer from lower respiratory infections (Tromp et al. 2017); leukemia (Amitay, 
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& Keinan-Boker, 2015), and sudden infant death syndrome (Thompson et al. 2017).  For 

children who are born prematurely, exclusive breastfeeding offers substantial protection 

against necrotizing enterocolitis, a serious and life-threatening condition (Feinberg et al. 

2017).  Breastfeeding for longer durations is also associated with fewer dental 

malocclusions and higher intelligence, these effects persist beyond childhood into 

adulthood (Victora et al., 2016). 

Breastfeeding is often framed as a children’s health issue; however, 

breastfeeding has a marked and substantial impact on the health of mothers and birthing 

parents as well.  Research done by Bartick et al. (2017) found that when compared to 

children’s health the increased mortality and health care costs due to suboptimal 

breastfeeding rates actually have a greater impact on mothers’ health outcomes.  There is 

evidence that breastfeeding reduces the risk for developing ovarian (Gaitskell et al. 

2018) and breast cancer (Zhou et al. 2015).  It is estimated that if global breastfeeding 

rates were increased to optimal levels, 20,000 breast cancer deaths could be prevented 

per year (Victora et al., 2016).   

Researchers have also begun to look at the role breastfeeding plays in reduction 

of women’s risk of cardiovascular disease and diabetes. In their review of the literature 

Schwarz and Nothnagle (2015) identified that women who had a history of more than 12 

months of lactation were less likely to have hypertension, hyperlipidemia, diabetes, or 

cardiovascular disease.  Any breastfeeding at all has been associated with a 10% 

reduction in cardiovascular disease across the lifespan, with a stronger association being 

for those who breastfeed for durations longer than 12 months (Peters et al., 2017).  There 

are also psychosocial gains associated with breastfeeding. 
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Psychosocial benefits.  Breastfeeding has long been promoted for not only its 

health effects but also its positive effect on the bond between mother and child.  In fact, 

aside from the health benefits, bonding is often cited as a primary reason for wanting to 

breastfeed (Brown, 2018).  Some research suggests breastfeeding may offer protection 

from mental health challenges (Brown, 2018; Chowdhury et al. 2015; Mohamad Yusuff, 

Tang, Binns, & Lee, 2016 ).  In terms of psychological wellbeing, there is research to 

suggest breastfeeding may have a mitigating effect on the risk of developing postpartum 

depression (Borra, Iacovou, & Sevilla, 2014; Mohamad Yusuff, Tang, Binns, & Lee, 

2016).  Postpartum depression is a serious condition that has ill effects on not only 

birthing parents but also their children, as those suffering from the condition may 

experience low levels of parenting efficacy, making it difficult to provide adequate care 

to their babies (Gross & Marcussen, 2017).  Individuals with high levels of breastfeeding 

self-efficacy display greater emotional adjustment to parenting and fewer symptoms of 

depression (Henshaw, Fried, Siskind, Newhouse, & Cooper, 2015). 

In their study of 6,410 mother-infant pairs, Kendall-Tackett, Cong, and Hale 

(2011) found that breastfeeding lowered the risk of maternal depression.  Other 

researchers have found the protective effect of breastfeeding on maternal depression 

continues to persist beyond the immediate post-partum period.  Hahn-Holbrook, 

Haselton, Dunkel, Schetter, and Glynn (2013) found that women who breastfed at three 

months continued to have significantly lowered levels of depression at 24 months.  In 

birthing parents who do experience post-partum depression, breastfeeding protects 

babies from some of the effects of post-partum depression.  Breastfed babies of mothers 

who are depressed were found to be touched and responded to more than babies of 
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depressed mothers who do not breastfeed (Jones, McFall, & Diego, 2004).  Aside from 

protecting against post-partum depression, Handlin et al. (2009) found that breastfeeding 

also inhibits the stress response by lowering maternal cortisol levels. 

Breastfeeding also has implications for the psychological well-being of the child.  

Another positive psychosocial aspect of breastfeeding that persists beyond the post-

partum period is maternal sensitivity.  Maternal sensitivity reflects parents’ ability to 

respond to their infants’ cues; this teaches the child to participate in synchronous 

relationships as they grow and internalize age-appropriate behaviour (Weaver & Papp, 

2018).  Maternal sensitivity is increased with longer duration of breastfeeding (Weaver 

& Papp, 2018).  Following 2,900 mother-infant pairs, Oddy et al. (2010) found that a 

longer duration of breastfeeding was associated with better child mental health at every 

assessment interval up to the age of 14.  Aside from the health benefits, breastfeeding 

also offers economic benefits.  

Economic benefits.  From an economic perspective, in comparison to formula 

feeding, breastfeeding is relatively inexpensive, as little needs to be purchased to sustain 

the breastfeeding relationship.  Breastfeeding parents mothers do require slightly more 

food for the extra calories required to produce milk but other products or equipment 

such as breast pumps are not really necessary (U.S. Department of Health and Human 

Services, 2011).  

 Formula feeding can also have a significant negative impact on health care costs. 

Because breastfeeding has shown to reduce the incidence of certain diseases, higher 

breastfeeding rates can translate into lowered health care costs over the long term. 

Research from the US investigating the economic impact of suboptimal breastfeeding 
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rates found that if 90% of women followed the WHO recommendations of exclusive 

breastfeeding for six months, $17 billion health care dollars could be saved annually 

(Bartick et al., 2017).  While few Canadian studies have directly investigated the link 

between breastfeeding and lowered health care costs, an older New Brunswick study did 

find that the hospitalization rate for formula-fed infants was 55 times greater than 

breastfed infants for common childhood ailments such as ear, gastrointestinal, and 

respiratory illnesses (Beaudry, Dufour, & Marcoux, 1995).  Cost savings may continue 

over the course of the lifetime, as breastfeeding offers protection against asthma, adult 

obesity, and diabetes (New Brunswick Department of Health, 2012). There are 

environmental factors to consider as well. 

Environmental impact.  It has become increasingly apparent that breastfeeding 

offers a substantial environmental benefit (U.S. Department of Health and Human 

Services, 2011).  This is especially relevant considering there is growing concern over 

the human impact on the environment; being ecologically responsible has been deemed 

a growing necessity.  The production of infant formula has substantial environmental 

consequences, from the formula packaging that consequently ends up in landfills to the 

gas required to transport formula to retail locations (Linnecar, Gupta, Dadhich & Bidla, 

2014; U.S. Department of Health and Human Services, 2011).  The production of infant 

formula has been found to be a major contributor to rising greenhouse emissions 

(Dadhich, Smith, Iellamo, & Suleiman, 2015).  There is argument for the indirect impact 

formula manufacturing has on water quality through the sheer quantity of water needed 

and the degradation of lowland streams from dairy farming (Joffe, Webster, & Shenker, 

2019; Linnecar, Gupta, Dadhich & Bidla, 2014).  In the Lancet series on breastfeeding 
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Coutsoudis, Coovadia, and King (2009) asserted that 32 million kilowatts (kW) of 

energy are used every year to process, package and transport infant formula in the US.  

Given that globally only 41% of babies under 6 months are exclusively breastfed (World 

Health Organization & United Nation's Children's Fund, 2018) and the infant formula 

industry appears immune to market recessions, with expected growth of 8% per year 

(Rollins et al. 2016); it is alarmingly clear how detrimental suboptimal breastfeeding 

rates are to our planet.  Breastfeeding on the other hand, is a natural, renewable resource 

that requires little in terms of natural resources for its production.  

Breastfeeding rates.  Many New Brunswick parents struggle to breastfeed and/or 

struggle to breastfeed for as long as they had intended.  There are several factors that 

may put families at increased risk of early cessation of breastfeeding.  Research suggests 

that young age, low income, low literacy, decreased social supports, and living in rural 

areas are all factors associated with lower breastfeeding rates (U.S. Department of 

Health and Human Services, 2011).  According to a Health Canada report, The Tides of 

Change: Addressing Inequity and Chronic Disease in Atlantic Canada (Hayward & 

Colman, 2003), Atlantic Canadians face disproportionate rates of these health inequities, 

as evidenced by increased rates of teenage pregnancy, chronic disease, low income, low 

socioeconomic support, low educational attainment, low literacy, and larger rural 

populations, in comparison to other regions in Canada.  Given the specific health profile 

of Atlantic Canada it appears New Brunswick parents may be at particular risk of early 

cessation of breastfeeding.  Incidentally, it is also a population who stands to greatly 

benefit from increased breastfeeding duration rates, considering the evidence that 

breastfeeding is protective for type 2 diabetes, obesity and cardiovascular events 
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(Bartick et al. 2017; McNiel, Labbock & Abrahams, 2010; Wang, Collins, Ratliff, Xie, 

& Wang, 2017).  Improving breastfeeding rates could improve the regions’ health 

profile thereby lessening the burden of certain chronic health conditions across the 

lifespan. 

Most expectant parents intend to breastfeed.  According to Canadian research 

performed by Twells et al. (2016), 78% of mothers intended to breastfeed.  However, 

many individuals end up stopping breastfeeding before they planned.  A national survey 

done in the UK found that 87% of mothers who stopped breastfeeding in the first six 

weeks had wanted to breastfeed longer and 37% of mothers who breastfed for at least 6 

months wanted to breastfeed for longer (Hamlyn, Brooker, & Oleinikova, 2002).  

Research done in the U.S. found 60% of mothers stop breastfeeding before they intended 

to (Odom et al. 2013).  The Listening to Mothers III (Declercq et al. 2013a) survey 

found that only 22% of mothers end up breastfeeding as long as they intended to. 

Mothers and lactating parents may lack the necessary support, particularly in the 

vulnerable days and weeks following discharge from the hospital in order to continue 

breastfeeding.    

How does birth impact breastfeeding?   

Previous research has attempted to elucidate why some parents discontinue 

breastfeeding prior to meeting their breastfeeding goals.  Survey data has identified that 

younger women and women of lower socioeconomic status are more likely to 

discontinue breastfeeding (Ogbo et al. 2019; Statistics Canada, 2013).  Reasons cited for 

the early cessation of breastfeeding are breastfeeding challenges, inadequate milk, and 
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pain (Morrison, Gentry, & Anderson, 2019; Rozga, Kerver, & Olson, 2015).  Mothers 

also reported that their breastmilk did not satiate their infants and their infants lost 

interest (Newby & Davies, 2016).  Mothers frequently report that breastfeeding 

difficulties are the primary reason they stopped breastfeeding before they intended 

(Rozga et al., 2015).  Increasingly, researchers are beginning to look at birth practices 

and how it impacts breastfeeding.  It is now understood that interventions that are 

commonly used during birth can have a negative influence on an individual’s ability to 

breastfeed in the postpartum period.  

Birth practices.  There are important hormonal changes that take place during 

and immediately after birth that facilitate breastfeeding and the production of breastmilk.  

Some research has found that interventions during birth and the type of birth can 

actually impair lactogenesis (the production of breastmilk).  Risk factors for impaired 

lactogenesis are stress, pain, delayed skin to skin and emergency caesarean section 

(Dimitraki et al. 2016; Matias, Nommsen-Rivers, Creed-Kanshiro, & Dewey, 2010; 

Wallwiener et al. 2016).  Past research has identified that sedation, prolonged labour and 

surgical intervention hinder breastfeeding initiation attempts ( Herrera-Gómez et al. 

2015; Lau et al. 2018; Hobbs, Mannion, McDonald, Brockway, & Tough, 2016; Smith 

& Kroeger, 2009).  Reviews have found mixed evidence for the influence of epidural 

anesthesia on breastfeeding; however, a greater number of studies find a negative impact 

on breastfeeding (French, Cong & Chung, 2016).  Vacuum extraction and forceps 

delivery have also been found to be a predictor of breastfeeding cessation (Hall et al., 

2002).  While there is a lack of research, Smith (2007) has postulated that because 
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interventions can cause cephalohematomas, bruises, and nerve damage it can be difficult 

for the infant to adequately breastfeed.  

Much research has focused on the delivery method and its impact on 

breastfeeding.  Prospective studies have found increased breastfeeding difficulties in 

mothers who undergo unplanned caesarean sections (Hobbs et al.  2016; Rowlands & 

Redshaw, 2012).  There is evidence to suggest that caesarean births have a detrimental 

effect on breastfeeding, as individuals who have had caesareans are found to experience 

shorter breastfeeding duration and lower rates of exclusive breastfeeding (Chen at al. 

2018; Cohen et al. 2018).  In addition, recent prospective research indicates that labour 

induction with oxytocin is negatively associated with breastfeeding initiation (Bryanton 

et al. 2020).  It is important to point out that survey research has highlighted the ways in 

which parents feel birth complications contribute to early breastfeeding cessation, as 

they report birth complications make it both physically and emotionally more difficult to 

breastfeed (Brown & Jordan, 2013).  The highest rates of exclusive breastfeeding are 

found in women who have unassisted vaginal births (Kendall-Tackett, Cong, & Hale, 

2015).   

 Pharmacological methods of pain relief in labour have also been shown to impact 

breastfeeding.  A combination of factors can negatively impact breastfeeding. Looking 

at 1,280 mother-infant pairs, Bai, Wu, and Tarrant (2013) found that induction of labour, 

caesarean deliveries, and use of opioids decreased both breastfeeding duration and 

exclusivity.  The excess fluids due to epidural anesthesia can cause breast edema making 

it difficult for the infant to latch and adequately remove milk from the breast (Kujawa-

Myles, Noel-Weiss, Dunn, Peterson, & Cotterman, 2015; Mauri et al. 2015).  There is a 
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lack of evidence of adverse effects of peripartum analgesia in the newborn, although 

both fentanyl, epidural analgesia and other anesthetic medications are known to cross the 

placental barrier into fetal circulation (Smith, Burns, & Cuthbert, 2018).  Research 

investigating breastfeeding success rates after epidural found that babies exposed to 

epidural anesthesia demonstrated more ineffective sucking and decreased likelihood of 

suckling while skin-to-skin in the first hour after birth (Brimdyr et al. 2015).  Moreover, 

Newnham, Moran, Begley, Carroll, and Daly (in press) found individuals who received 

epidurals were half as likely to be breastfeeding at three months postpartum as those 

who did not.  Correlational research has demonstrated that all interventions that expose 

the infant to pain, such as instrumental delivery and separating the mother-infant dyad 

causing a break in skin-to-skin contact after birth, are detrimental to successful 

breastfeeding (Smith, 2007; Vila-Candel, Duke, & Soriano-Vidal, 2017).  Much of this 

research has focused on breastfeeding rates and has neglected the subjective, nuanced 

experiences of breastfeeding after specific birth practices and experiences. 

Breastfeeding experiences.  While very little research exists on the breastfeeding 

experience after birth trauma, research looking at maternal breastfeeding experiences has 

been growing in recent years.  Qualitative reports of breastfeeding experiences have 

emphasized the pivotal role support plays in the breastfeeding experience (Kair, 

Flaherman, Newby, & Colaizy, 2015; Kronborg, Harder, & Hall, 2015; Powell, Davis & 

Anderson, 2014).  Success in breastfeeding can cause parents to regard the breastfeeding 

experience as affirming and harmonious even after experiencing a preterm birth, 

especially if they receive tailored support postpartum (Palmér & Ericson, 2019).  Very 

little research has examined breastfeeding experiences related to particular birth 
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experiences, however Thompson, Heal, Roberts, & Ellwood (2010) examined the 

breastfeeding experiences of women who had experienced post partum hemorrhage and 

found women described breastfeeding as difficult, sharing that they needed additional 

education and support because of their birth experience.  As Debevec and Evanson 

(2016) highlight, improving breastfeeding support requires an understanding of parents’ 

breastfeeding experiences.  

 In summary, the importance of breastfeeding is well established.  There is also an 

abundance of research looking at the incidence of birth trauma and prevalence of post-

traumatic stress symptoms.  Much of the previous research investigating the relationship 

between birth practices and breastfeeding success has studied birth variables and the 

relationship between interventions and the breastfeeding initiation or rates.  Research 

investigating the relationship between birth practices and breastfeeding duration is 

important, but it does not fully explain how the individual felt about their breastfeeding 

experience after birth.  Past research, both qualitative and quantitative in nature suggests 

that individuals who experience post- traumatic stress symptoms in the postpartum 

period can experience difficulties with their mental health and their relationships with 

their partners and their baby.  Because of public health messages over the last 40 years, 

many young families are aware of how breastfeeding is integral in fostering health 

across the lifespan in both birthing parents and children; however, breastfeeding 

knowledge alone does not translate into positive breastfeeding experiences.  There are 

many factors that influence a mother or birthing parent’s breastfeeding experience, 

including the birth experience.  Research looking at the breastfeeding experience is 

emerging but there is a need for more research that is qualitative in nature so that we can 
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gain a better understanding of what mothers and birthing parents feel and what it means 

to breastfeed after different types of birth, including birth trauma.   
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Chapter III: Methods and Data Collection  

Focus of Research Study 

In previous chapters I identified that there is a paucity of research pertaining to 

mothers’ and birthing parents’ experiences of breastfeeding after birth trauma. This is in 

spite of the increasing recognition of birth trauma and the known challenges birthing 

parents face in breastfeeding.  Given my personal experience with birth trauma and 

breastfeeding, my intention was to use a method that would allow me to illustrate the 

meaning of these mothers’ and birthing parents’ experiences.  I feel that words and 

perceptions are important in understanding health care experiences and that exploration 

of these experiences can help address issues in caring for these individuals, and in turn 

improve health care delivery.  As a researcher I believe in the significance of the 

subjective experience and how this impacts the meaning we assign to our everyday life.  

Therefore, it was important I utilized a method that would permit me to construct a 

written description of the birthing parent’s everyday experiences of breastfeeding after a 

traumatic birth.  My qualitative research course introduced me to a number of qualitative 

methods that are frequently used in health services research, such as grounded theory, 

participatory action research, phenomenology, and photovoice (Green & Thorogood, 

2013).  Phenomenology, with its focus on the lived experience, stood out as the clear 

choice, as I thought it would be the most appropriate method to address my research 

question.  In the following I will describe how phenomenology was the appropriate 

method to address my research question which was, What is the meaning of the 

experience of breastfeeding after birth trauma? 



35 

 

Qualitative methods assume that individuals are holistic and self-determined; 

they create their own reality in the way they assign meaning to their objective world.  

The philosophical underpinnings of qualitative methods consider the subjective 

experience and the objective world to be inextricably linked; the meaning of a 

phenomenon cannot be assigned from the outside or understood separate from the 

subjective experience (Girogi,2011; Munhall, 1989).  Qualitative research offers unique 

insights into the patient experience that are lacking in other methods (Morse, 2016).   

Phenomenology 

Phenomenology is a philosophy and qualitative research method.  Qualitative 

researchers who use phenomenological methods are interested in the human experience 

and how humans’ value and describe their experience (Munhall, 1989).  Morse (2016) 

considers qualitative research methods to be exceptionally useful when investigating 

little known phenomena.  As a method, phenomenological research, “is a quest for what 

it means to be human” (Munhall, 1989, p. 25).  The aim of phenomenology is to make 

sense of a certain aspect of the human experience as it is experienced by the person 

experiencing it.  This is accomplished by obtaining a thoroughly rich description of the 

participants’ experiences in their own words (Finlay, 2014; Walters, 1995).  Using 

phenomenology in health services research allows participants’ words to tell a story of 

their personal health care experiences.  Personal health care experiences are an important 

aspect of the human experience and phenomenology is a particularly useful research 

method when looking to describe an important aspect of the human experience.  There is 

a distinctly human need to understand our own humanity (Giorgi, 2005).   
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Phenomenology and health services research are compatible, as there is an 

emerging concern with conducting health services research that is concerned with the 

perspective of the patient, in order to provide care that is patient centered.  Morse (2016) 

proposes that the bona fide function of qualitative research methodologies, such as 

phenomenology, is to further an agenda to humanize health care delivery.  Humanizing 

health care places the patient at the center.  In patient centered care, the belief patients 

are unique living beings is paramount and patients are genuinely informed and involved 

in a relationship with their provider regarding the terms of their care (Epstein & Street, 

2011; Kitson, Marshall, Bassett, & Zeitz, 2013).  There has been a greater 

acknowledgement of the importance of people’s stories and their subjective health care 

experiences (Hawkins & Lindsay, 2006; Steiner, 2005).  Health care delivery relies upon 

relationships between clients and providers; personal health care experiences tell a story 

of these relationships and illuminate pivotal moments in people’s lives (Crocker & 

Johnson, 2006).  We live in an oral culture and stories are ways of sharing our lives and 

fostering human connection.  

Stories bring us closer to our own buried wisdom and remind us of our courage. 

Telling stories and hearing stories reassure us that we are not alone, that we are 

part of a richly textured human tapestry of experience, that we are in wonderful 

company. (Crocker & Johnson, 2006, p. 9) 

As aforementioned in Chapter II, birth is a transformative, pivotal health care experience 

for many birthing parents and the memories remain clear for many years; because of this 

I believe phenomenology is a useful method to illuminate the complexities and realities 
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of the experience of breastfeeding after birth trauma (Crawley et al. 2018; Simkin, 

1991). 

As illustrated, human experience is at the center of phenomenology, as a research 

method and philosophy (Munhall, 2007).  As a philosophy, phenomenology is 

associated with the contributions of Husserl, Heidegger, Sartre, Merlau-Ponty, Ricoeur, 

and Levinas.  While not a homogenous group, all agreed in their concern with 

consciousness and the existence of being human (Giorgi, 2005; Walters, 1995).  As a 

little researched area, we need to know more about breastfeeding experiences, so that we 

can inform the health care professionals and policies that support mothers and birthing 

parents. Considering the philosophical underpinnings of phenomenology, it has much to 

offer in furthering our understanding of human subjectivity in all health care 

experiences.  

According to Caelli, Ray, and Mill (2003) it is integral that phenomenological 

researchers reveal their personal assumptions about the research.  Many 

phenomenologists believe that the researcher cannot fully extricate themselves from 

their personal assumptions and therefore must examine and disclose them (Creswell & 

Miller, 2000; Mays & Pope, 2000).  The thought is that by examining my 

presuppositions related to this research, I can better understand what preconceived 

notions I am bringing to my research in order to bracket them.  When a researcher has 

personal experience with the phenomenon of interest there may be concern that 

bracketing is impossible.  Giorgi (2009) argues that bracketing is not a complete 

reduction of the researcher’s past but involves increased attentiveness to the present.  

The researcher aims to enmesh themselves in the present, yet maintain a mindful 
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awareness of the past; maintaining this opposition helps distinguish past from present 

experience (Giorgi, 2009).  Moreover, bracketing is not forgetting what we already 

know but rather not allowing the engagement of our previous knowledge in the present 

unfolding of the research (Giorgi, 2009). 

To prevent the engagement of previous knowledge and experience in 

undertaking the descriptive phenomenological method Giorgi (2009) encourages the 

researcher to intentionally make their previous knowledge transparent.  Transparency 

through frequent statements of positionality interspersed throughout this thesis 

emphasize my reflexive awareness of my relationship with the phenomenon as the 

research process unfolded.  This heightened level of personal disclosure was done to 

bring mindful awareness of the tension between my experience and the experience of 

others.  Hyper awareness of the subjectivity and opposition of my own past experience 

allows me to accept the experience of others.  

  Polio, Henley, and Thompson (1997) also believed it is important for the 

researcher to consider one’s own personal reasons for conducting research and document 

them.  In sharing my personal breastfeeding experience, I have disclosed my personal 

biases and attuned myself to any possible expectations I may place on participants’ 

descriptions during the analysis stage.  Rather than suspending what I know about 

breastfeeding after birth trauma, I have increased transparency with the aim to be open 

to a worldview that allows unexpected and discordant views from my own to emerge 

(Giorgi, 2011).   

Phenomenology is fundamentally concerned with the subjective way in which 

people live their lives and give meaning to their lived experiences.  According to van 
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Manen (1984), personal experiences are a natural starting point for phenomenological 

research, in that “my own life experiences are immediately accessible to me in a way 

that no one else’s experiences are” (p. 13).  Similarly, Giorgi (2009) asserted that as 

humans we are in a perpetual state of fascination with ourselves.  As I have described, it 

was my personal experience after the birth of my first child that led me to question the 

experience of breastfeeding after birth trauma.  At a philosophical level phenomenology 

recognizes that personal experience may be the possible experiences of others (van 

Manen,1984), and reflexive awareness of this allows researchers to recognize the tension 

between their position to the phenomenon and how it could possibly inform the research 

process (Giorgi, 2011).  Reflection of my personal experience provoked me to inquire 

how other mothers’ and birthing parents’ experiences might be different from my own 

and how they might also share a common essence. I have lived the experience of 

breastfeeding after birth trauma; I already know what meanings it holds for me. 

Consequently, I am drawn to gather others’ descriptions of the meaning of breastfeeding 

after birth trauma, so as to understand the essential meaning critical to the construction 

of this phenomenon (Giorgi, 1997). 

Descriptive phenomenology is a particularly useful method for researching a 

little-known phenomenon, as it recognizes both the uniqueness and commonalities that 

form the essence of a lived experience.  Phenomenology, as espoused by Giorgi (1997; 

2011) is not solely the arbitrary search for the universality of an experience.  It is a 

systematic process that encourages the researcher to see past the idiosyncrasies and 

commonalities of an experience, towards the description of the essence on the other side 
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of lived meaning (Giorgi, 2011).  For this reason, phenomenology is an appropriate 

method for this study, as it will help me to create a description of this experience.  

My personal experience of breastfeeding after birth trauma and the varying levels 

of support I received from family and the health care system left me wondering if the 

care I received could have been different.  After listening to friends’ experiences, I 

suspected the care and support offered to mothers and birthing parents could be 

improved upon, but I was still unsure of how personal lived experience could be used to 

affect or inform change at a system level.  Through exposure to the Ottawa Charter for 

Health Promotion in my graduate Applied Health Services Research program, I came to 

understand how this model could be used as a lens to view my research phenomenon and 

inform action strategies for supporting wellbeing.  Phenomenology and the Ottawa 

Charter share a regard for the human lived experience of health or lack thereof and the 

meaning given to that lived experience.  The Ottawa Charter outlines the subjective 

nature of health and the need for health services that reflect the total needs of the 

individual.  By viewing health as highly subjective and contextual, it recognizes that 

health is experienced differently by different individuals (WHO, 1986). Compatible with 

phenomenology, the Ottawa Charter for Health Promotion views health as holistic; 

“created and lived by people within the settings of their everyday life” (WHO, 1986, 

p.3).  

Appropriateness of Giorgi’s Method 

 In determining which phenomenological method to use, I was drawn to Giorgi’s 

(1970, 1985, 2005, 2009) descriptive phenomenology, as a means to most effectively 

shed light on the experience of breastfeeding after birth trauma.  Influenced by Husserl’s 
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descriptive phenomenology, Giorgi believed that by examining the language participants 

used to describe a phenomenon, researchers could produce a generalized structural 

description of that experience.  According to Husserl (1982; 2008) “natural cognition 

begins with experience and remains within experience” (p. 5).  Giorgi (1970) believed it 

was important to examine how the same experience is expressed differently in different 

people.  Since the experience can only be lived by the participant, the best way to access 

that experience is through the participants’ own words.  

Giorgi was very much interested in developing a method that would be 

applicable to the discipline of the researcher.  Any discipline can use their unique lens 

with Giorgi’s method.  Adopting a disciplinary lens allows, “the researcher to see the 

implications of the everyday facts and meanings contained in the description in a 

disciplinary light” (Giorgi, 2005, p. 81).  I will use the health promotion aspect of 

Primary Health Care, more specifically the principles of health promotion outlined in the 

Ottawa Charter for Health Promotion (1986) and the Baby Friendly Hospital Initiative 

(2018) as lenses to view this research phenomenon. I believe using the language of the 

Ottawa Charter will be meaningful to those who utilize health services research, as it 

contains language that is familiar to clinicians, health researchers and public health 

practitioners.  Furthermore, the Ottawa Charter has delineated action strategies that are 

easily adapted to local needs; this should appeal to those who utilize health promotion 

theories to inform their practice, such as policy makers, health educators, and health 

professionals. 
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Research Design 

 Interviews are a common method of data collection in qualitative research 

(Denzin, 2001; Morse, 2016; Warren, 2002).  Technology has transformed the way we 

communicate and almost every part of the way we live our lives, including how we 

conduct research.  Traditionally, synchronous face-to-face interviews were the norm in 

qualitative research; however, with recent advancements in technology, it is now 

possible to conduct interviews or collect descriptions through email and other forms of 

computer-mediated communication (Opdenakker, 2006).  Giorgi’s (1970, 1985, 2005, 

2009) Descriptive Phenomenological Method is non-directive in its approach, which 

lends itself naturally to the use of asynchronous forms of communication (independent 

of time and setting), such as email or an online submission form.  In agreement with 

Giorgi’s (2009) method, participants were asked to write a descriptive response to an 

interrogatory statement.  The statement was: Please describe your experience of 

breastfeeding after a traumatic birth.  Descriptions of research phenomenon were 

collected through a secure, encrypted, anonymous, online submission form.  The online 

submission form contained a text box, similar to the appearance of email.  Using this 

form was more secure than using email and negated the necessity of having participants 

create a false email address for anonymity purposes.  The online form was created in 

consultation with a Senior Computer Programmer and expert in data security.  

Participants were able to determine how much information they wanted to share in their 

descriptive response; they could share as little or as much as they wished.  They could 

also choose to write their submission in a word processing program and copy and paste 

it into the text box, allowing them to edit what their submission offline.  Given the time 
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constraints of my degree, I requested that participants complete their description within 

two months.  

With any data collection technique there are advantages and disadvantages.  A 

disadvantage of research using computer-mediated communication is there is always the 

overlying risk that technical problems, such as the participant or researcher missing text 

that could impact the data collection (Hawkins, 2018).  I believe that the advantages of 

using an online data collection strategy greatly outweigh the disadvantages.   

 First, using a online data collection strategy means I am not limited by 

geographic location; this allows me to access a larger possible pool of participants 

(McAuliffe, 2003).  This is of special consideration because of New Brunswick’s small 

population.  Second, online data collection can decrease data collection time; it is 

convenient for both researcher and participant because they do not need to set out a time 

to meet.  (Bampton & Cowton, 2002; Bowden & Galindo-Ganzalez, 2015; Murray, 

1995).  I am on a strict timeline for my degree, so this was an important consideration 

for me.  Third, because there is an inherent level of anonymity in online communication, 

there is less pressure for the participants to conform and they have more time to reflect 

on their response without pressure.  Unfortunately, this privacy means there is a loss of 

nonverbal and social cues (Bowden & Galindo-Gonzalez,2015; Lakeman, 1997).  

However, Fawcett and Buhle (1995) found that participants actually disclosed more 

intimate details of the research phenomenon over email than they did face-to-face.  This 

is particularly advantageous for this research, given our culture tends to ignore the 

existence of birth trauma and focus on the healthy arrival of baby instead. 
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Beck (2005) used email interviews to gather data for a number of her qualitative 

studies related to birth trauma.  Forty mothers who had participated in her research 

shared with her the benefits they experienced in participating in qualitative email 

interviews.  Participants shared that their participation in the research was positive.  

Beck’s (2005) analysis of their experiences revealed that after participating in the email 

interviews mothers felt: listened to, less alone, and empowered.  Mothers also shared 

that their experience with the research helped them to process their birth trauma and 

made them feel as though they were given a voice to help others (Beck, 2005).  For 

many mothers writing their stories became a way for them to make sense of their 

experience.  One mother shared,  

It gave me a clearer picture of my experience than just talking about it. So many 

things went wrong with my labour. I had been trying to summon the presence of 

mind to summarize it. My story I have just written for your study comes the 

closest and is the most effective vehicle. (Beck, 2005, p. 418)   

The written description becomes a way for participants to externalize their experience 

and reflect upon the foundational meaning of the experience (van Manen, 1989).  van 

Manen (1989) asserted that “writing abstracts our experience of the world, yet it also 

concretizes our understanding of the world” (p. 30).  Accordingly, I believe that the use 

of online written descriptions was advantageous, as it aided participants in 

understanding and sharing their experiences.  Focused expressive writing, whereby an 

individual discloses a traumatic event, has been shown to have a positive effect on well-

being and post-traumatic stress symptoms (Ayers et al., 2018; Di Blasio et al., 2015; 

Smyth & Helm, 2003).  The use of computer mediated data collection is also beneficial 
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in illuminating the meaning behind an experience, which is in agreement with the goals 

of this research.  

Recruitment 

After receiving ethics approval, a recruitment notice (Appendix A) was posted 

online to various parenting Facebook pages. Participants were recruited through a 

recruitment notice posted to the following Facebook pages: Breastfeeding NB 

Allaitement, Maternal Care in New Brunswick, Birth Trauma Ontario, Maternal Mental 

Health Matters, Birth Trauma Canada, Obstetric Justice, Kings County Family Resource 

Centre, and Evolutionary Parenting.   

The sample was self-selected parents who attempted to breastfeed after a 

traumatic birth.  It was a known limitation of the study that individuals who participated 

in this research required a certain level of written literacy and computer literacy, as well 

as access to an electronic device with internet.  It is important to note that 94% of 

Canadians have personal internet access (Statistics Canada, 2019).  Parents commonly 

access the internet for both parenting information and support (Declercq, Sakala, Corry, 

Applebaum, & Herrlich, 2013b; Demirci, Cohen, Parker, Holmes, & Bogen, 2016).  

Despite the limitations of this research there is evidence to suggest high risk parents are 

using the internet to access parenting information at equal rates to other parent groups 

(Baker, Sanders, Morawska, 2017; Love, Sanders, Metzler, Prinz & Kast, 2013; Metzler 

& Crowley, 2012).  

 I was not concerned with how much time has passed since the experience of 

birth trauma and therefore did not recruit participants who experienced birth trauma 
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within a certain window of time.  In her research on birth memories Simkin (1991) 

found that birth memories persist over the course of the lifetime and women can recall 

specific aspects of their birth, particularly how they were made to feel, 15 to 20 years 

later.  The amount of time passed was not a consideration when using Giorgi’s (2009) 

method, as the method is more concerned with the participant’s subjective experience of 

the phenomena, rather than an objective retelling of events.  

Inclusion Criteria 

To participate in the research participants must have met the following criteria: 

• Experienced a traumatic birth and attempted to breastfeed (successful or 

unsuccessful) 

• Adult over 18 years of age 

• Able to write in English 

• Willing to write about their experience and submit online 

• Had access to a computer or device with internet connection 

Sample  

The sampling methods used in qualitative research reflect the goals of qualitative 

research.  Qualitative researchers aim to understand a complexity of the human 

experience, they do not wish to generalize results to a large population.  Therefore, it is 

not uncommon for qualitative studies to utilize small samples sizes (Crouch & 

McKenzie, 2006; Gentles, Charles, Ploeg, & McKibbon, 2015; Marshall, 1996). 

Qualitative research is concerned with detailed descriptions of a phenomenon and the 

“quality, length and depth of interview data” is more important than the size of the 
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sample (Morrow, 2005, p. 255).  Giorgi (1985) explained that illuminating the depth of a 

phenomenon is tantamount to his phenomenological method, to do this does not require 

a large sample.   

All descriptions from participants that met the inclusion criteria and submitted 

descriptions were included in the analysis-synthesis phase of the project.  There is no 

preferred number of participants in conducting phenomenological research but it was 

anticipated that a small sample would provide sufficiently rich data for the open-ended 

research question.  Due to the nature of degree requirements and time constraints I 

aimed for a range of 1 – 8 participants. 

Despite the goal to recruit a small sample, recruitment exceeded expectations. 

There was a tremendous response to recruitment and 43 participants were recruited in 

two weeks.  After two weeks recruitment was terminated and the online submission 

form turned off in order to allow adequate time for the analysis-synthesis phase for all 

43 participants.  Over the following weeks the webform continued to see increased 

traffic with upwards of 100 hits, implying recruitment could have continued 

successfully, however the scope of the research and time constraints for analysis pointed 

to the need to terminate recruitment early.  This enthusiastic response to recruitment 

spoke to the timeliness and perceived need to conduct this research. 

Although, the sample was much larger than anticipated, data reduction 

techniques were not utilized.  Due to the sensitive nature of the research topic a decision 

was made to analyze all submissions received.  Data saturation was not taken into 

account as it is not of concern when utilizing Giorgi’s method, as each new expression 

of thought from a participant presents an opportunity for new information (Giorgi, 
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1970).  Every written submission held intrinsic value in the understanding of 

breastfeeding after birth trauma and analyzing all descriptions served to preserve the 

nuance present in the written descriptions.  Elliott, Fischer & Rennie (1999) argued that 

analysis is complete when the data is grounded in examples, creating an integrated 

understanding of the phenomenon while conserving the subtleties of the experience.  

Excluding submissions would have felt a disservice to the participants and the research, 

I was honoured to be privy to the retelling of pivotal moments in the life experiences of 

these participants. 

Ethical Considerations 

The research proposal was approved by the Research Ethics Board at the 

University of New Brunswick after review by the Faculty of Nursing Ethical Review 

Committee. Ethical principles were followed, in agreement with the Tri-Council Policy 

Statement (2003).  

Self-Determination. The first page of the online submission form contained the 

Letter of Invitation (Appendix B) written at a grade 7 level, according to Flesch-Kincaid 

readability statistics.  The Letter of Invitation disclosed the researcher’s past history of 

birth trauma, the purpose of the research, protection of privacy, potential harms and 

benefits, and instructions for participating in the research.  The letter emphasized that 

participation was voluntary, participants could withdraw at any time.  No participants 

chose to withdraw from the study.  The researcher’s contact information in the form of 

email address was provided to participants in the event they wished to contact the 

researcher regarding questions or concerns related to the research project.  Additionally, 
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my supervisor’s contact information was listed, as well as the contact information for the 

Assistant Dean of my graduate academic unit.  Participants could only submit a written 

description if they moved on to the second page of the online submission form by 

clicking “yes” to the statement “I indicate my voluntary agreement and consent to 

participate in this research”, located at the bottom of the letter of invitation.  If they did 

not consent, they could simply exit their internet browser. 

Confidentiality and anonymity. Online written description submissions were 

saved on a USB stick with no identifying information.  All written submissions received 

through the secure confidential, online submission form were deleted from my personal 

computer after being saved to the USB stick.  The USB stick and any printed documents 

were kept in a locked cabinet.  After 7 years they will be securely destroyed by a 

confidential service.  Identifying information such as names, geographical locations, 

hospitals, and health care professionals were removed from the descriptions and from all 

print and electronic copies.  Pseudonyms were assigned to participants to ensure 

confidentiality and anonymity in handling participants’ descriptions.  In order to address 

heteronormative bias, pseudonyms consisted of gender-neutral names. 

Privacy. Written descriptions were collected via a secure online webform and all 

information was encrypted.  To protect privacy in disclosing a traumatic event, it was 

advised that no demographic data be collected from the participants.  The online 

webform was completely anonymous and no identifying information was collected.  No 

IP addresses or analytical user data was collected by the server the online submission 

form was hosted on.  After data collection the submission form page was removed from 

the website and the home page was made the Debriefing Form (Appendix C).   
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When research findings are presented no one will know the identity of 

participants. Participants were asked to write their description in the textbox or attach a 

text file in the space provided.  Participants who expressed an interest in the results of 

the study will be provided with an executive summary of the research.  Participants will 

be informed of the disseminated research at the URL home page for the online webform.  

Protection from Harm and Discomfort. Participants of this study were asked to 

write a written description of their breastfeeding experience following birth trauma.  The 

use of a written description afforded the participants ample consideration of what they 

wished to disclose in their description.  Sending descriptions electronically online 

allowed participants to be deliberate in what they shared with the researcher.  It was 

possible for participants to read and reread their description and thoughtfully consider 

aspects of their experience they wished to divulge.   

Participants in previous research have found that sharing a traumatic experience 

can sometimes have be cathartic or stress-relieving, improving the well-being of the 

individual (Ayers et al. 2018; Beck, 2005).   Focused expressive writing, whereby an 

individual discloses a traumatic event in writing, has been shown to have a positive 

effect on postpartum well-being (Ayers et al., 2018; Di Blasio et al., 2015; Smyth & 

Helm, 2003; Crocker, 2017).  Hence, it was not anticipated that participants would feel 

distressed in sharing a description of their experience.  It is important to note that 

individuals who were not ready to share a description of their breastfeeding experience 

after birth trauma likely chose not to participate, as there were no inducements to 

participation.  
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Because there was no time limit on how long ago the birth trauma occurred it 

was possible that the event happened many years ago and the participant was temporally 

far removed from the distress caused by that experience.  It was emphasized in the Letter 

of Invitation that participation in the research was voluntary and could be withdrawn at 

any time, including but not limited to the onset of feelings of distress or anxiety.  While, 

there are no known risks to providing a written description of the breastfeeding 

experience after birth trauma, it was possible that written descriptions of birth trauma 

may cause re-living of the traumatic event, causing anxiety or distress. The Debriefing 

Form (Appendix C) explained signs of distress and where to access various forms of 

support and self-care.  Additionally, participants were encouraged to contact their 

primary care provider, such as their family physician, nurse practitioner or their local 

mental health services, in the event they were feeling anxiety or distress. 

Issues of Rigour      

 Rigour is a concern in all forms of research.  Research consumers want to know 

that the research is trustworthy and useful (Henry, 2015; Roberts, Priest, & Traynor, 

2006).  This is particularly important in health care research, as research is used by 

stakeholders and decision makers to inform the decision-making process.  Health care 

research can inform all aspects of health care from broad policies to the clinical care 

provided at the bedside.  When evaluating qualitative research Ambert, Adler, Adler, & 

Detzner (1995) stated that it is important to keep in mind the goals of qualitative 

research. Qualitative research is concerned with “depth rather than breadth”; it aspires to 

understand why and how people make meaning of their lives (p. 880).  Therefore, a 



52 

 

checklist of criteria that would be useful in evaluating quantitative research is much too 

prescriptive when applied to qualitative research (Barbour, 2001).  Checklists do not 

automatically ensure rigour.  We risk losing the unique role of qualitative health services 

research if we attempt to make qualitative research conform to technical fixes, without 

considering aims and research designs (Barbour, 2001). 

 As an alternative, Stige, Malterud, and Midtgarden (2009) proposed adopting an 

evaluation agenda that uses the acronym EPICURE.  The first half, EPIC, looks at the 

ability to produce rich data through engagement, processing, interpretation, and (self) 

critique.  The second half of the acronym, CURE, refers to the consequences of the 

research including, critique, usefulness, relevance, and ethics.  Reflexivity is expected in 

each component of EPICURE. The agenda will be utilized as the research progresses.  

However, I will touch briefly upon each aspect.   

First, engagement, which includes a certain level of personal involvement and 

self-reflection within the study, is integral to qualitative research.  I had a high level of 

engagement with my project as it was something I had personally experienced and 

something I am regularly exposed to as peer breastfeeding supporter.  I spent time 

reflecting on my experience and continued to reflect upon my role in the research 

process using journaling.  Inclusion of the researcher’s perspective and journal excepts 

within this thesis were also important in enhancing the auditability of this research 

process.  Processing became an important aspect of my research during the analysis 

stage but also throughout the project by being reflexive during data analysis and 

presentation stages (Stige et al., 2009).  A reflexive awareness of how the researcher’s 
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theoretical reference and preconceptions may influence the data satisfies the 

interpretation aspect of the agenda.  

Transparency in the research process was also enhanced by my continuing 

disclosure of my relationship with the phenomenon under study.  This was a crucial 

aspect of the research process, as Giorgi (1975) believed that phenomenological 

reduction hinges on the researcher’s ability to clearly state their presuppositions and 

experience with the phenomenon.  Additionally, having personal experience with the 

research phenomenon gives researchers valuable insights into the experience that others 

are not aware of (Johnston, Wallis, Oprescu & Gray, 2017).  It could be argued that 

those with insider experience are privy to specialized knowledge of the phenomenon that 

outsiders are not. West, Stewart, Foster & Usher (2013) who also had personal 

experience with their research topic stated, “researchers without some insider knowledge 

will never come to realize the richness of a phenomenon that can be achieved with 

insider understanding” (p. 64).   

My insider knowledge was another reason why it was important for me to write 

in the first-person voice throughout this thesis. Third person writing may have the effect 

of distancing the researcher from the participants. I am not distant from my participants, 

as we share commonalities. Writing in the first-person voice also served to increase 

reflexivity, as reflexivity involves critical self-reflection.  Reflexivity was reinforced 

through my use of a first-person voice and disclosure of personal relationship with the 

phenomenon of interest as the research progressed.  In disclosing my personal 

experience and reflections throughout the research process I was continually engaging in 

self-critique.  Use of the first-person voice was done to increase reflexivity, to convey 
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continual self-examination of myself as the researcher and as critique of my relationship 

with the unfolding research process.   

Along the same line as critique, usefulness is concerned with how the research 

will be used. Stige et al. (2009) suggested the researcher ask themselves questions such 

as, how does this research apply to real-world problems? Or how is this research useful 

for decision makers?  These are questions that present in all stages of the research 

process, but I address them in Chapter V.  Relevance refers to how a study contributes to 

a discipline or a body of knowledge.  Is this a relevant topic of investigation?  This is 

best addressed by explaining how the research fits with and builds upon existing 

research.  In my own research this is addressed in Chapters II, my review of the 

literature, and in Chapter V.  The incredible response to data recruitment reinforced the 

idea that this topic was relevant and of great importance.  Lastly, Stige, Milterud, and 

Mitgarden (2009) stressed that good qualitative research must follow ethical principles 

including confidentiality and informed consent.  Furthermore, the researcher should 

always keep in mind the potential consequences qualitative research can have on 

participants, as was addressed in the ethics section of this chapter.  

Additionally, to enhance rigor members of my committee reviewed aspects of 

my analysis synthesis stage.  Giorgi (2009) expressed that he was not in agreement with 

expert verification of findings, as it established face validity, not genuine validity and 

findings should be justified from the data, not with the addition of a new expert. When 

performing member checking of analyses, it had to be kept in mind that the meaning 

takes precedence over linguistic differences, as there is a “one -to-many relationship 

between the intuited meaning and the words used to articulate it” (Giorgi, 2009, p. 201).  
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While it was not a necessary step in using Giorgi’s Descriptive Phenomenological 

Method, my committee felt it prudent to perform aspects of analysis-synthesis together, 

as I learned the process.  Overall, Giorgi articulates that the use of member checking is 

the result of employing an empirical lens, not a phenomenological lens (Giorgi, 2009), 

however I would note it may be a necessary step in gaining knowledge of the method. 

This chapter began by explaining the importance of qualitative research methods 

in health research, especially in investigating little know phenomenon, such as the lived 

experience of breastfeeding after birth trauma.  Health services researchers can use 

phenomenological methods to produce research that is humanistic and patient-centered 

(Morse, 2016).  The focus of this research was to describe the lived experience of 

breastfeeding after birth trauma.  By discussing phenomenology, as both a philosophy 

and a research method I illustrated the appropriateness of Giorgi’s Descriptive 

Phenomenological Method for illuminating this research phenomenon.   Giorgi (2011) 

requires a disciplinary lens through which to view research data; I used the Ottawa 

Charter as it shares with phenomenology a common regard for the human experience of 

health.  Consideration was also given to ethical principles that will be upheld in this 

research project.  As with all research, my aim is that my research is trustworthy and 

useful.  To address issues of rigour I introduced an evaluation agenda that can be used as 

springboard in critiquing this and other qualitative research. 
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Chapter IV: Findings: Data Analysis -Synthesis 

This chapter will impart the descriptions and findings that arose from forty-three 

individuals’ lived experiences of breastfeeding after a traumatic birth.  A generalized 

structural description of the experience of breastfeeding after birth trauma was elucidated 

using Giorgi’s (2009) Descriptive Phenomenological Method.  I will discuss the analysis-

synthesis of the written descriptions to heighten knowledge of the multifaceted experience 

of breastfeeding after birth trauma.  Giorgi’s method is deliberately prescriptive and well-

defined, yet the process is also inherently iterative and very much shaped by the data, 

enabling a synthesis of the essential structure of an experience (Laverty, 2003). The 

purpose of this process of analysis-synthesis is to strive for meaning and arrive at a place 

of shared understanding, through the evolvement of a collective statement concerning the 

lived experience of a phenomena (Laverty, 2003).  A pictorial representation of Giorgi’s 

Descriptive Phenomenological Method was developed to illustrate the five steps 

undertaken in synthesizing a generalized structural description. This pictorial 

representation is a visual reminder of the process and is presented in Figure 1.   
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Figure 1. Pictorial Representation of Giorgi’s Descriptive Phenomenological Method 
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Written descriptions were analyzed individually for each participant, with Steps 

1 through 4 performed consecutively for the 43 participants.  One other submission was 

excluded from analysis, as it did not meet eligibility criteria describing the breastfeeding 

experience after birth trauma.  For clarity I will explain Giorgi’s (2009) description of 

the analysis process for Steps 1 through 4, followed by an example of how I worked 

through the process using two participant’s data.  The interweaving of raw data and 

analysis will enhance the transparency of the analysis-synthesis process and give the 

reader a heightened understanding of the thoroughness of Giorgi’s (2009) method.  

Conceiving a Sense of the Whole 

Step 1: Conceiving a Sense of the Whole involved reading each individual written 

description in its entirety. Rereading submissions several times for understanding was a 

necessity to take into the mind a global sense of the whole.  While reading, it was 

tantamount to consciously bracket previous knowledge of the phenomena, which is why 

the Figure 1 shows phenomenological reduction overlying all steps in the process. Given 

my personal experience of breastfeeding after birth trauma it was imperative that I hold 

myself accountable in acknowledging my previous familiarity with the experience, while 

also consciously distancing myself from this implicit knowledge.  Giorgi (2009) 

emphasized that this action was essential in reaching phenomenological reduction, as 

“we are constantly evaluating our present experiences in terms of past experiences” (p. 

91).  This also meant that while reading I had to purposely not apply my knowledge of 

the Ottawa Charter (WHO, 1986) or the Baby-Friendly Hospital Initiative (WHO, 

2018a).   
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 During this process I had to be very cognizant of my own thought processes, 

personal experiences, and previous knowledge.  Reading to conceive a sense of the 

whole is deliberate and conscious.  Giorgi (1975) urges researchers to refrain from 

rushing through the analysis process after the initial encounter with the participant’s 

words.  Giorgi (1975, 1985b, 2009) proposed that the researcher read and then dwell 

with the data; doing so forces the researcher to pause and allow taken for granted 

knowledge to be examined and novel understandings to emerge.  Journaling after 

reading was one way to facilitate this process, by deliberately bringing this information 

into my consciousness to ensure I was able to separate my experience and preconceived 

notions from those of the participants.  This was important, as my personal experience 

informed my view that birth trauma could impact breastfeeding and I wanted to ensure 

that I allowed myself to take notice of the words and experiences the participants were 

conveying through their written word. Below is a journal excerpt written during Step 1.  

 July 23, 2019 

Reading the words of the participants has been both enlightening and 

disheartening.  Upon initial reading of several submissions, I have felt an 

overwhelming sense of kinship to these parents, as so many of their experiences 

have echoed my own traumatic experience.  At the same time, I am acutely 

aware of how each experience is individual and differs from my own.  As 

Catherine [my thesis supervisor] has suggested, I have found it helpful to do an 

initial reading of a submission, leave it for a couple days and reread it again.  

Doing this has provided me with global insights into participants’ experiences 
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and given me time to reflect upon their words without automatically contrasting 

it to my own experience.  

Later when reading submissions for the second and third time I wrote. 

September 3, 2019 

I have started rereading descriptions again with purpose, attempting to be 

conscious of the words and feelings expressed in the descriptions, paying 

attention to my own feelings when I read. The descriptions are powerful and I 

will admit sometimes I have cried.  Writing down keywords has enhanced my 

ability to understand the whole of each participant’s experience.  

Identifying Meaning Units 

Step 2: Identifying Meaning Units began after conceiving a sense of the whole 

description was completed.  Written descriptions can be long and it is necessary to 

isolate meaning units to make analysis manageable (Giorgi, 2009).  Meaning units 

consist of a cohesive group of text in the form of words or sentences, which create a 

discrete meaning, the meaning unit ends where the flow in meaning fluctuates.  

Determining meaning units involves rereading descriptions from the beginning and 

delineating where a shift in meaning takes place.  Wherever a shift in meaning occurs, a 

demarcation, such as a forward slash, is placed.  Meaning units were identified in this 

manner for all participants.  As meaning units were identified, I respected the 

phenomenological process, centering the lived experience of the other (Giorgi, 2009) 

and contemplating the meaning of the experience of breastfeeding after birth trauma.  
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 Giorgi (2009) acknowledges that the identification of meaning units is subjective 

and that no two researchers may uncover the same meaning units.  This is of little 

consequence, as it will depend on the researcher’s “psychological sensitivity” and “what 

ultimately matters is how meaning units are transformed” (Giorgi, 2009, p. 130).  In 

regards to errors in the creation of meaning units, Giorgi (2009) asserts if meaning units 

prove too short or too long, the process is self-correcting in that it will become evident 

that analysis cannot proceed to the next step until meaning units are cleaved or 

conjoined.  

Identifying Focal Meanings 

Step 3: Identifying Focal Meanings involves taking the everyday language of meaning 

units and transforming them into phenomenologically meaningful phrases.  This step of 

analysis is often the most time consuming and arduous, as focal meanings are not often 

easily identified; they must be unearthed and extracted from a matrix of extraneous facts 

(Giorgi, 2009).  The transformation of meaning units consists of rereading, cogitating, 

and sitting with what was read, allowing the possibilities of meaning to manifest 

(Aquino-Russell, 2006).  

 After rereading meaning units, I had to discern which units were illuminating of 

the phenomenon under study.  To transform meaning units, the everyday language of the 

participants was elevated to a higher level of discourse while still retaining meaning.  

More specifically, focal meanings are comprised of language consistent with the 

disciplinary lens.  For this research, this meant that focal meanings contained language 

commonly used by health care providers, researchers, and policy makers working in 
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perinatal health.  Transformation of meaning units to focal meanings required that I 

imagined and weighed each meaning unit to elevate its expression. The actual 

transformation process hinges on the researcher’s ability to reimagine the data separate 

from the facts presented, employing “free imaginative variation” (Giorgi, 2009, p. 132).  

What this means is that the actually given data are imagined to be different from 

what they are in order to ascertain high-level categories that retain the same 

psychological meaning but are not embedded within the same contingent facts. 

(Giorgi, 2009, p. 132) 

Synthesizing Situated Structural Descriptions 

Step 4: Synthesizing a Situated Structural Description (SSD) involves further revision 

and contemplation of participant focal meanings until an SSD is produced.  In forming 

the SSD, “the researcher focuses on what the participant was aware of and actually lived 

unawarefully to the extent that such factors reveal themselves” (Giorgi, 2009, p. 181).  

Focal meanings form the basis of the SSD, coalescing to form a cohesive description of 

the structure of a participant’s experience.  In establishing each SSD I continued to 

reflect upon the words of the participants, synthesizing focal meanings into a cohesive 

description of the meaning of breastfeeding after birth trauma for each participant. Each 

SSD maintains a level of specificity unique to the individual participants, whereas the 

final step of analysis, the Generalized Structural Description does not.     

 Before explaining the fifth and final step of analysis, the Generalized Structural 

Description, I would first like to demonstrate the process taken for Steps 1 through 4 for 

two participants. My hope is that providing this example will illuminate the analysis-
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synthesis process.  At times the process of qualitative analysis can seem obscure, as the 

reader is not always privy to the intricacies of the analytical process; making the process 

transparent to the reader is one way to enhance the integrity of the research (Tuval-

Mashiach, 2017). 

Participant Examples 

 I will outline the first four steps of analysis with participants Quinn and Aubrey 

(pseudonyms). This will provide awareness of the analysis process taken for each 

participant’s data and how the steps develop into the Generalized Structural Description. 

Quinn and Aubrey’s descriptions will provide a concrete representation of the analysis-

synthesis of each description.   

Quinn. Step 1 Conceiving a Sense of the Whole: Quinn felt unprepared for the 

events surrounding birth and the immediate postpartum.  They faced a lack of 

breastfeeding support and poor treatment from health care providers in hospital, 

compounding their trauma.  Reliving these traumatic experiences caused Quinn to doubt 

self and own capacity to breastfeed.  In order to breastfeed Quinn had to persevere 

through post-traumatic stress symptoms.  Reading Quinn’s description made me feel that 

Quinn’s experience could have been better had health care providers not missed the 

opportunity to support a vulnerable, traumatized parent.  

Steps 2 and 3: Identifying Meaning Units and Identifying Focal Meanings: The 

following meaning units and focal meanings were elucidated from Quinn’s description. 

1. A. Meaning Unit-Quinn 
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My daughter was born very quickly via an emergency C-section after my water broke 

but there was no indication of labour starting.  A quick assessment revealed that she was 

in a footling breech position and I was beginning to dilate quickly so surgery needed to 

happen immediately to prevent complications. 

B. Focal Meaning-Quinn 

 Experience of a precipitous labour and infant malpresentation necessitated the need for 

an emergent surgical birth. 

2. A. Meaning Unit-Quinn 

I was told I would be able to see, hold, and even possibly nurse following her delivery.  

However, during the surgery the doctors discovered the cord was wrapped around her 

neck multiple times and she was stuck.  When she was delivered, she lost oxygen and 

needed to be assessed immediately.  No one told myself or my husband what was 

happening but I knew something wasn’t right as she wasn’t brought to me right away. 

Once she was breathing normally and crying, they brought my husband to see her, but 

left me alone in the table, not sharing details with me.  Over 15 minutes passed before 

they brought her to me for a quick meet before she and my husband were taken to 

recovery.  I was soon behind 15 minutes later. I nursed right away and began skin to 

skin. 

B. Focal Meaning-Quinn 

Feelings of reassurance of immediate skin-to-skin and early breastfeeding initiation were 

short-lived, as the infant experienced birth asphyxia during delivery and parents were 

subjected to lack of communication from health care professionals. 
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3. A. Meaning Unit-Quinn 

A few hours later, we noticed that she was quite jittery.  Her blood sugars wouldn’t 

stabilize and she had to be admitted to the NICU for assessment.  We were separated 

again while she was admitted and once, I was able, I went to her side. 

B. Focal Meaning-Quinn 

The immediate postpartum period was punctuated with additional separation due to 

signs of hypoglycemia in the infant. 

4. A. Meaning Unit-Quinn 

The nurse whose care we were in [within] the NICU was clearly not supportive of 

breastfeeding and kept bullying me to give her a bottle.  At one point, while struggling 

to get her to latch, she accused me of starving my baby (at this point we were both 

hooked up to IVs and monitors, myself being quite sore after surgery and trying to nurse 

in a very uncomfortable wheelchair.  It was about 30 hours postpartum) and without 

consent, she grabbed my baby and roughly pushed her mouth onto my breast, then 

demanded I feed her a bottle (she was inconsolable by this point).  Other times she 

“suggested “I rest in my room, to which I declined.  I learned later she was tired of me 

trying to breastfeed and wanted to give the baby a bottle.  She also refused to call any 

lactation support for me, refused to bring me a pump or help me access donor milk. It 

was brutal. 

B. Focal Meaning-Quinn 
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While experiencing post-operative pain, Quinn was further burdened when care offered 

in the NICU was unsupportive of breastfeeding, characterized by coercive tactics, 

maltreatment, violations of consent, and outright repudiation of routine lactation support. 

5. A. Meaning Unit-Quinn 

When we were discharged, I worked very hard over the next 24 hours to bring my baby 

back to the breast.  I was very fortunate that once my milk came in, she latched and had 

no issues nursing. 

B. Focal Meaning 

Successful lactation was established after hospital discharge through continuous effort 

and determination. 

6. A. Meaning Unit-Quinn 

However, due to the trauma from the birth as well as the care in the NICU, I had many 

seeds of doubt already sown into my head and became very anxious.  My husband and I 

kept a thorough diary of diaper output and brought it to every appointment to 

demonstrate she was getting enough.  We also invested in a scale to closely monitor 

weight. 

B. Focal Meaning 

Birth trauma and mistreatment in the special care nursery contributed to feelings of 

inadequacy and anxiety, leading to Quinn’s preoccupation with infant’s output and 

weight.  

7. A. Meaning Unit-Quinn 
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I often couldn’t sleep (and my baby was a very good sleeper) because I would dwell on 

the events of her birth and would replay it in my head.  Often, when I was struggling, my 

self-doubt came in the form of the NICU nurse yelling about me starving my baby.  This 

carried on for many months until I had an appointment with my care provider who 

shared the birth notes with me and diagnosed me with postpartum anxiety. 

B. Focal Meaning-Quinn 

Infant displayed normal infant sleeping behaviour, yet Quinn’s mental health suffered, 

as their postpartum period was fraught with vivid flashbacks and ruminations of the 

negative hospital experience. 

8. A. Meaning Unit-Quinn 

Despite all of my mental health challenges my baby thrived.  I did enjoy breastfeeding 

and stay committed to it. It did help relax me and I knew if I quit, it would not help my 

mental state.  I am nearly 12 months postpartum and still nursing. I noted my anxiety 

begin to lessen around 6 months and at that point it became so much easier.  I am 

extremely proud of my 1-year mark and plan on continuing for as long as we can. 

B. Focal Meanings-Quinn 

Dedication to breastfeeding facilitated improvements in psychological wellbeing, 

leading to feelings of pride and a renewed commitment to continue the breastfeeding 

relationship as long as mutually desired. 

Step 4 Situated Structural Description for Quinn: 

Quinn experienced a precipitous labour and infant malpresentation necessitating 

the need for an emergent surgical birth.  Initial reassurance of immediate skin-to-skin 
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and early breastfeeding initiation was short-lived, as their infant experienced birth 

asphyxia during delivery and parents were subjected to lack of communication from 

health care professionals.  The immediate postpartum period was punctuated with 

additional separation due to signs of hypoglycemia in the infant.  Amidst their own post-

operative pain, Quinn was further burdened when care offered in the NICU was 

unsupportive of breastfeeding, characterized by coercive tactics, maltreatment, 

violations of consent, and outright repudiation of routine lactation support.  However, 

successful lactation was established after hospital discharge through Quinn’s continuous 

effort and determination. Birth trauma and mistreatment in the special care nursery 

contributed to feelings of inadequacy and anxiety, leading to obsessive documentation of 

infant output and weight by both parents.  Despite optimal infant sleeping behaviour, 

Quinn’s mental health suffered, as their postpartum period was fraught with vivid 

flashbacks and ruminations of the negative hospital experience.  A steadfast dedication 

to breastfeeding facilitated improvements in psychological wellbeing, leading to feelings 

of enjoyment, pride and a renewed commitment to continue the breastfeeding 

relationship as long as mutually desired.  For Quinn breastfeeding after birth trauma 

meant persevering through mistreatment and lasting symptoms of trauma to emerge with 

feelings of healing and fulfillment in their breastfeeding journey.  

Aubrey.  Step 1 Conceiving a Sense of the Whole: Aubrey experienced 

mistreatment and violation of their rights during birth.  They experienced post-traumatic 

stress symptoms. Physically caring for their infant was triggering.  Their experience 

caused them to distrust the health care system and would have prevented them from 

seeking breastfeeding support had it been warranted. 
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Steps 2 and 3: Identification of Meaning Units and Identifying Focal Meanings: The 

following meaning units and focal meanings were elucidated from Aubrey’s description. 

1. A. Meaning Unit-Aubrey 

The midwife who attended my homebirth violently assaulted me in several ways during 

labour. 

B. Focal Meaning 

During their homebirth, Aubrey experienced gross mistreatment and violations of bodily 

integrity from a health professional. 

2. A. Meaning Unit-Aubrey 

She threatened me and forcibly raped me to perform a vaginal exam and at one point 

violently smashed on my stomach after the birth claiming to be performing an 

assessment which several different medical personnel have now assured me should 

never involve the kind of pain and force, she chose to assault me with. 

B. Meaning Unit- Aubrey 

Aubrey was pressured and forced to undergo physical examination in the absence of 

consent.  They felt physically violated, the health care professional’s behaviour was 

injurious and Aubrey later learned from other health professionals that the amount of 

force used during the examination was indeed excessive. 

3. A. Meaning Unit- Aubrey 

I suffered flashbacks and nightmares for the first nine months and was very triggered by 

touch. 

B. Focal Meaning- Aubrey 
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Aubrey was hypervigilant after their birth trauma, and experienced intrusive memories 

and recurrent traumatic dreams. 

4. A. Meaning Unit- Aubrey 

Breast feeding went well in terms of milk supply and weight gain for my newborn 

daughter but my touch triggers were always being set off if my baby kicked my stomach 

or bit down on my nipple and startled me I would have a full panic attack or flashback 

again. 

B. Focal Meaning-Aubrey 

Lactogenesis and infant growth were uncomplicated for Aubrey, however if the infant 

unexpectedly touched them during breastfeeding, they would experience painful 

memory recollections and feelings of panic. 

5. A. Meaning Unit- Aubrey 

There were so many times where that would happen and I would have to hand my 

daughter to my husband and run to another room to cry and rock back and forth while I 

lived through the assault again even though it was only my sweet little baby's feet that 

had brushed my stomach.  Sometimes the overwhelm of cluster feeding would set me off 

into panic just from being touched so much and feeling trapped without autonomy over 

my body. 

B. Focal Meaning-Aubrey 

When these feelings surfaced Aubrey would pass their infant to their partner and go to 

another room to sob and relive painful memories.  Cluster feeding was especially 

overwhelming, triggering memories of their loss of bodily integrity.  
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6. A. Meaning Unit- Aubrey  

I also had anxiety and hypervigilance around trying to protect myself and my baby that I 

was getting almost no sleep.  Even when my daughter was sleeping quite well for long 

stretches, I was awake watching for anyone who might come back into our home and 

attack us again. 

B. Focal Meaning- Aubrey 

Aubrey’s anxiousness contributed to their sleep deprivation, even when their infant was 

sleeping well Aubrey stayed awake fraught with worry over potential future assaults.  

7. A. Meaning Unit-Aubrey 

We persisted through breastfeeding even though it was very difficult on my mental 

health and I eventually found techniques to help calm the PTSD symptoms so I wasn't 

having full flashbacks anymore by one year old.  My daughter is now 1.5 and still 

breastfeeding. 

B. Focal Meaning-Aubrey 

It was difficult for Aubrey to persevere through lactation in their fragile psychological 

state but by one-year postpartum Aubrey was able to employ self-strategies to alleviate 

their post-traumatic stress symptoms.  Aubrey continues to maintain lactation into 

toddlerhood. 

8. A. Focal Meaning-Aubrey 

I reported the midwife and nothing was done by the governing college since the midwife 

says it never happened.  Even though myself and my husband and doula were all 

witnesses they only believe the midwife.  Going through that just to find out there is 
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absolutely no protection to patients from medical professionals who commit assault 

made it nearly impossible for me to go to the doctor or even a therapist knowing what 

they could potentially do to me and get away with. 

B. Focal Meaning-Aubrey 

When Aubrey informed the appropriate governing bodies of their mistreatment during 

childbirth, their experience was denied, despite the corroboration of witnesses.  This 

experience coupled with their birth trauma has caused them to develop an extreme 

distrust of the medical system and all healthcare providers, even mental health 

counsellors.  

9. A. Meaning Unit-Aubrey 

I strongly feel this would have prevented me being able to access lactation support if 

there had been any difficulties with latch or supply which thankfully, we didn't have. 

B. Focal Meaning-Aubrey 

Aubrey is thankful they did not require lactational support, as they feel their distrust 

would have prohibited them from seeking the appropriate support. 

Step 4 Situated Structural Description for Aubrey: 

During their homebirth, Aubrey experienced gross mistreatment and violations 

of bodily integrity from a health professional. Aubrey was pressured and forced to 

undergo physical examinations in the absence of consent.  They felt physically violated, 

the health care professional’s behaviour was injurious and Aubrey later learned from 

other health professionals that the amount of force used during the examination was 

indeed excessive. Aubrey was hyper vigilant after their birth trauma, and experienced 

intrusive memories and recurrent traumatic dreams.  Lactogenesis and infant growth 
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were uncomplicated for Aubrey, however if the infant unexpectedly touched them 

during breastfeeding, they would experience painful memory recollections and feelings 

of panic. When these feelings surfaced, Aubrey would pass their infant to their partner 

and go to another room to sob and relive painful memories.  Cluster feeding was 

especially overwhelming, triggering memories of their loss of bodily integrity.  Aubrey’s 

anxiousness contributed to sleep deprivation: even when their infant was sleeping well, 

Aubrey stayed awake fraught with worry over potential future assaults.  It was difficult 

for Aubrey to persevere through lactation in their fragile psychological state but by one-

year postpartum Aubrey was able to employ self-care strategies to alleviate their post-

traumatic stress symptoms.  Aubrey continues to maintain lactation into toddlerhood.  

When Aubrey informed the appropriate governing bodies of their mistreatment during 

childbirth, their experience was denied, despite the corroboration of witnesses.  This 

experience coupled with their birth trauma has caused them to develop an extreme 

distrust of the medical system and all healthcare providers, even mental health 

counsellors.  Aubrey is thankful they did not require lactational support, as they feel 

their distrust would have prohibited them from seeking the appropriate support.  For 

Aubrey, breastfeeding after birth trauma meant persevering through intense post-

traumatic stress symptoms and healthcare anxiety that were the result of extreme 

mistreatment and rights violations during childbirth. 

I have also chosen to include the situated structural descriptions of all 43 

participants (see Appendix D), however, due to the large number of participants, I will 

not include analysis-synthesis steps 1 through 3 for each participant. It is my hope that 

Quinn and Aubrey’s examples will provide insight into the process taken for each of the 
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43 participants.  It is uncommon to see such a large sample in this type of research, but 

the enthusiastic response to the research and the speed at which data was collected led 

me to believe that this research was taking place at a critical time and that the 

experiences of the participants were of intrinsic value.  Perhaps my own previous 

experience with the phenomenon imparted a sense of responsibility to the participants 

who sought to share their experiences with me. I believed strongly their voices needed to 

be heard, therefore, I chose to retain and analyze all 43 participants, rather than employ 

qualitative data reduction techniques.  

Synthesizing the Generalized Structural Description 

Step 5, Synthesizing the Generalized Structural Description: In this final step of the 

analysis-synthesis the meaning of the lived experience expressed by the participants is 

encapsulated by the researcher, explicating the general structure of the phenomenon.  

The Generalized Structural Description captures an aggregate of commonalities in 

experience, it extends beyond the isolated experience of an individual.  Throughout this 

process it must be discerned which components of the situated structural descriptions 

reflect the greater Generalized Structural Description of the experience.  It is during this 

stage that the researcher is tasked with taking the meaning described by the participants 

and expressing it in language relevant to their disciplinary lens (Giorgi, 1975).  

In this step I compared all SSDs and sought congruity in experiences between 

participants.  This was accomplished by rereading all SSDs and looking for shared 

essences and deviations in experience between participants, shared essences became the 

generalized structure of the experience.  Because of the number of participants this 
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became an intensive process in which I grouped SSDs displaying shared meanings, then 

categorized them further into more general essence themes of the experience. Some 

SSDs could be categorized into many essences.  Table 1 shows how SSDs were 

categorized. I also gave each participant a number associated with their pseudonym for 

ease of review in the following table. 

 

Table 1: Essences revealed by the situated structural descriptions of the experience of 

breastfeeding after birth trauma 

 

Essences 

 

 

Participant number 

Physical embodiment  

perinatal pain   1,3,5,6,10,11,15,17,18,21,22,23,24,25,28a,b;30a,b

;32,33,34a,35, 36, 37,38,41,42,43 

lactational pain 5,8,13,14,21,25,30a,39,43 

delayed lactogenesis II 4,8,19,26,41 

diminished milk production 3,4,10,13,14,25,26,31,40,41,43 

  

Emotional embodiment  

impact mental health 8,9,11,13,16,17,18,22,23,24,26,27,32,33,34a,b;36,

37,39,41,42,43 

post-traumatic stress 

symptoms 

8,9,11,16,18,23,32,33,34a,b;39,42,43 

fear 9,19,23,30b,34a,b;42,43 

feelings of body betrayal 9,10,16,37,39,42 

guilt 13,27,34b,37,39,43 

disappointment 13,39,43 

disrupted attachment  2,5,7,8,9,13,17,22,27,33,34a,43 

loss of control 23,27,30b 

  

Affirmative Breastfeeding 

Experiences 
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Table 1 continued 

 

Essences 

 

 

Participant number 

atonement to baby 16,27,34a,b 

healing experience 2,7,8,9,10,16,19,21,26,28b,30a,b;32,34b,37,38,39,

41,43 

increase parenting self-

efficacy 

10,16,20,27,33,35,37,39 

positive experience 12,15,23,26,33,35,37,38 

facilitation of attachment 2,7,33 

self-pride 9,11,20,21,30a,b;33,41,43 

 

Lactation Support 

 

effective support  1,2,7,8,10,12,24,26,29,34a, b;35,37,39,41,43 

ineffective support   6,10,11,13,14,16,18,21,22,31,34b,35,38,39,42,43 

IBCLC support 7,8,18,19,29,30a,33,34a,39 

Peer support 12,30a,34b,39,41 

  

Treatment by Health Care 

Professional 

 

poor communication 4,5,6,11,16,21,37,39,40 

coercion 6,11,18 

violation of bodily autonomy 4,6,16,32,37,42 

violation of consent 4,6,11,16,27,30a,31,32,34b,37,42 

violation of privacy 37,40 

Mistreatment/disrespect 4,5,6,8,11,16,17,18,21,27,28a,30b,31,32,33,35,37,

38,39,40,42 

  

At the mercy of policies & 

practices 

 

separation of dyad 3,5,9,10,11,16,18,20,21,22,25,29,31,35,37,38,39,4

3 

pressure to supplement 6,7,10,13,14,16,18,20,21,25,28a,31,32,37,38,39,4

1,43 

supportive policies 2,12,33 

unsupportive policies 3,7,21,22,25,38 

BFHI specific policies 2,12 

skin to skin contact 2,12,15,30b,33,34a,b;39 

support after discharge  1,10,12,39,41 
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After finding shared meaning and essences of the experience, I deliberately 

reflected on how the participants’ experiences corresponded with strategies of the 

Ottawa Charter and Baby-Friendly Hospital Initiative practices. Using the language of 

the Ottawa Charter, essences were revealed to comprise five statements constituting the 

Generalized Structural Description (GSD). The conclusion of the analysis-synthesis 

revealed the Generalized Structural Description for the participants of this research. The 

meaning of the experience of breastfeeding after birth trauma is as follows: 

The pain of birth trauma is destabilizing of the lactation process. Breastfeeding 

after birth trauma involves the initial and sometimes continued embodiment of persistent 

physical and/or emotional pain, sometimes complicating parent infant bonding, pointing 

out the need to advocate, enable, and mediate for this population. 

The experience of breastfeeding after birth trauma imparts navigating fractures 

in communication and violations of bodily autonomy and consent, confirming the need 

for public commitments to the alleviation of mistreatment in childbirth settings through 

the building of healthy public policy and reorientation of health services. 

Breastfeeding after birth trauma encompasses feeling at the mercy of 

unsubstantiated institutional policies and practices, exacerbating feelings of 

vulnerability and drawing attention to the need to reorient health services to strengthen 

implementation of the Baby Friendly Hospital Initiative. 

After birth trauma the outcome of the breastfeeding experience is often 

contingent on the quality and timeliness of support available in the immediate post-

partum period, bearing witness to insufficiencies in support at the hospital and 
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community level, illuminates the need to create supportive environments and reorient 

health services. 

An increased determination to breastfeed after birth trauma presents an 

opportunity to develop personal skills, allowing for healing, atonement, and reclamation 

of personal agency in the face of mistreatment and inadequate support. 
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Chapter V: Discussion, Recommendations for Practice and Conclusion 

The Experience of Breastfeeding After Birth Trauma 

In the Researcher’s Perspective I disclosed my personal experience with 

breastfeeding after birth trauma and explained how this experience sparked my desire to 

explore the lived experience of other birthing parents.  Sharing my own story was an 

important part of the research journey, making transparent what accompanied me on my 

research journey. Next, I provided a review of the literature surrounding birth trauma 

and breastfeeding, highlighting the paucity of research on the lived experience of 

breastfeeding after birth trauma.  I drew attention to the significance of the subjective 

experience in health care encounters and the need for health research that takes into 

account the subjective experience of the patient.  I then discussed phenomenology and 

how it was an appropriate method to illustrate the meaning of mothers’ and birthing 

parents’ experiences.  I discussed the congruency of using principles of health promotion 

espoused in the Ottawa Charter as a lens with Giorgi’s Descriptive Phenomenological 

Method and the ethical considerations of undertaking this research.  I demonstrated the 

analysis-synthesis process of Giorgi’s Descriptive Phenomenological Method, 

demonstrating how it aided in illuminating the meaning of breastfeeding after birth 

trauma.  In this final chapter the general structural description using the language of the 

Ottawa Charter is restored to the words of the participants.  In doing so, the findings of 

the research are shown to be grounded in the participants own words.  

Five essence statements emerged from the participants’ words to reveal the 

general structural description. I will ground each essence statement with the words of the 
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participants and discuss action strategies of the Ottawa Charter that were congruent with 

the participants’ descriptions of the experience.  While I have presented five essence 

statements that make up the general structural description, it is important to note that 

they are interconnected and relational in nature; they are not meant to exist alone, they 

are part of the whole.  

In asking participants to share their experience of breastfeeding after birth 

trauma, every participant consistently shared intimate details of their birth trauma 

experience.  Not a single participant left out the events surround their birth.  I believe 

this highlights that birth and breastfeeding are not dichotomous experiences, they exist 

on a continuum.  The breastfeeding experience was unavoidably bound to the birth 

experience.  What happens during birth impacts the entirety of the postpartum 

experience, including lactation.  For many parents there was little demarcation between 

where the birth trauma ended and the breastfeeding experience began.  

While I had not explicitly asked for the birth experience to be shared nor 

excluded from the breastfeeding experience, I think that the amount of detail and the 

emphasis participants placed on describing their experience of birth trauma underscores 

that any attempt to tease out the unique breastfeeding experience separate from the birth 

experience is futile.  Participants words demonstrated that happens in birth has 

repercussions for breastfeeding.  

In in this chapter, I have at times drawn on quotes from the birth experience that 

do not directly impart the breastfeeding experience, as after reading the participants’ 

words it was clear here was no abrupt change where the birth trauma experience became 

the breastfeeding experience, they were one.  Descriptions revealed the experience was 
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filled with nuance and the breastfeeding experience was not a discrete experience 

occurring in isolation from the birth trauma.  In light of this, in my discussion of the 

following essence statements I deliberately draw on descriptions of both birth trauma 

and breastfeeding to draw attention to their connectedness. 

Essence Statements 

The pain of birth trauma is destabilizing of the lactation process. Breastfeeding 

after birth trauma involves the initial and sometimes continual embodiment of persistent 

physical and/or emotional pain, sometimes complicating parent infant bonding, pointing 

out the need to advocate, enable, and mediate for this population.  

Participants described the embodiment of pain in breastfeeding after birth 

trauma. Beck and Watson (2008) recounted that participants of their research found the 

physical pain of a traumatic birth often impacted their breastfeeding experience, 

complicating attempts to initiate breastfeeding.  Participants of this study affirmed that 

the physical pain of birth trauma influenced their ability to initiate breastfeeding in the 

early postpartum period, altering their breastfeeding experience.  After a traumatic 

removal of a retained placenta under general anesthesia, Rowan stated, 

The result of the experience was that I was absolutely shattered for the first 24 

hours, and lacked the physical strength to lift or hold my child.  I also had a 

poorly placed cannula in the back of each hand, making me unable to manipulate 

my hands, as would be required for positioning my nipple to help my baby latch, 

without extreme hand pain.  
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As Rowan regained strength and was able to position their infant, breastfeeding and 

physically caring for their infant became easier.  Like Rowan, many parents found their 

physical pain resolved, but for some the pain did not resolve.  Unfortunately for many 

birthing parents, the resultant physical pain of birth trauma was just the beginning and 

they developed lactation-related pain as well, persisting beyond the immediate 

postpartum period, complicating breastfeeding further.  Wyatt detailed, 

After the C-section, they tried to get me to breastfeed on my side but it was so 

awkward… I still tried with so many pillows around me…I kept breastfeeding.  

It was so painful.  When I went home, I bought a breastfeeding pillow.  That 

helped a lot to prop up the baby so my son wasn’t directly on my incision.  I kept 

breastfeeding.  It was so painful.  For weeks and weeks.  I was so red and 

cracked and sore.  Weeks turned into months.  So much pain. 

Participants, regardless of breastfeeding outcomes, expressed thoughts of guilt 

and culpability for their experience, and their continued pain fueled existing feelings of 

self-criticism.  During their research on the experience of breastfeeding related pain, 

Jackson, Mantler, and O’Keefe-McCarthy (2019) found those experiencing 

breastfeeding pain “expressed feelings of guilt and self-judgment” (p. 68).  The 

participant Morgan voiced feelings of disappointment and self-blame when the 

unresolved pain of breastfeeding led them to make the painful decision to discontinue 

breastfeeding.  Morgan recounted that painful breastfeeding experiences exacerbated 

residual feelings of failure over their caesarean section performed under general 

anesthesia. Morgan described their experience as follows: 
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I continued breastfeeding although the pain was great, and was told it would go 

away soon…. The pain was still severe when breastfeeding to the point I would 

have to unlatch him after a couple minutes and bottle feed... Eventually he ended 

up having more and more formula at feeds and less breast milk, and I started 

producing less.  After seeing 5 lactation consultants, a midwife, my doctor and 

an OB, I made the decision to stop breastfeeding what little I still was when he 

was 3 months old.  It was an extremely hard time emotionally to deal with this 

decision as I felt like a failure once again. 

Following an emergency caesarean and subsequent resuscitation of their infant, 

Jules echoed similar feelings of failure after uncontrolled postpartum pain hampered 

their initial breastfeeding attempts.  Anticipating that perceived personal failure during 

birth would lead to subsequent failure in breastfeeding, Jules divulged, “I was in a lot of 

pain, and she was too tired to nurse. I felt that my body had let me down for her 

delivery, and I was sure that it would fail me at breastfeeding.”  Lennon, who initially 

experienced extreme pain due to uterine massage for a postpartum hemorrhage also 

recounted feelings of guilt when lactation proved painful as well:  

Not only did I think I was a wimp, but I also felt guilty – like I was a terrible 

mom. I would breastfeed him a bit, but the pain was so great, he would mostly 

drink from a bottle. 

 For participants like Morgan, Jules, and Lennon, feelings of self-blame revealed the 

delicate intersection of physical and emotional pain that breastfeeding in the wake of 

birth trauma meant for these birthing parents.  Recent research has also found that the 
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painful physical and psychological consequences of birth trauma thwart breastfeeding 

(Molloy, Biggerstaff, & Sidebotham, in press). 

In addition to the obvious physical embodiment of pain, arguably more salient 

was the emotional pain of breastfeeding after birth trauma.  Feelings of guilt and self-

blame took an emotional toll on the parents but so did post-traumatic stress symptoms, 

including flashbacks, hypervigilance, fear, and anxiety.  After a life-threatening 

postpartum hemorrhage Parker shared their emotional turmoil over their early 

postpartum experience: “I carried a feeling of doom with me constantly and felt so ill 

that I was still convinced I would probably die. I was so scared every night going to bed 

that I would never wake up again.”  Wynn, who had planned a homebirth but instead 

experienced an urgent surgical birth shared,  

After birth even thinking about the situation brought me right back to it in full 

force. I would have flash backs of seeing my midwife come in with her empathic 

look and my flood of emotions were just as strong as that moment.   

Memories of birth trauma also exacerbated feelings of fear over breastfeeding 

performance.  Feeling unsupported in breastfeeding followed by a deterioration of their 

mental health in the hospital, Charlie revealed:  

I insisted on discharging myself after 4 days post op, as I was sleep deprived and 

feared for my mental health and health of baby with no support at night feeds. I 

didn't realize at the time I had PTSD from the birth and symptoms of post-natal 

depression. 

Research done by Beck and Watson (2008) found that memories of birth trauma 

had a damaging effect on breastfeeding experiences.  The emotional pain of birth trauma 
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infringed upon the breastfeeding experience.  Memories and flashbacks of the birth 

caused parents great distress, threatening their wellbeing at an already vulnerable time.  

Sawyer stated, “This trauma impacted my breastfeeding experience because it gave me 

very high levels of anxiety.  Because of the trauma I wasn't sleeping, even when baby 

was, and I wasn't taking care of myself.”  Another participant, Sam, communicated,  

While I never talked to the Dr, I’m nearly certain I suffered from postpartum 

anxiety after both births, staying up all night holding my infants afraid something 

terrible would happen if I slept.  I’m sure this made the sleep deprivation from 

breastfeeding worse. 

Parents also found it difficult to reconcile the trauma of their birth experience 

with the joy in the arrival of their infant.  It was difficult to process the conflicting 

feelings birth trauma produced and the impact it had on the postpartum period, as 

demonstrated by Blake’s powerful words: 

I had some degree of PTSD and flashbacks for six months.  For months after 

birth, I relived all my memories daily, both the good and the bad, sometimes with 

flashbacks.  From the beginning, I felt overwhelmingly positively about my 

birth. Yet there were aspects I flinched from on bad days, and those grew as I 

unearthed more of my experiences.  I didn't know what to make of this 

dissonance at first. It seemed strange for something to be both the best day and 

the worst day of my life. 

For some, their birth trauma eclipsed any positive feelings of the birth, 

effectively stealing their happiness. This disruption in anticipated attachment was 

alarming for parents, as many had expected an immediate attachment with their infant.  
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They expected that they would feel an outpouring of love upon meeting their child and 

breastfeeding for the first time, instead they were faced with a reality much different 

than what they had envisioned.  An observational study done by Reid (2011) found that 

experiencing a traumatic birth can create a loss of connection between parent and infant.  

After their infant underwent resuscitation, Jules expressed, “I didn’t recognize her. I 

didn't feel any emotion. That frightened me. I knew she was mine, but she was a 

complete stranger to me.”  Beck and Watson (2008) similarly found participants related 

feelings of detachment from their infant in attempting to breastfeed after birth trauma, 

labelling one of their themes “Disturbing Detachment: An empty affair” (p. 234).  

Keegan struggled with feelings of detachment as a consequence of their traumatic birth 

and relayed what it meant for breastfeeding, stating, 

After my daughter was born, I didn't get the rush of hormones, the love 

thunderbolt. After her birth I looked at her and felt numb. It didn't occur to me 

that there was something wrong…For the next 7 weeks, I struggled with feeding, 

struggled to love her. 

Some participants expressed initial relief that their birth experience was over, however 

this was short-lived, as feelings of fear and detachment persisted.  As Wynn revealed,  

I really do think my birth impacted my breastfeeding journey, I did not get the 

happy feeling when my baby arrived, when she was put on my chest I was 

relieved but still scared and shaken, the weeks following I was in so much pain 

and so swollen it made finding a position to nurse in very difficult. 

Parents’ memories of how they were treated during their birth experience and 

immediately after were emotionally painful and disruptive to the breastfeeding 
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experience.  Emotional pain took the form of flashbacks of mistreatment, and sometimes 

the physical act of breastfeeding was what triggered participants to relive these painful 

experiences.  Participants of Beck and Watson’s (2008) research found breastfeeding 

attempts elicited distress in the form of vivid flashbacks.  Aubrey, who experienced 

mistreatment during birth, expressed how triggering touch was for them during 

breastfeeding:  

I suffered flashbacks and nightmares for the first nine months and was very 

triggered by touch.  Breastfeeding went well in terms of milk supply and weight 

gain for my newborn daughter but my touch triggers were always being set off if 

my baby kicked my stomach or bit down on my nipple and startled me, I would 

have a full panic attack or flashback again.  Sometimes the overwhelm of cluster 

feeding would set me off into panic just from being touched so much and feeling 

trapped without autonomy over my body. 

Sometimes there was no apparent physical trigger for the vivid reliving of mistreatment, 

parents lived with the overarching threat of flashbacks in the background of their life, 

threatening their mental well-being and destabilizing their breastfeeding experience. 

Mistreatment caused recurring doubts in the postpartum period. Molloy et al. (in press) 

found experiencing birth trauma impacted parents’ sense of self-efficacy in parenting, 

and self-doubt was pervasive after being dismissed and mistreated during birth. Quinn 

shared the debilitating doubts mistreatment caused:  

However, due to the trauma from the birth as well as the care in the NICU, I had 

many seeds of doubt already sown into my head and became very anxious…I 

often couldn’t sleep (and my baby was a very good sleeper) because I would 
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dwell on the events of her birth and would replay it in my head.  Often, when I 

was struggling, my self-doubt came in the form of the NICU nurse yelling about 

me starving my baby. 

Lennon also faced mistreatment, as they were repeatedly misdiagnosed and their pain 

went unrelieved for weeks.  This experience of mistreatment impacted their 

breastfeeding goal, requiring them to exclusively pump, leading to feelings of failure 

and a deterioration of mental well-being.  As Lennon stated, “These feelings have 

negatively impacted my mental health over the past year.  There were many night 

terrors, night sweats, flashbacks, and visions that bombarded my mind.” 

The experience of breastfeeding after birth trauma imparts navigating fractures 

in communication and violations of bodily autonomy and consent, confirming the need 

for public commitments to the alleviation of mistreatment in childbirth settings through 

the building of healthy public policy and reorientation of health services. 

Many participants of this research shared distressing experiences of mistreatment 

during childbirth and in the postpartum period.  Some experiences were recent, while 

others occurred decades ago, pointing out the saliency of these experiences.  Previously, 

experiences of care during childbirth have not been given research priority, however 

there is now growing global recognition of mistreatment during childbirth (Šimonović, 

United Nations Human Rights Council Special Rapporteur on Violence Against Women 

& United Nations Secretary General, 2019; WHO, 2015).  While a universal global 

definition on what constitutes mistreatment during childbirth does not exist, the WHO 

Research Group on Treatment of Women During Childbirth (Bohren et al., 2015) 

conducted a landmark mixed methods systematic review examining 65 quantitative and 
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qualitative studies to develop an evidence-based typology for childbirth mistreatment in 

health facilities.  The seven domains of mistreatment as labelled by Bohren et. al (2015) 

were: 1. Physical abuse, 2. Sexual abuse, 3. Verbal abuse, 4. Stigma and Discrimination, 

5. Failure to Meet Professional Standards of Care, 6. Poor Rapport between Women 

and Providers, and 7. Health system Conditions and Constraints.   

Participants of this research experienced many forms of mistreatment consistent 

with Bohren at al.’s (2015) typology.  There were various instances where participants 

shared that professionals failed to meet professional standards of care.  In accordance 

with Bohren et al.’s (2015) typology these types of experiences typically involved lack 

of informed consent and/or being subjected to violating physical examinations or 

procedures.  Sawyer was left traumatized when their rights were violated during labour, 

stating “the obstetrician performed a vaginal exam while I was mid contraction and 

saying, No.”  Sawyer also shared how this experience shaped breastfeeding, stating, 

“This trauma impacted my breastfeeding experience because it gave me very high levels 

of anxiety.  Because of the trauma I wasn't sleeping, even when baby was, and I wasn't 

taking care of myself.” 

Another participant, Sam, who submitted two traumatic birth experiences, was 

also subjected to physical procedures in the absence of consent, stating, “The doctor cut 

me (episiotomy) without asking and I could feel the scissors.”  This mistreatment had an 

impact on Sam’s mental health, leaving them with debilitating anxiety, as they imparted, 

“While I never talked to the Dr, I’m nearly certain I suffered from postpartum anxiety 

after both births, staying up all night holding my infants afraid something terrible would 

happen if I slept.”  Symptoms of anxiety and sleep deprivation complicated early 
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breastfeeding issues.  Sam recalled feeling so fixated on their own healing after birth that 

it distracted them from recognizing lactation challenges: 

I blame myself in part for not catching the problems because I was also anxious 

about my own healing early on and so I may not have been as focused on those 

things as I should have been.   

Wallis’ birth trauma experience also stemmed from providers failing to meet 

professional standards of care when procedures were performed without consent:  

I had birth trauma with my first child relating to having to do a transfer to the 

hospital and then having the hospital staff do procedures I had explicitly told 

them I did not give consent for.  This set me up for feeling like I had failed my 

baby and from the very first moment I had failed in my duty to protect him. 

Wallis faced many challenges in establishing breastfeeding and their mistreatment left 

them with feelings of inadequacy. Establishing breastfeeding was Wallis’ perceived 

atonement to their infant for not protecting them during violations of consent during the 

birth.  Wallis shared:  

I hadn't been able to protect him during birth, but at least I could nurse him and 

make sure he was having that contact and being fed appropriately…If I hadn't 

been able to nurse him, things would have been so much worse. 

Participants of this study frequently shared overlapping forms of mistreatment.  

Aubrey experienced multiple forms of abuse including physical, verbal, and sexual 

abuse from care providers who failed to meet professional standards of care during their 

birth: 
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The midwife who attended my homebirth violently assaulted me in several ways 

during labour. She threatened me and forcibly raped me to perform a vaginal 

exam and at one point violently smashed on my stomach after the birth claiming 

to be performing an assessment, which several different medical personnel have 

now assured me should never involve the kind of pain and force she chose to 

assault me with. 

As shared by other participants in this chapter, the emotional pain of this experience left 

Aubrey trigged by touch, and breastfeeding exacerbated their PTSD symptoms.  

Aubrey’s mistreatment complicated their infant feeding experience: “We persisted 

through breastfeeding even though it was very difficult on my mental health.”  Aubrey’s 

experience also eroded their trust in health professionals and they lamented that this 

impacted their ability to seek future health care: 

Going through that just to find out there is absolutely no protection to patients 

from medical professionals who commit assault made it nearly impossible for me 

to go to the doctor or even a therapist knowing what they could potentially do to 

me and get away with.  I strongly feel this would have prevented me being able 

to access lactation support if there had been any difficulties with latch or supply 

which thankfully, we didn't have. 

Participants frequently described experiences of mistreatment that would 

constitute both Failure to meet Professional Standards of Care and Poor Rapport 

Between Women and Providers, as per Bohren et al.’s (2015) typology. This is in line 

with research by Beck (2018) who performed a secondary analysis of their previous 

birth trauma research (Beck, 2004a) and found that the two most reported types of 
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mistreatment in childbirth were Failure to meet Professional Standards of Care and 

Poor Rapport Between Women and Providers.  Jackie’s birth experience involved 

mistreatment from health care providers who failed to meet professional standards and 

poor rapport with the care provider as it encompassed a lack of supportive care, physical 

examination without consent, loss of autonomy, and paucities in communication.  

Participants of Reed, Sharman, and Inglis’ (2017) mixed methods research on birth 

trauma described situations in which parents’ embodied knowledge of their labour 

experience was ignored and denied in favour of the caregiver’s evaluation.  Jackie 

described how their wishes and embodied experience were repeatedly ignored during 

their birth experience: 

My entire ordeal I was told what to do and what not to do, and was not heard. In 

early labour I was bouncing on a ball and was told to get back in bed. I asked 

why and was told by the nurse ‘because I said so.’ At 8 am I told the doctor I 

could feel everything. He told me I could not. At 9 am the doctor told me he 

would break my water because I was taking too long. I said no, and he did it 

anyway. 

Jackie’s poor rapport with their providers continued after birth, as communication 

continued to breakdown and there was a lack of support to when trying to establish 

breastfeeding.  Jackie felt their intention to breastfeed was not respected:   

Eight hours after birth I was told my child’s blood sugar level was low and they 

were going to give her formula.  I was told again I would not be able to 

breastfeed and that my partner should go buy formula because the hospital 

cannot supply the full amount while we stayed there. 
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Previous qualitative research has found that communication is fundamental to 

parents not only feeling respected but also safe during birth (Rönnerhag, Severinsson, 

Haruna & Berggren, 2018).  Beck (2004) also found a lack of communication from 

clinicians and fears for safety contributed to feelings of trauma after birth.  Erosions in 

communication left parents feeling ignored and endangered their wellbeing, as was 

experienced by Wyatt:  

I was hemorrhaging without knowing, all night in the hospital. The nurse was not 

listening to me when I said I was in so much pain inside, but again it was my first 

vaginal delivery what did I know.  She did not listen to me, and said to me that I 

was trying to be super women to go naturally.  She was awful… I slowly walked, 

blood pouring down from my legs.  Then I fell and blacked out.  I was indeed 

dying from blood loss.  I lost over half my blood and also had a NDE. (Near 

Death Experience). 

Frankie’s birth trauma experience also involved ineffective communication and 

disrespect, reflecting poor rapport with their provider.  Early on in their birth experience 

Frankie felt ignored and a lack of caring from their provider: 

Her manner was brusque; she seemed irritated by what I did or didn’t do.  When 

we arrived at the hospital, my water had already broken and I was having strong 

contractions.  I was excited to see that the birthing suite they were taking me to 

was next door to the water birthing tank.  When I commented on this, I was told, 

“Oh no, I don’t have the staff for that,” and there went that resource that I’d be 

looking forward to. It was the first sign to me that what I wanted absolutely did 

not matter anymore. 
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Ignorance of Frankie’s wishes continued when they were forced to maintain the 

lithotomy position against their wishes during birth.  Communication did not improve 

after the birth of their infant, Frankie felt continued disregard when their infant’s 

condition was not accurately disclosed to them after birth and their immediate 

postpartum wishes continued to be ignored without explanation:  

I was asking after him all this time, wanting to see my baby and have him put to 

my breast for skin-to-skin, but being told that he was just hanging out with my 

partner when in fact they were worried for this little guy’s life.  I’m not sure how 

much time passed before I was able to actually hold him, and even then, he was 

whisked away again and I wasn’t able to do skin-to-skin right away like I had 

wanted. 

Quinn’s birth experience involved multiple incidences of poor rapport with their 

providers, they also experienced ineffective communication and unsupportive care.  

After an emergency caesarean section, Quinn described feeling neglected and a lack of 

communication from their health care provider: 

No one told myself or my husband what was happening but I knew something 

wasn’t right as she wasn’t brought to me right away.  Once she was breathing 

normally and crying, they brought my husband to see her, but left me alone in the 

table, not sharing details with me. 

After birth, Quinn’s mistreatment continued, as they experienced violations of consent 

and autonomy related to infant feeding.  As Quinn described, the care they received was 

disrespectful, involving verbal and physical abuse:  
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The nurse whose care we were in in the NICU was clearly not supportive of 

breastfeeding and kept bullying me to give her a bottle.  At one point, while 

struggling to get her to latch, she accused me of starving my baby…and without 

consent, she grabbed my baby and roughly pushed her mouth onto my breast, 

then demanded I feed her a bottle.  

Quinn’s providers demonstrated a complete lack of support for breastfeeding.  Providers 

failed to provide routine support for maintaining lactation in the face of difficulties, 

essentially undermining Quinn’s efforts to establish breastfeeding in the early 

postpartum: 

Other times she “suggested” I rest in my room, to which I declined.  I learned 

later she was tired of me trying to breastfeed and wanted to give the baby a 

bottle. She also refused to call any lactation support for me, refused to bring me a 

pump or help me access donor milk. It was brutal. 

This flagrant abuse and lack of support contributed to Quinn’s diagnosis of postpartum 

anxiety as previously noted in this chapter.  Their mistreatment, especially the verbal 

abuse, resulted in flashbacks, lowered self-efficacy, and preoccupation with infant 

weight.  Quinn was able to successfully establish lactation but not without weathering 

“seeds of doubt.” 

 As demonstrated, mistreatment can begin at any point in childbirth: before, 

during, or immediately after. Birth can be an especially vulnerable time as individuals do 

not always feel comfortable self-advocating when facing mistreatment, especially when 

birth is something they have never experienced before.  Eastyn recounts their difficulties 

advocating for themselves in the midst of mistreatment:  
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She kept removing my husband from the room every time she examined me.  

Forgetting to let him back in afterwards.  When I was in hard labour. I asked for 

something to take the edge off.  She looked at me said “No” and shook her head.  

I was in so much pain.  I was young, early 20’s and didn’t know how to advocate 

for myself and my husband wasn’t in the room at the time.  An hour later I 

started pushing.  She ran out of the room, left me with my husband and mother 

and left the door wide open.  She went to get the head nurse.  I delivered my son 

with the cord wrapped around his neck.  He was blue and purple.  She wouldn’t 

even speak to me about what was going on. 

 Elliott, who experienced labour dystocia, faced difficulties in advocating for themselves 

regarding infant feeding.  Their mistreatment took the form of a lack of supportive care 

and lack of autonomy in infant feeding decisions. Elliott wrote, 

During the time I was asleep she was kept in the nursery and given formula top 

ups.  Once I woke up and was able to attempt to latch her, she wouldn't latch, 

when I asked nursing staff for assistance, they were all unable to help me.  

Instead, they pushed for top ups as my daughter was hungry which I did, not 

knowing any better and as a first-time mom I went with the medical professional 

who I thought knew what they were doing.  This ultimately ended up with me 

barely latching her and having my milk dry up completely by the second week 

postpartum. 

It remains unclear why the wishes and rights of these birthing parents were not 

respected in terms of birth and/or infant feeding decisions.  The resultant mistreatment 

of participants exacerbated their trauma.  It is possible that mistreatment was a 
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consequence of factors related to individual providers or hospital policies or some 

combination of both.  After experiencing an unwanted induction and emergency 

caesarean, Wynn revealed:  

Despite her low birth weight her blood sugar was within range and we managed 

to keep her temperature stable through skin on skin.  I didn't get my golden hour, 

once we got to the recovery room, they gave her to my husband.  I didn't want 

them to clean the vernix off her, they did, I didn't want them to clamp the cord, 

they did. None of my wishes were met. Her Apgar scores were perfect and they 

did not find anything wrong with the placenta... 

Reading the written descriptions provided by participants like Wynn I was left 

wondering if these institutions had policies in place that were patient-centred.  While 

there is no way of knowing what policies were in place at the institutions in which these 

participants gave birth, participants described conditions that were not patient-centred 

nor in agreement with BFHI.  It is exceedingly difficult to have a positive, respectful 

birth and postpartum experience when mistreatment is inadvertently reinforced through 

the absence of protective, evidence based, patient-centred institutional policies and 

practices. 

Breastfeeding after birth trauma encompasses feeling at the mercy of 

unsubstantiated institutional policies and practices, exacerbating feelings of 

vulnerability and drawing attention to the need to reorient health services to strengthen 

implementation of the Baby Friendly Hospital Initiative. 

 Participants felt at the mercy of institutional policies and practices and they 

mourned the loss of certain experiences during and after birth.  This loss of choice 
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increased feelings of vulnerability.  During birth participants described not being 

“allowed” to do certain things or that there were “rules” prohibiting certain choices 

during birth.  For example, Corey explained, “My baby was taken away for a check from 

the pediatrician immediately and I wasn't allowed to hold him until my over 30 stitches 

were administered.”  Corey later struggled with inadequate milk supply.  During one of 

their two traumatic birth experiences Sam recalled, “The nurse and Dr were sympathetic 

but told me the hospital rule was vacuum or c-section at that point.” Sam was given no 

rationale for the “rule” and they feared for their life during surgery and all subsequent 

births.  This experience left Sam with lingering anxiety, which also complicated their 

breastfeeding experience.  

 Kennedy was also denied choice in labour, when they were told they were “not 

allowed to walk around the hospital.”  No reason was given. Later after a harrowing 

emergency caesarean section Kennedy was prevented from seeing, let alone holding, 

their infant. Kennedy wrote, 

The NICU doctor met me in my recovery room to give me an update on my son 

and to let me know they wanted to keep him in the NICU. I couldn't see him.  I 

was sent to postpartum.  I was told I could see my son the next morning when 

they took out my catheter.  I was not happy but they wouldn't budge. 

Again, Kennedy was not given any rationale or explanation for this policy of separation 

that prevented Kennedy from seeing their infant.  After being met with resistance, 

Kennedy had to self-advocate in order to initiate breastfeeding while separated from 

their infant: 
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After settling in I asked about nursing my son.  They said I didn't have to and he 

would be fine.  I asked about my supply not coming in if I didn't nurse him.  I 

was quite adamant.  Finally, they said they could get me a pump.  I pumped 

every hour when they came in to check my vitals.  I am convinced this is why I 

had a great supply. 

The BFHI is a global program initiative; implementation of the BFHI in facilities 

around the world improves clinical care and breastfeeding rates (WHO, 2018a). In 2005 

at the 15th anniversary of the Innoceti Declaration a call was issued to recommit to BFHI 

“maintaining the global criteria as the minimum requirement for all facilities” (WHO, 

2018a, p. 9).  Many participants described experiences which were in opposition to the 

BFHI ten steps. Had Kennedy given birth in a BFHI accredited facility, they would have 

likely been supported to initiate and maintain lactation.  Additionally, policies would 

have allowed Kennedy to spend time with their infant in the NICU in accordance with 

the ten steps outlined specifically for premature or unwell babies in the NICU, the “Neo-

BFHI: The Baby-friendly Hospital Initiative for Neonatal Wards” (WHO, 2018a; 

Nyqvist et al. 2015).  Steps 4 and 7 of the BFHI guide against the unnecessary 

separation of parents and infants after birth (WHO, 2018a).  

 Kennedy’s experience was not unique; many participants shared experiences of 

being separated from their infants after birth.  Separations were particularly upsetting for 

parents, often times more distressing than what occurred during birth.  Implementation 

of skin to skin immediately after birth has been found to decrease PTSD symptoms in 

those who experienced birth trauma (Abdollahpour, Khosravi, & Bolbolhaghighi, 2016).  

In their qualitative research on separation, Yang, Brandon, Lu and Cong (2019) found 
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parents felt a sense of helplessness and it was mentally and physically difficult to 

establish breastfeeding during separation.  In reading participants’ descriptions of their 

distress over being separated from their infants, I was reminded of my own traumatic 

birth experience and my subsequent separation from my son.  Participant descriptions of 

separation resonated with me on a deep level; words cannot convey the sense of visceral 

panic I felt in not being allowed to see or hold my son.  I rationally knew he was 

medically stable but I wanted to see him and I wanted to initiate breastfeeding.  

Although I was a first-time mother, I had an innate knowledge that I should be in 

physical proximity to my baby, to have my requests dismissed in favour of routine 

hospital practices felt an injustice to me and my son.  To have my wishes to see my 

infant met with zero rationale other than unsympathetic platitudes that it was “hospital 

protocol” compounded my trauma.  Lane had a similar experience, after an emergency 

caesarean section they too were separated from their infant.  They were succinct in their 

description of their pain and what it meant for breastfeeding initiation.  Lane wrote, “My 

baby was taken from me after the section I wasn’t allowed to hold her for 7 hours, she 

was fed formula without my consent and it was one of the worst experiences I have ever 

gone through.”  

Many parents did not disclose the reasons for separation, suggesting reasons 

were unknown or not communicated to them at the time.  Some infants were separated 

from the birthing parent for assessment purposes or out of medical necessity.  Frankie 

experienced separation when their infant needed medical treatment after birth, they 

described their birth experience as “the most traumatic thing I’ve ever been through.”  
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Frankie’s requests for information and skin-to skin were met with silence, this separation 

coupled with a lack of communication was distressing: 

I was asking after him all this time, wanting to see my baby and have him put to 

my breast for skin-to-skin… I’m not sure how much time passed before I was 

able to actually hold him, and even then, he was whisked away again and I 

wasn’t able to do skin-to-skin right away like I had wanted. 

Participants worried separation would have a negative impact on breastfeeding; 

separation was a cause of parental distress and disrupted breastfeeding.  In researching 

the link between birth trauma and lactation trauma, Palmquist, Holdren, and Fair (2020) 

found separation increased mother’s suffering and negatively impacted lactation.  

Similar to feelings expressed by Kennedy, Dylan became very apprehensive about 

breastfeeding initiation, due to the prolonged separation they experienced when their 

infant was being treated for meconium aspiration. Dylan explained: 

I did not see my son for 7 hours after he was born, and only for a minute in an 

incubator.  I could not hold him for over a week because of all the tubes… I 

honestly thought that because I couldn't bond with him right away and because 

he was tube fed that it wouldn't go well. 

Elliott was separated from their infant for five hours after a protracted labour, they 

expressed concern over the impact this separation had on breastfeeding: 

I suspect this delay at bonding with her is what jeopardized my first 

breastfeeding journey.  During the time I was asleep she was kept in the nursery 

and given formula top ups. 
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Fears over the impact separation would have on breastfeeding were not unfounded, as 

physical proximity and skin-to-skin contact are known to facilitate breastfeeding. 

Birthing parents and infants have a “physiologic need” to be together after birth, 

separation can threaten parent-infant bonding and breastfeeding (Crenshaw, 2014, p. 

211).  A systematic review of immediate skin-to-skin contact for healthy newborns 

found higher breastfeeding rates one to four months postpartum in those who had 

immediate skin-to-skin contact (Moore, Bergman, Anderson, & Medley, 2016). 

In contrast, some participants experienced practices that were in accordance with 

BHI steps, these parents felt supported when they gave birth and attributed their positive 

breastfeeding experience to this environment.  After a traumatic birth, participants 

experiencing clinical care in accordance with the BFHI felt it facilitated the 

breastfeeding experience, as Blair shared:  

Some things that facilitated our successful breastfeeding relationship were giving 

birth in a Baby Friendly Initiative hospital, as the NICU nurses helped a lot and 

gave good tips, learning about herbs and foods to take/avoid to increase supply, 

pumping every 2-3 hours even through the night and doing lots of skin to skin in 

NICU before pumping. 

Qualitative research examining the maternal experience of giving birth in hospitals with 

different levels of BFHI implementation found mothers giving birth in facilities with 

high levels of BFHI implementation felt empowered and were aided in avoiding 

maternal guilt and shame (Groleau, Pizarro, Molino, Gray‐Donald, & Semenic, 2017).  

Participants attributed their success to practices known to facilitate breastfeeding 

initiation, such as immediate skin-to-skin contact, allowing the parent-infant dyad to 
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remain together and support to establish and maintain lactation.  It is reassuring that 

participants recognized the ways in which Baby Friendly practices facilitated 

breastfeeding, as each of the Ten Steps is supported by a wealth of research (WHO, 

2018a).  After experiencing an emergency caesarean birth for fetal distress, Reese was 

able to have skin-to-skin in the OR and attributed their ultimate breastfeeding success 

after birth trauma to the care and support they received after birth. Reese shared, “I 

believe that a large factor in my success was that my son was born healthy and never 

separated from me and the professionals dealing with me post C-section prioritized my 

breastfeeding relationship with my son.”  

When institutional practices were patient-centred and prioritized breastfeeding, 

parents felt supported and were enabled to meet their breastfeeding goals.  This 

prioritization of breastfeeding is imperative because a high percentage of parents intend 

to breastfeed (Twells et al. 2016).  Sam recalled how they felt their breastfeeding wishes 

were prioritized:  

As soon as I was out of surgery the hospital brought my son to me in the 

recovery room.  The nurses helped us do skin to skin. He tried to latch. Later in 

the hospital the nurses had me set goals.  I told them the most important thing for 

me was breastfeeding.  They sent lactation consultants multiple times a day.  The 

last lactation consultant I saw before leaving saved my breastfeeding journey. 

Sam’s experience highlights how the breastfeeding experience can be enhanced when 

parents are exposed to multiple practices that are in agreement with BFHI steps.  An 

extensive amount of research has illustrated a dose-response effect with the BFHI steps: 
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as the number of steps parents are exposed to increases, so do rates of breastfeeding 

initiation and exclusive breastfeeding duration (Pérez‐Escamilla et al., 2016).  

After birth trauma the outcome of the breastfeeding experience is often 

contingent on the quality and timeliness of support available in the immediate post-

partum period, bearing witness to insufficiencies in support at the hospital and 

community level, illuminates the need to create supportive environments and reorient 

health services. 

Breastfeeding support is shown to increase breastfeeding duration and 

exclusivity (McFadden et al. 2017).  The destabilizing nature of birth trauma can 

challenge breastfeeding, increasing the need for lactation support in affected parents.  

Participants who were happy with their breastfeeding experience attributed it to the 

support available to them at the time.  Blair felt supported in establishing breastfeeding 

after a traumatic preterm birth, “I am thankful for the help the NICU nurses at gave and 

for community supports like a private IBCLC.”  Frankie gave birth to a medically fragile 

infant; making it impossible to breastfeed as long as they wanted yet they were able to 

breastfeed longer than they thought possible, they attributed this to the support they 

received.  Frankie shared, “Breastfeeding after the traumatic birth was something that 

we actually had a lot of support for, and I’m very grateful.  We had a specialist come 

and see us to help us out.”  Avery, who had an emergency caesarean, echoed these 

feelings, 

Again, my nurses were amazing.  Helped me through it and kept pushing me (I 

asked for this) even when I was defeated and tired.  My nurses stayed with me 
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and even pulled out some old school tricks to help my milk settle.  I successfully 

breastfed my daughter for a year. 

After experiencing a severe postpartum hemorrhage, Rowan received a mixture of 

supportive and unsupportive care providers, however they found the support of a 

particularly dedicated midwife vital to their breastfeeding experience.  Rowan described, 

Fortunately for my first night in Adult Special Care I had a midwife who was 

excellent.  She helped position my baby and nipple to help him latch whenever 

needed, and even allowed me to rest with my newborn laying on my chest while 

she watched to ensure his safety. 

The support needs of parents who experienced birth trauma were complex, in 

addition to breastfeeding support, many parents also needed emotional support to 

process their traumatic experience.  Often it is the lactation specialist that is the first to 

recognize that birth trauma has occurred (Kendall-Tackett, 2015).  Lactation specialists 

can play a critical role in recognizing trauma and directing patients on to other 

specialists and mental health supports if warranted (Kendall-Tackett, 2015).  Cameron 

faced mental health struggles after experiencing complications from their caesarean 

section.  The support and recognition of their emotional needs by a trained lactation 

professional was critical to their success in breastfeeding. 

The lactation consultant/RN at the hospital breastfeeding clinic was a godsend. 

She understood and identified that I had mental health problems.  I was 

extremely depressed and anxious.  She was the only healthcare practitioner who 

seemed to care. She was so kind and patient and knew exactly what my baby and 
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I needed to be successful at breast-feeding.  Without her I would surely have 

given up.  She was an angel and I am so grateful. 

Conversely, participants found that a lack of breastfeeding support further 

jeopardized mental wellbeing during a vulnerable time.  Charlie experienced post 

traumatic stress symptoms after birth, their mental health struggles were exacerbated in 

the absence of timely lactation support. Charlie wrote, “I had no lactation support and at 

home I fell into a depression, as I was unable to breast feed.”  Participants of Brown’s 

(2019) research found parents experience extreme emotional distress when breastfeeding 

doesn’t unfold as intended.  Other research has revealed that there is relationship 

between postpartum symptoms and breastfeeding outcomes, when parents are unable to 

breastfeed or they face premature breastfeeding cessation they experience increased risk 

of postpartum depression (Borra, Iacovou, & Sevilla, 2015; Gregory, Butz, Ghazarian, 

Gross & Johnson, 2015). 

Qualitative research on breastfeeding experiences reveals that support is crucial 

to the breastfeeding experience and many individuals recount a lack of support as a 

pivotal aspect of their experience (Kair et al. 2015; Powell et al. 2014).  In reviewing 

women’s perspectives of breastfeeding support, Debevec and Evanson (2016) found 

breastfeeding support from health care providers has a profound impact on the emotional 

experience of breastfeeding, women felt support either enabled parents to meet their 

goals or directly contributed to their early breastfeeding cessation.  Lane experienced 

breastfeeding challenges and they grieved for the lack of support they experienced in 

terms of both breastfeeding and their requisite mental health needs.  Lane lamented: 



107 

 

There were very few supports available once I had left hospital, I suffered from 

post natal anxiety and when I think back it all could’ve been so much easier to 

get through if there had been support groups or professionals familiar with what I 

had been through available to me. 

Morgan struggled to establish a plentiful milk supply, they sought support but it was 

ineffective.  Early cessation of breastfeeding amplified their feelings of failure over their 

birth. 

After seeing 5 lactation consultants, a midwife, my doctor and an OB, I made the 

decision to stop breastfeeding what little I still was when he was 3 months old.  It 

was an extremely hard time emotionally to deal with this decision as I felt like a 

failure once again. 

Participants described how they wished their breastfeeding experience could 

have been different, wished there had been more support available to them.  Due to a 

lack of support, they mourned for the loss of an uneventful breastfeeding experience.  

Breastfeeding was painful for Alex after a complicated birth and they felt that their 

breastfeeding cessation at three months was due to a lack of support.  Alex stated, “More 

support could have made a big difference.” Jackie also identified with a lack of support, 

declaring, “I tried anyway, with no assistance and was unsuccessful. There was no 

support.”  Sam was able to breastfeed; however, their journey was fraught with 

challenges.  They felt they could have done with more support, as they lacked family 

and professional support. Sam shared, “I was very much alone… I spent a lot of time 

online reading breastfeeding support.  And a lot of the time just suffering.  I wish they 

sent nurses and lactation consultants to check on new mothers.” 
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 After experiencing birth trauma and sometimes ineffective support in hospital, 

participants frequently turned to family members and community-based supports.  

Marlow and their infant both had complicated physical recoveries after birth, 

exacerbating breastfeeding challenges.  Once home they turned to community supports 

where they found the reassurance they needed to continue. 

I finally managed to get to a local breastfeeding group after about 8 weeks.  It 

was a shame I couldn’t have gone earlier but I literally wouldn’t have been able 

to sit on the chairs.  My public health nurse was also a great help.  That first 

week when my milk hadn’t come in, she just gave me loads of advice and told 

me to keep going.  It was so reassuring just to hear her say that my milk would 

come in. 

Participants specifically named La Leche League as a valuable form of community 

support.  La Leche League is an international peer to peer breastfeeding support 

organization that aims to promote breastfeeding as an important aspect of health for 

children and parents alike.  La Leche League is run by parents called Leaders, who have 

personal breastfeeding experience, they provide in person, telephone and virtual support. 

La Leche League Leaders provide evidence-based support, encouragement and 

education to birthing parents in communities worldwide.  Community based peer 

support is an effective form of support that increases breastfeeding duration across social 

strata (Clark, Baker, McGirr, & Harris, 2018; Shakya et al. 2017).  Wyatt thanked La 

Leche League for the pivotal role they played in their breastfeeding success after 

experiencing mistreatment and harmful hospital practices that undermined breastfeeding.  
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Reese also attributed their positive breastfeeding outcomes in part to the support they 

received from La Leche League.  Reese described their sources of support,  

I had a lot of family support with breastfeeding, and I was able to make all 

appointments available to me with the breastfeeding resources in my community. 

I also attended La Leche League meetings during my maternity leave. 

Like Reese, Wynn also credited their family and online breastfeeding support in helping 

them persevere through multiple breastfeeding challenges, including temporary 

breastmilk substitute supplementation.    

If it wasn't for the constant support of my husband and mother, and sisters I 

would have given up.  I quickly joined breastfeeding Facebook groups and that 

became a great source of support and information.  Being able to put a question 

out there and have a whole community of moms respond with their experiences 

and advice gave me hope that I would be able to overcome this. 

Whatever form support took, what mattered was that it centred the parents’ unique 

experience, provided reassurance and fostered confidence.  Hayden described how 

breastfeeding success was the result of support they received that met their needs. 

The support I/we received from family and friends, specifically my mother who 

encouraged me to try in the hospital when I could not even sit up, because she 

knew how much the ability to breastfeed meant to me.  Hospital staff who did 

not pressure or force breastfeeding at any point during my care, as this could 

have easily led to a negative experience with nursing.  My public health nurse, 

who provided me with the confidence to continue nursing even though I doubted 

I was making enough milk and had resigned myself to formula supplementation. 
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An increased determination to breastfeeding after birth trauma presents an 

opportunity to develop personal skills, allowing for healing, atonement, and reclamation 

of personal agency in the face of mistreatment and inadequate support. 

Participants described an increased determination to persevere in breastfeeding, 

parents repeatedly used the word “determined” to describe their drive to breastfeed.  “I 

was determined to breastfeed her.” (Jules) “I was determined to pursue breastfeeding.” 

(Peyton) “I was determined and couldn’t believe I had the strength to continue with all 

that I went through.” (Wyatt) “I was determined to breastfeed as I wanted that 

experience with my son.” (Morgan) “…I was more determined than ever to breastfeed.” 

(Lane) “I was so determined for my son to have breastmilk…” (Lennon) This drive to 

breastfeed was born out of a desire to heal and atone for a traumatic birth. Molloy et al. 

(in press) similarly found that after birth trauma, breastfeeding becomes an aspect of 

parenting that warrants intense focus and determination.  Beck and Watson (2008) found 

a similar theme of determination in their research, revealing their participants had a 

desire to “prove themselves as mothers” (p. 233).  Lennon’s birth trauma awakened fears 

over infant attachment and breastfeeding became a way for them to make up for their 

birth experience.  Lennon revealed, ‘Although every single inch of me felt like it got hit 

by a truck, I was determined to breastfed and bond with that little boy.”  Wallis 

experienced violations of consent during birth and described how breastfeeding became 

a way for them to prove themself,  

Breastfeeding had numerous challenges but we got through it, and it was the one 

thing that made me feel like I was doing right by him.  I hadn't been able to 

protect him during birth, but at least I could nurse him and make sure he was 



111 

 

having that contact and being fed appropriately. In many ways, our nursing 

relationship was what helped me salvage that situation and feel like I had the 

potential to be a good mother.  If I hadn't been able to nurse him, things would 

have been so much worse. 

Like Wallis, participants repeatedly spoke of making it up to their baby, that 

breastfeeding was an atonement to their infant.  Sam worried about the consequences of 

a surgical birth and shared, “I worried about those things but told myself since I couldn’t 

give him a vaginal birth I could breastfeed despite the difficulty”.  Beck and Watson 

(2008) also found the decision to breastfeeding was a way of compensating for the 

traumatic birth.  After an emergency caesarean Jules’ infant had to be resuscitated and 

they worried what this would mean for bonding.  Jules felt succeeding in breastfeeding 

would make up for the sense of detachment they initially felt.  Jules wrote, “I was 

determined to breastfeed her. I knew that our bond as mother and daughter depended on 

it.”  For Lane, breastfeeding was a way of not only making amends to their infant, but 

also taking back control over their body. 

I felt as though every choice had been taken away from me and that my body had 

failed me when I had to have the emergency section.  I felt like this was the only 

thing I could do to take back control and do what was best for my baby. 

Other participants also described feeling as though breastfeeding was a way of taking 

back control over their body.  In many birth situations participants felt a loss of control 

over their body, their body had failed them, breastfeeding was something they felt they 

could control.  After experiencing a complicated birth and postpartum hemorrhage, 

Hayden felt breastfeeding was something their body could accomplish. Hayden stated, 
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“Despite the initial challenges, nursing became very healing for me.  It was arguably the 

only thing that my body succeeded in doing after a very complicated recovery.”  

Breastfeeding was protective for birthing parents; it guarded their mental health. 

These findings are in line with previous research that noted the protective effect 

breastfeeding has on the development of postpartum depression (Borra, Iacovou, & 

Sevilla, 2015).  Beck and Watson (2008) found breastfeeding was a source of comfort, 

facilitating emotional recovery after birth trauma.  Participants felt that breastfeeding 

protected them from letting their trauma overwhelm them.  Hayden confirmed these 

feelings when they wrote, “Nursing appeared to have some sort of protective effect for 

me in dealing with the events of the birth.”  An extension of the protection breastfeeding 

offered, was the profound sense of healing.  Participants frequently used the word 

“healing” when describing the ultimate outcome of their breastfeeding experience. 

Hayden faced numerous challenges in establishing breastfeeding but deemed it a 

fundamentally healing experience, “Despite the initial challenges, nursing became very 

healing for me.” Reilly also felt breastfeeding was a restorative experience. Reilly wrote, 

It helped me heal to some degree as well…. I am grateful for the ability to be 

able to breastfeed successfully, grateful for how it helped me come past some of 

the trauma, and allowed me the chance to bond with my babies. 

In researching posttraumatic growth after trauma, Beck (2016) found birth 

trauma can become a catalyst for growth, with mothers reporting a deepening of the 

connection between mother and infant after birth trauma.  Experiencing birth trauma 

intensified participants faith in their ability to move forward (Beck, 2016).  Participants 

of this research similarly found breastfeeding fostered a deeper connection with their 
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infant after birth trauma.  Blair struggled with having to leave their premature infant in 

the NICU after a traumatizing birth.  For Blair breastfeeding fostered a sense of 

connection with their infant and helped them heal.  Blair wrote, 

It helped me heal from a traumatic, terrifying birth and the painful separation of 

having to leave her in the NICU as we drove home at night… There were so 

many blood, sweat and tears but it really helped me begin to heal from the birth 

and NICU experience.  

Participants also echoed feelings of renewed faith.  When birth trauma left 

parents in turmoil, breastfeeding gave them hope.  Out of a traumatic experience came 

hope and growth, as Sam wrote, “I am so happy that despite the terrible way my kids 

came into the world, I was able to breastfeed them.  It gave me hope when my 

disappointment, anger, and grief about the births was high.”  

Breastfeeding was one thing that fostered growth after birth trauma.  Participants 

were cognizant of the role breastfeeding played in processing their birth experience. 

There was strength to be gained in breastfeeding after birth trauma.  Blake revealed, 

When I reflect on how my traumatic birth and breastfeeding interacted, I would 

say that the strongly peaceful, nurturing hormones released by breastfeeding 

helped me remain extraordinarily happy so I could do the extraordinarily costly 

work of a) processing my trauma and b) caring for my baby. 

Enduring birth trauma changed birthing parents: it was a pivotal event in their personal 

development.  Despite the challenges of their birth and breastfeeding experience 

participants were left changed.  Blake was left empowered after birth trauma, as they 

illuminated with their powerful words,  
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I was a mother the minute my baby was conceived, but the journey of labor and 

birth prepared me for the responsibilities and emotions of the rest of motherhood 

like nothing else could.  Labor revealed to me a dark, patient strength that’s all 

mine.  Now I can access that patience more readily than ever before, which is a 

saving grace as a mother.  It also gave me the experience of people lovingly 

ministering to me at the neediest time of my life apart from when I was a 

newborn myself.  That has been a light of inspiration for me to be empathetic and 

emotionally available when my baby needs me.  Giving birth was a 

transformative experience.  I like this new person I've become. 

Relevant Action Strategies of the Ottawa Charter 

The Ottawa Charter (1986) asserts that health is the responsibility of all levels of 

society.  To achieve wellbeing all aspects of society must work together ensuring 

individuals are enabled to meet their needs and cope with potential threats to health 

(WHO, 1986). The Jakarta Declaration (WHO, 1997) built upon the health promotion 

strategies outlined in the Ottawa Charter (WHO, 1986) and developed them further 

adding the assertion that in order for health promotion to succeed people must be at the 

centre of health promotion approaches.  Centring the birthing parent’s experience has 

formed the basis of this research from the beginning.  Before discussing the relevant 

action strategies of the Ottawa Charter, it is crucial to draw attention to how pain was 

central to the experience of breastfeeding after birth trauma and how this relates to 

health promotion.  The increased levels of physical and emotional pain described by this 

group of birthing parents underscores the need to listen to parents who have experienced 
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birth trauma.  Despite a rhetoric of patient-centred perinatal care it is clear that the 

anguish of breastfeeding after birth trauma has been overlooked.  This existence of 

unacknowledged pain is at the root of each essence statement of the general structural 

description, whether this pain stemmed from mistreatment or it was a catalyst for growth 

and healing, the pain was still there.  An acknowledgement of this underlying pain is a 

first step in viewing this research through the lens of the Ottawa Charter.  

The Ottawa Charter (1986) outlines three tenets that underly the five action 

strategies to address health promotion, they are advocate, enable, and mediate. In 

addressing the pain of parents breastfeeding after birth trauma, efforts need to be made 

to advocate for conditions favourable to all birthing parent’s health, enable parents to 

take control of factors influencing their health and mediate for coordinated action across 

all aspects of society, not solely the health care system.  These tenets underly the 

following discussion of the Ottawa Charter action strategies that were congruent with 

the experiences described by the birthing parents.  

Build Healthy Public Policy.  Health promotion is not simply a component of 

healthcare, it exists beyond the confines of the healthcare system (WHO, 1986). 

Healthcare delivery at the level of the individual is impacted by policies at all levels of 

society.  In order for health promotion to be effective policy makers need to be aware of 

and take responsibility for their impact on individual health.  Building healthy public 

policy involves advocating for policy makers to take explicit actions to improve health 

equity, through channels such as legislation or regulation (Fry & Zask, 2017).  At a 

societal level we must strive to understand how individual health is influenced by 
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policies and we must advocate for policies which are conducive to individual and 

collective wellbeing. 

  In 2015 the World Health Organization (2015) released a statement calling for a 

global concerted effort to address disrespect and abuse during childbirth in facility-based 

settings.  Three years later this was followed by recommendations for “Intrapartum care 

for a positive childbirth experience”, calling on all countries to implement national and 

local level policies and protocols to ensure a positive childbirth experience by 

optimizing patient-centred care through a holistic, human rights-based approach (WHO, 

2018b).  Despite this growing awareness and calls for the alleviation of mistreatment in 

childbirth, a positive, respectful childbirth experience was illusory for these participants.  

Participants wrote of various experiences constituting mistreatment during childbirth. 

There were multiple descriptions of violations of consent, assault, disrespect, verbal 

abuse, and a complete breakdown of communication.  These experiences were not 

confined to labour and birth, there was continued mistreatment in the postpartum period. 

Participants shared descriptions of complete disregard for infant feeding decisions, 

including infants fed breastmilk substitutes without consent and separation of the parent-

infant dyad without rationale.  Mistreatment left participants feeling violated and 

traumatized, the care they received failed to meet expectations for patient-centred care, 

nor was it human-rights based.  

 Recently the United Nations General Assembly released  the Report of the 

Special Rapporteur on violence against women, its causes and consequences on a 

human rights-based approach to mistreatment and violence against women in 

reproductive health services with a focus on childbirth and obstetric violence, outlining 
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how mistreatment in childbirth is a form of gender-based violence and therefor a human 

rights violation that is both pervasive and systemic the world over (Šimonović et al., 

2019).  The report sought to provide a basis for ways in which stakeholders can 

eliminate mistreatment and uphold human rights in childbirth through the development 

of appropriate legislation and policies regarding reproductive health (Šimonović et al., 

2019).  Through their written descriptions of mistreatment participants confirmed that 

there is an absolute continued need for advocacy and public commitment to the 

alleviation of mistreatment in childbirth through the building of healthy public policy.  

Participants understood that their mistreatment was not solely the result of 

mistreatment at the level of patient-provider, they were directly and indirectly aware of 

the ways in which hospital practices and policies or the lack thereof impacted their 

breastfeeding experience.  There was acknowledgement that the questioning of practices 

that violated autonomy and consent were met with insidious explanations that it was 

‘hospital protocol’.  Separation of the parent-infant dyad and lack of skin- to- skin 

contact was practices often denied to parents, even after they were explicitly requested.  

Parents identified that the withholding of those practices coupled with a lack of 

protective policies negatively impacted their breastfeeding experience and their mental 

wellbeing.  Additionally, participants recognized that giving birth at hospitals with 

practices adhering to or in line with BFHI Ten Steps was favourable to their ability to 

establish breastfeeding after birth trauma.  The Baby Friendly Hospital Initiative is 

evidence based and is conducive to a positive birth experience.  That participants were 

not universally exposed to BFHI practices was unfortunate, their experiences highlighted 
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the need for strong commitment to the BFHI Ten Steps through the implementation of 

both national and facility wide policies. 

Reorient Health Services.  Health promotion in health services is the shared 

responsibility of individuals, communities, health professionals, institutions and 

government.  All must work together to ensure the healthcare system facilitates the 

pursuit of health.  It is imperative that the function of the healthcare system move 

beyond an emphasis on curative solutions to encompass health promotion (WHO, 1986).  

Reorienting health services involves improving the capacity of the health system to 

enhance population health, improving population health can only occur when all 

individuals regardless of health status are enabled to move forward in the health-illness 

continuum (Fry & Zask, 2017).  

 However, participants did not feel supported in moving towards the attainment of 

health, moreover participants described many ways in which health services were 

detrimental to their wellbeing.  Written descriptions outlined varying degrees of 

mistreatment, including multiple incidences of health professionals displaying a lack of 

commitment to human rights in childbirth and a breakdown of patient-provider 

communication, with negative consequences for parent wellbeing and breastfeeding. 

Perhaps most alarming, written descriptions outlined the ways in which health 

professionals violated professional standards of care, eroding participants’ trust in 

healthcare, jeopardizing their capacity to seek future care, including breastfeeding 

support in the postpartum period and beyond.  Participants lamented the lack of 

breastfeeding support, outlining the difficulties in accessing effective breastfeeding 

support after experiencing birth trauma.  There was an expressed need to mediate the 
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negative effects of birth trauma had on the breastfeeding experience.  In light of 

mistreatment and a lack of support, participants wrote of their desire for changes in 

health services, wishing health professionals had treated them respectfully, wanting a 

retribution process for health professionals who engage in disrespectful treatment and 

identifying how practices such as increased access to lactation consultants and regular 

home visits from lactation consultants after hospital discharge would have been helpful.   

Reorienting health services is a strategy of the Ottawa Charter that is 

underutilized despite evidence of its effectiveness, it can occur at the system or 

organizational level and should involve active engagement of health professionals (Wise 

& Nutbeam, 2007).  In order to reorient health services, clinical services need to be 

adapted, health professionals need on-going training in health promotion and attention 

needs to be paid to new emerging health issues and strategies in order to observe 

changes in clinical practice (Fry & Zask 2017).  Descriptions of breastfeeding after birth 

trauma point to the need to reorient health services so that health professionals receive 

continued professional development on human rights in childbirth and training in the 

delivery of trauma informed perinatal care.  

However, calls for professional development are not enough for sustained 

changes in health services, lapses in clinical care can reflect issues at the system level. 

Attention must also be paid to the larger political and social contexts in which health 

policy decisions are made in order for appropriate health services changes to occur 

(Wise & Nutbeam, 2007).  It should be considered that participant descriptions of 

mistreatment in childbirth and suboptimal breastfeeding support are not exclusively the 

result of a lack of health professional education or training but could reflect structural 
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problems in the provision of perinatal care, including systemic issues such as inadequate 

staffing and institutional budgetary constraints, as outlined in international reports 

(WHO, 2018b; Šimonović et al., 2019). 

Create Supportive Environments.  Creating supportive environments involves 

the development of social or physical environments that are protective of wellbeing 

(WHO, 1986).  Supportive environments can be created by changing the social or 

physical environment, through organizational change or modification of programs and 

services.  Efforts to create supportive environments can be taken by individuals, 

organizations and communities (Fry & Zask, 2017).  Effective health promotion 

encompasses continually monitoring the environment for its health impact and following 

up with actions that facilitate public health (WHO, 1986).  To achieve wellbeing, it is 

imperative all individuals need to be safeguarded from physical threats to health and 

psychologically damaging practices.  

The environment in which participants experienced birth and lactation was not 

supportive.  As demonstrated by their written descriptions, participants experienced 

ineffective support and traumatic aspects of the birth influenced the breastfeeding 

experience.  Due to physical and psychological threats to wellbeing, participants had 

unique support needs and experienced difficulties navigating and obtaining 

breastfeeding support after birth trauma.  This research allowed me to understand the 

support needs of those breastfeeding after birth trauma.  Participants spoke of how 

helpful it was when they received lactation support from a lactation consultant that 

acknowledged their birth trauma and understood their requisite health needs.  

Appropriate support was integral to breastfeeding after birth trauma, when support needs 
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were unmet participants faced further pain and loss of wellbeing.  A lack of lactation 

support also contributed to early breastfeeding cessation for this group of birthing 

parents.  

Participants articulated the need for lactation professionals who understood birth 

trauma and could identify the mental health sequelae of birth trauma and its resultant 

impact on breastfeeding.  Kendall Tackett (2014) has outlined how Lactation consultants 

(IBCLCs) are in a unique position to create a supportive environment for those 

breastfeeding after birth trauma, because they are often a first source of contact after 

birth trauma and their scope of practice is in line with identifying the symptoms of 

PTSD and the resultant breastfeeding sequelae from birth trauma.  Increased access to 

Lactation Consultants while in hospital and at home would help meet expressed support 

needs of this population.  

Community peer to peer lactation supports such as La Leche League were 

valuable to participants, they spoke of the ways in which peer support was central to 

their success and helped them persevere in breastfeeding after birth trauma.  However, 

other participants felt the consequences of their birth trauma prevented them from 

accessing the various forms of community support because of pain or lack of awareness.  

Decreased access to support highlighted the need for commitment to BFHI Ten Steps as 

part of creating supportive environments in childbirth facilities and communities.  Step 

Ten of the BFHI states, “Coordinate discharge so that parents and their infants have 

timely access to ongoing support and care” (WHO, 2018a, p. 15).  Participants needed a 

to be discharged into an environment of support, they needed to know where to access 

support and how.  Having experienced birth trauma meant participants had greater 
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support needs. In creating supportive environments there is a need to strengthen 

relationships between childbirth facilities and community breastfeeding support groups 

to address unique support needs. 

Develop Personal Skills.  Building upon the existing strengths of individuals is 

an important aspect of health promotion.  Individuals can facilitate their own wellbeing 

when they are empowered to take control of their health (WHO, 1997).  The Ottawa 

Charter (1986) outlines that in developing personal skills, individuals need to be able to 

cope with threats to their health, to foster a capacity to deal with challenges to their 

wellbeing.  One way in which individuals can do this is by assessing their own needs 

and recognizing actions they can take to foster health (Fry & Zask, 2017).  The use of 

personal skills enables individuals to make choices conducive to health (WHO, 1986).  

Even amidst threats to health, individuals can be empowered through the 

development of personal skills.  After birth trauma, breastfeeding was an action 

participant could take to facilitate their own wellbeing.  In breastfeeding participants 

exercised control of their health, enhancing their capacity to cope with birth trauma, 

fostering resiliency and post traumatic growth.  The general structural description 

presented the ways in which breastfeeding after birth trauma presented an opportunity to 

develop a capacity to deal with threats to personal wellbeing and work towards the 

pursuit of health.  Participants spoke of what breastfeeding meant to them and how it 

presented an opportunity to heal themselves and atone to their infant.  As demonstrated 

through their sheer determination to breastfeed, participants recognized that they 

possessed personal skills that could aid them in attaining healing, they could endure a 

traumatic experience and still continue to obtain wellbeing.  Participants’ words of 
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growth and healing through breastfeeding after trauma highlights the need for health 

professionals to recognize the strength present in birthing parents and build upon it by 

facilitating coping skills postpartum.  All perinatal health professionals can build upon 

the personal skills present in birthing parents by providing care that is trauma informed. 

Debriefing after birth, in which patients and care providers talk about the birth might 

present an opportunity for health professionals to address the strengths in this population 

and empower personal skills.  

Participant words demonstrated that birth trauma destabilizes breastfeeding but 

also presents an opportunity for growth and healing.  All aspects of society need to work 

together to build healthy public policy, reorient health services, create supportive 

environments and develop personal skills to address the health needs of parents 

breastfeeding after birth trauma.  The strategies of the Ottawa Charter are highly 

interdependent, the strategies need to be used in concert in order to be effective.  In 

caring for breastfeeding parents after birth trauma health professionals can ensure patient 

centred care by utilizing health promotion strategies of the Ottawa Charter, in listening 

to the experiences of their patients, respecting birthing parent rights, becoming trauma 

informed, and committing to providing care in alignment with the BFHI Ten Steps. 

Limitations of the Study 

Participants of this study were adults who could write in English.  The 

perspectives of individuals unable to write in English or lacking the literacy level 

necessary to write in English were not obtained.  While this research tried to remain 

inclusive and gender neutral it later came to my attention that it is possible that we 
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excluded individuals who do not use the term “breastfeeding” when referring to human 

milk feeding.  While much of the recent research literature uses the term breastfeeding 

due to heteronormative bias, there is a growing movement to use terms such as chest 

feeding or human milk feeding in addition to breastfeeding. The addition of these terms 

could be utilized in future research.  Although in line with the goals of the research, no 

demographic data were collected as required to protect the privacy of participants, future 

research may want to include demographic data.  

 Recommendations for Future Research 

This research has contributed to the knowledge of the experience of 

breastfeeding after birth trauma and has prominently revealed potential topics of future 

research not anticipated at the onset of this study.  Any research exploring the lived 

experience of breastfeeding after birth trauma as experienced by various genders or 

cultures would be valuable in expanding our knowledge of this phenomenon, however, it 

is pertinent to draw attention to persistent and alarming research needs.  The inclusion 

criteria of this research were broad and used gender neutral language, in hopes of being 

inclusive of all individuals who experienced birth trauma, regardless of gender or 

cultural identity, however it is clear that certain populations face increased risk of birth 

trauma and should thereby be awarded future research priority.  Namely, due to inherent 

heteronormative bias displayed in perinatal health services and supports, gender non-

conforming individuals are at increased risk of birth trauma because of stigma and 

mistreatment during childbirth (Svanberg, 2019).  Future research looking specifically at 

the breastfeeding/chest feeding experience of gender non-conforming individuals who 
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experienced birth trauma is crucial in addressing the health needs of this population. 

Additionally, recent world events and grass roots movements have highlighted that 

black, indigenous, people of colour (BIPOC) are also at higher risk of birth trauma and 

suboptimal breastfeeding rates due to increased rates of adverse events in childbirth, a 

lack of access to culturally sensitive care, racism in healthcare and the vestiges of 

transgenerational trauma, pointing to the utmost need to explore this population’s lived 

experience of breastfeeding after birth trauma (Gavin, Grote, Conner & Fentress, 2018; 

Kendall-Tackett, 2014).   

Participants descriptions of separation of the birthing parent-infant dyad were 

particularly salient and illuminating of the breastfeeding experience.  At the time of 

writing, we are experiencing a global pandemic and some jurisdictions are imposing 

varying degrees of separation of the parent infant dyad and prohibiting breastfeeding as 

a means of infection control (Wang et al., 2020) despite World Health Organization 

(2020) guidance to the contrary.  Parents who experience separation during the 

pandemic may be at increased risk of both birth trauma and suboptimal breastfeeding.  

Tomori, Gribble, and Palmquist (2020) warn that during the pandemic the impact of 

interruptions to breastfeeding are intensified.  It is absolutely pertinent that future 

research be performed on the lived experience of both birth trauma and breastfeeding 

after birth trauma during the COVID-19 pandemic.  

 Research does not occur in a vacuum; a multitude of contextual factors will 

determine how future research unfolds.  Societal impetus for change will ultimately play 

a role in how the findings of this research will move forward, it is my hope that future 

research will become increasingly patient centred.  As researchers we must remain 
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vigilant in elevating the voices of those who are most marginalized and vulnerable in 

perinatal healthcare. 

Dissemination Strategies 

Acknowledging that the experiences of participants reflect the current context of 

perinatal care, points to my obligation as researcher to make my findings available to 

participants and interested stakeholders.  An executive summary of the research will also 

be provided to local stakeholders, including the NB Baby-Friendly Initiative Advisory 

Committee and La Leche League Canada.  Presentation of the findings at a La Leche 

League Canada’s Leader Workshop will enhance understanding of the support needs of 

parents wishing to breastfeed after birth trauma.  I also intend to submit for publication 

to The Journal of Human Lactation in an attempt to reach a broader group of lactation 

professionals and researchers.  Submitting a presentation to the Gold Lactation online 

breastfeeding conference may also serve as a way of reaching a global population at a 

time when in-person conferences are not possible.  

Implications for Clinical Care 

Revealing the lived experience of breastfeeding after birth trauma has 

consequences for clinical care and for the health care system as a whole.  The lived 

experience of the patient provides important insights into the workings of health care 

systems.  Kruk et al. (2018) have pointed to the need to revolutionize the ways in which 

we measure the quality of health care systems, proposing that the patient experience is 

central in assessing the quality of health care systems.  In order for care to be based on 

the needs of birthing parents, their experiences must to be heard (Moola & Public Health 
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Agency of Canada, 2018).  We need to make it known to those working in perinatal care 

and breastfeeding support that how parents are treated and communicated with during 

childbirth and postpartum has an impact on their breastfeeding experience and their 

future mental and physical wellbeing.   

This population has unique postpartum support needs and health care providers 

must come to the painful realization that the support needs of this population are at least 

partially the result of care providers who failed to listen to them or prioritize their 

experience during their time of need.  I fail to believe that the vast majority of those 

entering health professions do so with the expectation that they will inflict pain upon 

their patients, however it must be acknowledged that much of the pain these participants 

endured was the result of mistreatment, poor communication and lack of support from 

health care providers.  It is beyond the scope of this research to tease out the 

innumerable causes of these transgressions at the institutional or system level, however I 

think it highlights what kind of environment is conducive to prioritizing the patient’s 

experience and the role care providers can play in fostering a more patient centred 

approach.  Through this research care providers can become cognizant of how their 

actions, whether conscious or not, have unforeseen consequences for the patient 

experience, awareness is first step in examining the role played.  We must acknowledge 

that birth trauma at the individual level may very well reflect trauma at the system level 

as well, further perpetuating a cycle of trauma for parents and care providers alike 

(Svanberg, 2019).  At the system level there is little support for the emotional fallout of 

birth trauma, let alone breastfeeding after birth trauma.  Svanberg (2019) of Make Birth 

Better stated,  
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Without adequate support for the emotional consequences of traumatic births for 

staff as well as patients, there is a danger that services themselves can become 

traumatised-hypervigilant, avoidant of reflecting on difficult events and finding it 

impossible to see any potential positives in the birth process. 

 Because birth and breastfeeding exist on a continuum, I see the consequences of that 

trauma in the breastfeeding experience.  The general structural description of 

breastfeeding after birth trauma provides an important reminder for care providers to 

return to the foundation of healthcare- the patient, to understand the importance of 

improving upon their communication skills, understandings of ethical treatment and 

breastfeeding support knowledge.  Prioritizing patient centred care through 

communication skills, ethical care and trauma informed breastfeeding support is 

essential in the education of all perinatal health care providers.  Additionally, the 

importance of consent in perinatal care cannot be emphasized enough.  In their review 

Tillman (in press) pointed to the necessity of understanding that all individuals have or 

will likely experience some type of trauma over the course of the lifetime, highlighting 

the importance of consent in perinatal care within a trauma informed care framework.  In 

a healthcare system that is predominantly focused on easily measured external 

outcomes, the patient’s voice can quickly be forgotten, clinicians need to listen and 

continually commit to prioritizing the needs of their patients. 

 This research reveals that unfortunately, the experience of the patient has become 

lost in a rhetoric of patient- and family-centred perinatal care.  This is why qualitative 

health research is needed more than ever, as it is paramount to improving healthcare, as 

van Wijngaarden, Meide, & Dahlberg (2017) state, “A reason for qualitative research is 
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the urge to be person oriented” (p.1739).  Bringing this research to the attention of health 

care professionals will provide insight into the lived experience of the breastfeeding 

experience after birth trauma, thereby prompting them to examine and modify their 

interactions with these individuals to ensure they are providing care that is truly patient-

centred.  The provision of patient centred care reinforces the holistic and highly 

subjective understanding of health espoused by The Ottawa Charter (WHO, 1986).  

When used as a lens the action strategies outlined in The Ottawa Charter enables me to 

educate care providers and other interested parties on how to support health in these 

individuals.  My objective with this research is to illuminate the experience of parents 

breastfeeding after birth trauma, as I believe phenomenology demonstrates, “the value of 

lifeworld knowledge as essential and fundamental to health care practice” (van 

Wijngaarden, Meide, & Dahlberg, 2017 p.1745). 

The role of the Health Services Researcher   

Personal experience with breastfeeding after birth trauma led me to this research. 

I felt breastfeeding after birth trauma was an important experience and I wanted others 

to recognize the significance of the experience.  Deep down I had hoped that my 

experience was an anomaly, yet the sheer number of participants received within days of 

recruitment confirmed mine was not.  In the pained words of my participants, I saw 

myself, the details and the circumstances different but the pain the same.  There were 

many times when I had stop reading descriptions because they were heart wrenching and 

echoed my own feelings after birth.  I began to question why I had undertaken this 

research, was I trying to retraumatize myself?  Then I came to the end of one particularly 
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difficult description and it ended with, “Thanks for the opportunity to write about this” 

and another one, “Thank you for listening to my story and for doing this research”.  

Parents wanted to have their story heard.  Parents wanted someone to do this research.  

If nothing else, this research has solidified the importance of the patient’s words.  Every 

aspect of healthcare must centre the patient experience, this is the key to collective 

wellbeing.  

The importance of patient-centred care was stressed in the Romanow Report, 

“The direction of our health care system must be shaped around health needs of 

individual patients, their families and communities” (Commission on the Future of 

Health Care in Canada & Romanow, 2002, p.50).  This research affirms that gaps exist 

in the provision of patient-centred care, health services researchers can play an integral 

role in improving care by conducting research that communicates the needs of patients 

in order to foster the attainment of health.  Describing the meaning of the breastfeeding 

after birth trauma through the analysis of written descriptions permits health services 

researchers to draw attention to what changes to healthcare are needed.  

In analyzing the participants’ experiences it has become clear the birthing 

parent’s experience is of utmost importance, when childbirth is viewed from the 

perspective of the individual it is clear that concern for universal human rights is 

foundational in creating a positive experience (Schiller, 2016).  Participants of this 

research experienced many forms of mistreatment and many interpreted their treatment 

as a violation of their rights.  Parents should feel safe, respected, and empowered during 

childbirth and infant feeding decisions, free to make decisions that impact their health 

and the health of their children. As a researcher I think it is crucial to draw attention to 
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the ways in which perinatal care should be human rights based.  Health professionals 

need increased awareness of rights in childbirth if they are to provide proper care, 

research can bring awareness of rights to the forefront.  The White Ribbon Alliance a 

non-profit organization dedicated to international maternal health and rights developed a 

succinct charter on the Seven Rights of Childbearing Women, drawing from a report on 

childbirth mistreatment by Bowser and Hill (2010) and rooted in international and 

multinational rights declarations.  The Seven Rights of Childbearing Women, are as 

follows, 1. Freedom from harm and ill treatment 2. Right to information, informed 

consent and refusal, and respect for choices and preferences, including companionship 

during maternity care 3. Confidentiality, privacy 4. Dignity, respect 5. Equality, freedom 

from discrimination, equitable care 6. Right to timely healthcare and to the highest 

attainable level of health 7. Liberty, autonomy, self‐determination, and freedom from 

coercion (White Ribbon Alliance, 2011). The preceding rights should become a 

reflexive aspect of patient care delivery and reinforced through continuing research and 

education.  

Breastfeeding was destabilized by birth trauma; parents were transitioning to a 

new role in the midst of a traumatic experience and they needed care that recognized the 

turmoil they had experienced.  Participants recognized practices and care that enabled 

them to breastfeed.  Participants articulated that care received that was in alignment with 

BFHI, care that allowed to be with their baby, to engage in skin-to-skin after birth, to 

receive support after discharge facilitated a more positive breastfeeding experience after 

birth trauma.  Often BFHI steps are thought of the kind of care that is best for improving 

breastfeeding rates but what if we reframed that and considered that BFHI is simply the 
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care that parents want to receive?  Accordingly, strengthening the implementation of the 

BFHI Ten Steps works in concert with providing a patient centred experience.  If parents 

want care that is in alignment with BFHI then we must invest in expanding the BFHI 

accordingly. 

Participants emphasized how important it was to them to receive lactation 

support that recognized their previous trauma.  After feeling that health professionals 

had failed to communicate with them and mistreated them during birth it was important 

for them to feel supported and listened to.  Many participants did not receive what could 

be considered trauma informed care, they did not feel supported and safe.  That 

participants felt it was important that lactation professionals recognize their mental 

health needs in addition to providing breastfeeding support demonstrating the 

significance of trauma informed care. The American Substance Abuse and Mental 

Health Services Administration (SAMHSA, 2014) has outlined a trauma informed 

approach as follows: 

A program, organization, or system that is trauma- informed realizes the 

widespread impact of trauma and understands potential paths for recovery; 

recognizes the signs and symptoms of trauma in clients, families, staff, and 

others involved with the system; and responds by fully integrating knowledge 

about trauma into policies, procedures and practices, and seeks to actively resist 

re-traumatization (SAMHSA, 2014, p.9). 

Trauma informed lactation care can facilitate healing (Kendall-Tackett, 2017). 

Participants breastfeeding after birth trauma have tremendous capacity for growth and 

healing as shown through the words of participants.  Providing trauma informed could 
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further enhance coping skills for this vulnerable population.  Trauma informed care 

would be beneficial to all birthing parents, not just those who have experienced birth 

trauma.  In the future health services research should examine the ways in which trauma 

informed care impacts parents.  

Health Services Researchers do not provide patient care but we can conduct 

research that can be used to improve patient care.  We can focus on influencing direct 

patient care through the tenets outlined in the Ottawa Charter to facilitate health 

promotion on a boarder scale.  Through research we can advocate, enable and mediate 

for the attainment of health.  We can advocate for research that centres the patient 

experience and use that knowledge to inform patient care.  We can enable individuals to 

participate in research, we can let participants tell us where research needs lie and what 

to investigate next.  We can share rich descriptions of their health care experiences 

through phenomenological and other qualitative research.  Lastly, we can use knowledge 

translation as a form of mediation to ensure our research findings reach decision makers. 

Conclusion 

 The increasing prevalence of birth trauma and suboptimal breastfeeding rates 

drew attention to the need to enhance the understanding of the experience of 

breastfeeding after birth trauma.  It has become imperative for all care providers caring 

for families in the postpartum period to understand what it means to breastfeed after 

birth trauma.  Despite the prevalence of birth trauma and worldwide commitments to 

promote breastfeeding there was a lack of knowledge on what it means to breastfeed 

after birth trauma.  Since the development of the Ottawa Charter and BFHI over the last 
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four decades little attention has been given to how the action strategies of the Ottawa 

Charter and the Ten Steps of the BFHI could be used to address breastfeeding after birth 

trauma. Forty-three participants described their experience of breastfeeding after birth 

trauma, revealing that it is a lived experience connected to building healthy public 

policy, reorienting health services, creating supportive environments and developing 

personal skills.  Giorgi’s Descriptive Phenomenological Method (2009) was used to 

illuminate the lived experience driven by the action strategies of the Ottawa Charter.  

Participants written descriptions were analyzed-synthesized from meaning units, focal 

meanings, and situated structural descriptions to reveal the meaning of breastfeeding 

after birth trauma through formulation of a general structural description.  This research 

affirms that gaps exist in the provision of patient centred care and health care providers 

play an integral role in improving patient provider interactions and recognizing the 

needs of this population in order to foster their attainment of wellbeing.  Researchers 

have a responsibility to advocate for the patient experience in health services research in 

an effort to strengthen global initiatives and action strategies aimed at the promotion of 

health.  This research points to the need to give individuals a voice in healthcare.  
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Appendix B 

Letter of Invitation 

The Experience of Breastfeeding after Birth Trauma: A Phenomenological Study 

You are invited to participate in a research project conducted by: 

Erin Northrup, BA 

Masters of Applied Health Services Research Student, University of New Brunswick   

 

I am interested in the experience of breastfeeding after birth trauma.  I understand my position of power as 

a researcher; however, I also have personal experience with birth trauma.  I experienced birth trauma with 

the birth of my first child in 2009. The purpose of this research is to improve the understanding of the 

lived experience of breastfeeding after birth trauma. 

What is Birth Trauma? 

Birth trauma is an event that can happen at any phase of the childbirth process that involves actual or 

threatened serious injury or death to the mother or her baby and or the individual perceives she has been 

stripped of their dignity (Beck & Watson, 2008). 

Some examples of birth trauma include: 

• Long hard labour 

• Forceps or vacuum delivery 

• Emergency caesarean section 

• Poor pain relief 

• Fear of death 

• Feelings of horror, helpless, or loss of control 

 

We are seeking individuals >18 years who have experienced birth trauma and attempted to breastfeed 

(successful or unsuccessful): 

• To write your experience of breastfeeding after birth trauma (successful or unsuccessful) 

• Participants will submit descriptions through a secure, anonymous online form  

• Participants may also choose to attach a text document (Word, PDF, etc) to the online form  

• Participation will enhance others’ understanding of the experience 

• To maintain your anonymity: 

o You will not be asked to provide any identifying information  
o You will be assigned a false name  

o Any names of people and geographic locations will be removed 

o This will be done to protect privacy 

 

 

Privacy 

• We will do everything possible to keep your information confidential 

• This online form does NOT collect any identifying user information (i.e. No IP addresses or 

analytical user data)  
• You will not be asked to provide any identifying information 
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• Your name will not be used at all in study records. We will assign you a false name. 

• If results of this study are published or presented in a meeting, no one will be able to tell you 

were in the study. 

• The researcher will do their part to make sure your identity is not revealed to anyone outside the 

research team 

• Your records will be kept for 7 years in a secure area, such as a locked file cabinet. Computer 

data will be password protected and encrypted. After 7 years they will be securely destroyed 

through a confidential service. 

• Your participation is voluntary. You may choose to not take part in the study at any time, simply 

inform the researcher. 

 

Potential Benefits 

• There may be no benefits from participating in this research 

• You may like the opportunity to share your thoughts 

• Your participation may help clinicians better understand others who have experienced birth 

trauma 

• Understanding breastfeeding after birth trauma may help improve the care individuals receive 

during and after birth 

 

Potential Harms 

• There are no known risks to participating in this study 

• If you feel anxious remembering your birth trauma, please know you may stop participating in 

the study at any time 

• If participating in this study is distressing please contact your primary health care provider, such 

as your family physician or your local mental health services 

 

An executive summary of the results of the research will be provided to interested participants, contact 

erin.northrup@unb.ca 

For this research we are asking individuals to respond to the following statement: Please describe 

your experience of breastfeeding after a traumatic birth.  

Some people may write a little, some will write a lot. The choice is entirely yours. You may write 

your description in the provided text box or attach a Microsoft Word file. Once you have written 

your description to your satisfaction you may click ‘submit’. If you decide not to participate, you 

may click ‘cancel’. Thank you for considering participating in this study. 

We are asking you to send your written descriptions to the researcher by September 1, 2019. 

Please note: By checking ‘Yes, I consent’ You indicate your VOLUNTARY AGREEMENT AND 

CONSENT to participate in this research. 

Supervisors: 

Dr. Catherine Aquino-Russell, BScN, MN, PhD 

Professor, University of New Brunswick, Faculty of Nursing, Moncton Learning Site, Moncton, NB 

(506)-856-2682 

caquinor@unb.ca 

 

Jessica Webster, BN, MN 

mailto:caquinor@unb.ca
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Senior Teaching Associate, University of New Brunswick 

(506)-458-7641 

jessicaw@unb.ca 

 

If you have concerns about the research you may also contact: 

 

Mary McKenna PhD 

Assistant Dean of Interdisciplinary Studies 

mckenna@unb.ca 

(506)-447-3044 

 

Thank you sincerely, 

Erin Northrup 

MAHSR Student 

Supervisors: Dr. Catherine Aquino Russell & Jessica Webster 

 

This Study has been reviewed and is on file as UNB REB 2019-XXX 

 

 

 

Flesch-Kincaid Grade Level: 7 

mailto:jessicaw@unb.ca
mailto:mckenna@unb.ca


175 

 

Appendix C 

Debriefing 

Thank you for participating in this research. The goal of this study was to explore the 

experience of breastfeeding after birth trauma. The information collected could help 

improve the care parents receive after childbirth. In this study you were asked to write a 

description of your experience breastfeeding after birth trauma. Research has shown that 

writing about a difficult birth experience can help parents’ mental health after birth. 

Some parents feel distressed after experiencing birth trauma. 

Distress might look like: 

• Re-experiencing of past traumatic event 

• Flashbacks and/or nightmares 

• Avoidance of places, people or details related to the traumatic event 

• Difficulty sleeping 

• Feeling “on edge” 

• Anxiety and/or panic attacks 

• Feelings of detachment 

• Crying and feelings of sadness 

• Changes in Appetite 

• Feelings of hopelessness 

• Loss of interest in things you used to enjoy 

 

If you are experiencing any distress you are encouraged to contact your primary care 

provider (physician, nurse practitioner or mental health care professional.) In addition, 

you may find the following resources helpful: 

Postpartum Support International 

Information on postpartum mental health issues including birth trauma, links to local 

support in over 50 countries, free online support groups, free monthly telephone support 

run by licensed professionals, helpline 

Website: https://www.postpartum.net/ 

Free helpline: 1-800-944-4773 

 

The Birth Trauma Association 

Information regarding birth trauma, including information for partners. Links for support 

and private free online self-help group. 

Website: https://www.birthtraumaassociation.org.uk/ 

 

Crisis Text Line 

https://www.postpartum.net/
https://www.birthtraumaassociation.org.uk/
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Hotline serves anyone, in any type of crisis, providing access to free, 24/7 support and 

information 

Canada: 

Website: https://www.crisistextline.ca/ 

Free helpline: Text HOME to 686868  

USA:  

Website: https://www.crisistextline.org/ 

Free helpline: Text HOME to 741741  

 

CHIMO Hotline 

Provides provincial crisis phone line, accessible 24 hours a day, 365 days a year to all 

residents of New Brunswick 

Website: http://www.chimohelpline.ca/ 

Free Helpline: 1-800-667-5005 

 

Please note you can choose to withdraw your participation in this study at any time. 

If you would like to receive a summary of the research findings when completed please 

email Erin at erin.northrup@unb.ca 

 If you have any questions or concerns about this study, please contact: Erin Northrup 

(student)  erin.northrup@unb.ca or Supervisor Dr. Catherine Aquino-Russell 

caquinor@unb.ca  

 

 

This Study has been reviewed and is on file as UNB REB 2019-XXX 

  

https://www.crisistextline.ca/
https://www.crisistextline.org/
http://www.chimohelpline.ca/
mailto:erin.northrup@unb.ca
mailto:caquinor@unb.ca
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Appendix D 

Situated Structural Descriptions (SSDs) for all participants 

1. Adrian 

Despite a traumatic birth experience, Adrian deemed breastfeeding to be a generally 

uncomplicated event.  After an urgent surgical birth, the infant initiated early 

breastfeeding behaviours effortlessly in the immediate post operative area. Prior to 

lactogenesis II, the newborn continued to display positive lactation behaviours while in 

hospital. Difficulties commenced upon arrival home 36 hours post birth, however 

Adrian’s midwives assisted with breastfeeding positioning during their calls to the place 

of residence.  At fourteen days postpartum, lactation was uncomplicated.  Nevertheless, 

Adrian strained to elevate the newborn and required assistance to bring the infant to the 

breast; during this time relatives afforded encouragement to the breastfeeding 

relationship. Given that recovery was in excess of 90 days, Adrian considers, the care 

and aid provided by support persons integral to their breastfeeding success following the 

caesarean birth. For Adrian, breastfeeding after birth trauma meant a lengthy recovery 

after a surgical birth, complicating their ability to care for their infant.  Adrian asserts 

that the care provided by support persons was integral to establishing breastfeeding after 

birth trauma. 

2. Blair  

Blair had intended to give birth in their own home. Prior to the birth they were 

devoted to acquiring extensive knowledge pertaining to the planning and safety concerns 

of homebirth.  This education proved invaluable when Blair experienced a spontaneous 
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vaginal birth before term. Blair described the birth experience as terrible and the 

experience of having a child in Neonatal Intensive Care was challenging. Blair 

recognized several factors that enabled their achievement of effective breastfeeding.  

Parturition that took place at a designated Baby-Friendly Hospital, trained health care 

professionals who offered solid knowledge and support; personal knowledge of holistic 

nutrition in lactation, milk extraction at regular intervals, and kangaroo care with infant 

in hospital were all instrumental in ensuring breastfeeding success. The experience of 

numerous lactation tribulations strengthened the breastfeeding dyad. For Blair, 

breastfeeding ameliorated the trauma of an awful birth and stressful postpartum 

circumstances, aiding healing and facilitating attachment with their premature infant. 

Sixteen months postpartum, breastfeeding remains of the utmost importance to Blair.  

They continue to be appreciative of the in-hospital support offered. Despite the 

hardships experienced during the establishment of breastfeeding, Blair stresses the 

integral therapeutic role breastfeeding played in recovering from birth trauma. In 

summary, Blair asserts the personal importance of lactation and the healing role it 

played in their recovery from birth trauma. 

3. Corey  

Corey experienced a lengthy labour which ended in an instrument-assisted birth.  

The physician warned Corey that the infant had a high chance of demise unless a 

surgical birth was performed. In concert with their midwife, Corey resolved that a 

vaginal birth could be attained.  Immediate skin-to-skin was prevented because of 

infant’s assessment by a specialist and placement of sutures in the birthing parent. 

Corey expressed gratitude that their partner was able to implement skin-to-skin at 
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this time.  Their infant was successful in attachment to breast, despite physical 

discomfort and lack of breastfeeding experience.  However, Corey experienced 

diminished milk production.  A return to paid employment at 3 months postpartum 

required the simultaneous mechanical expression of milk and breastfeeding; giving 

the appearance of an ever-insufficient quantity of milk. In summary, a complicated 

birth caused the early separation of the breastfeeding dyad, Corey then experienced 

decreased milk production which was then exacerbated by further separation of 

breastfeeding dyad upon return to employment. 

4. Devon  

Initially, breastfeeding was exceedingly difficult, as Devon did not experience an 

immediate production of milk.  Devon experienced an urgent surgical birth and stressed 

that individuals close to the birth neglected to communicate that caesarean sections can 

delay lactogenesis II.  Although feeding issues were ultimately resolved, the first week 

was taxing as Devon tried to navigate the introduction of artificial milk and milk 

expression, all while the infant experienced digestive distress.  During the birth 

experience Devon recounted a nurse infringing upon their bodily autonomy.  This 

physical violation failed to negatively impact the breastfeeding relationship; however, 

Devon did experience challenges in intimate relations with their spouse for more than 

one year postpartum. In summary, Devon asserts that poor communication and 

violations of bodily autonomy by staff were detrimental to both their breastfeeding 

relationship and interpersonal relationships. 

5. Emerson  
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For Emerson, repeated anesthesia attempts and an instrument-assisted delivery led to 

the onset of severe headaches and limb paralysis in the postpartum period. Health care 

professionals placed undue pressure on Emerson to initiate breastfeeding, failing to 

recognize Emerson’s painful state. There was intent to breastfeed, however unbearable 

pain from post anesthesia complications interfered with the ability to initiate 

breastfeeding. Emerson was chastised by health care professionals and made to feel their 

parental skills were lacking for not accepting lactational assistance in the midst of 

physical discomfort that clouded their mental capacities. In the absence of explanation 

for Emerson’s extreme physical distress, lactation difficulties persisted. Physical 

symptoms continued to intensify and Emerson was separated from their infant while 

undergoing an intervention to remedy their postpartum complications. Emerson felt 

outraged and deprived of prospective attachment with their infant when post anesthesia 

pain necessitated prescription of a medication contraindicated during lactation.  In 

summary, Emerson felt pressured to initiate lactation whilst in physical distress, they 

were further affronted when lactation was ultimately discontinued due to separation of 

the breastfeeding dyad coupled with the commencement of a pharmaceutical 

contraindicated during lactation. 

6. Jackie  

For Jackie, labour in the hospital involved being ordered around, ignored, and having 

needs disregarded.  Questions were met with resistance and authoritarian justification.  

Analgesics were delayed and when Jackie reported pain, the physician persistently 

denied Jackie’s reality.  Amniotomy was performed despite refusal of consent, resulting 

in a laceration injury to infant.  Breastfeeding was not successful for Jackie, as they were 
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made to feel physically inadequate and lacked lactation support in the immediate 

postpartum period.  When the infant became hypoglycemic, they were prohibited from 

breastfeeding and instructed to procure artificial milk external to the health care centre.  

Jackie’s infant feeding experience was characterized by a predominant lack of lactation 

assistance. In summary, Jackie experienced flagrant mistreatment and violations of 

consent during parturition, coupled with a gross lack of support for lactation in the post-

partum period, which contributed to an unsuccessful lactation experience.  

7. Reilly  

Breastfeeding after birth trauma was a positive experience for Reilly.  A 

determination to breastfeed and the aid of a licensed lactation professional helped ensure 

breastfeeding success.  Breastfeeding facilitated Reilly’s recovery from birth trauma.  

Hospital policies were incompatible with Reilly’s breastfeeding goals, requiring they 

temporarily introduce additional artificial feeding methods, although Reilly did 

ultimately succeed in exclusively breastfeeding.  Efficacious breastfeeding aided Reilly 

to triumph over their traumatic birth experience and facilitated attachment with their 

infant. In summary, birth trauma increased Reilly’s determination to breastfeed and with 

the proper support, establishing lactation facilitated recovery from birth trauma, despite 

unsupportive institutional polices.  

8. Cameron  

Cameron underwent an urgent surgical birth which they described as terrifying, 

followed by a lengthy and excruciating recovery period. The surgical site became 

purulent; however, medical management was delayed because Cameron’s health care 
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provider disregarded indications of infection. Due to the surgical birth, Cameron faced a 

delay in lactogenesis II.  Cameron’s infant suffered from esophageal reflux disease and 

infantile colic.  Cameron lacked family assistance; their sole source of aid was their 

marital partner who was experiencing high levels of distress. In the face of difficulties, 

Cameron was still able to utilize the lactation resources at the hospital in the first month 

postpartum, visiting the infant nutrition clinic on numerous occasions to ensure their 

infant could transfer human milk effectively.  Throughout the postpartum experience 

Cameron’s nipples were painful and inflamed and their infant daughter displayed 

fastidious eating habits. Recovery of Cameron’s surgical site was prolonged. 

Notwithstanding, Cameron continued to breastfeed until their daughter self-weaned 

close to one year of age. The support of the hospital’s international board-certified 

lactation consultant was invaluable in their ability to display empathy and recognize 

Cameron’s psychological health concerns.  While Cameron felt high levels of distress 

and apprehension, the lactation consultant was the sole health care provider who took an 

interest in Cameron’s wellbeing. The lactation consultant displayed compassion and 

tolerance and was able to anticipate requisites for efficacious milk transfer. Had they 

been deprived of the care the lactation consultant provided; Cameron would have 

renounced the breastfeeding relationship. Cameron continues to encounter symptoms of 

post-traumatic stress disorder due to their birth and postpartum experience. Cameron is 

appreciative of their ability to breastfeed in spite of struggles with baby’s attachment to 

breast and ability to transfer sufficient quantities of milk.  While other individuals are 

indifferent to struggles in lactation, Cameron values the sense of attachment 

breastfeeding produced between parent and child. In summary, after a terrifying birth 
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experience and lengthy recovery, the compassionate support of a lactation consultant 

was integral to Cameron’s lactation success. 

9. Jules  

Jules worried that their birth trauma experience would hamper breastfeeding success 

and they would be denied that particular bonding opportunity with their infant.  Neonatal 

resuscitation following an emergency caesarean section meant separation of the parent-

infant dyad.  Upon reunion with infant in the recovery unit, feelings of dissociation, 

detachment, and fear predominated.  Jules aspired to initiate breastfeeding immediately, 

however uncontrolled pain and a drowsy infant impeded their progress.  Convinced their 

body had betrayed them during birth, Jules believed their body would once again thwart 

the establishment of lactation. The belief that the ability to form an attachment with their 

infant was contingent on successful breastfeeding strengthened Jules’ resolve to 

accomplish their lactation goals.  Continued effort in the early postpartum period lead to 

breastfeeding success.  Ultimately, common lactation difficulties did not inhibit Jules’ 

feelings of pride that their body was resilient and capable of sustaining their infant’s 

growth.  Jules was worried their birth trauma would negatively impact breastfeeding; 

they felt their body had betrayed them but this only strengthened their resolve to 

succeed. 

10. Hayden  

During birth of their first child, Hayden had an instrument-assisted delivery and 

experienced a fourth-degree tear of the perineum. Though Hayden’s infant initiated 

breastfeeding immediately post birth, lactation was disrupted for several days, as they 
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experienced a life-threatening postpartum hemorrhage with resultant tachycardia and 

hypotension. During this time, Hayden experienced decreased level of consciousness 

and their infant was given breastmilk substitutes. The insertion of a postpartum 

obstetrical balloon failed to mitigate bleeding, resulting in Hayden requiring several 

blood transfusions and finally a uterine artery embolization. Hayden was aware of 

situations in which nurses assisted similarly critically ill patients in expressing 

breastmilk, however they do not recall receiving this assistance. Following discharge 

from the intensive care unit, Hayden resumed attempts to initiate breastfeeding and was 

relieved their infant was willing to nurse, despite their diminished milk supply. 

Extensive blood loss continued to impact Hayden’s milk supply, however with the 

support of health professionals and friends, they remained resolute in their commitment 

to breastfeeding.  Supplementation with infant formula was initiated after breastfeeding 

attempts in hospital and continued until a visiting public health nurse determined 

weaning of supplemental feeds was warranted. Hayden continued to struggle with 

delayed lactogenesis until engorgement was finally experienced at six weeks 

postpartum, coinciding with maternal weight gain. Hayden was advised that frequent 

feedings would stimulate milk production, thus it was reassuring when their infant 

indeed began to develop and thrive as a result of frequent feedings. While Hayden 

sustained long term health complications due to their birth experience, fortunately these 

issues did not continue to negatively impact breastfeeding, and breastfeeding continued 

until weaning occurred in the infant’s second year. Weaning was both welcomed and 

upsetting. In spite of early challenges, breastfeeding had a therapeutic effect, making 

Hayden feel as if their body was capable despite a complex birth and recuperation 
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period. Hayden did not appreciate the full extent of how tutelar breastfeeding was in 

coming to terms with their birth trauma until after weaning was complete. Hayden 

specifically outlined the following factors which they felt ensured their breastfeeding 

success: 1. Their infant’s successful latch and willingness to breastfeed, 2. Support from 

loved ones who understood Hayden’s strong desire to breastfeed, 3. Health care 

professionals in hospital who were supportive, never coercive or pressuring, 4. In-home 

support from a visiting health care professional, 5. A pain free breastfeeding experience, 

and 6. Appropriate and timely information on the advantages of breastfeeding. In 

summary, Hayden’s breastfeeding journey was fraught with medical complications, 

making recovery and early lactation challenging, however, the formal and informal 

support they received helped them persist. The breastfeeding relationship was integral to 

healing after birth trauma. 

11. Quinn  

Quinn experienced a precipitous labour and infant malpresentation necessitating the 

need for an emergent surgical birth. Initial reassurance of immediate skin-to-skin and 

early breastfeeding initiation was short-lived, as their infant experienced asphyxia during 

birth and parents were subjected to lack of communication from health care 

professionals. The immediate postpartum period was punctuated with additional 

separation due to signs of hypoglycemia in the infant. Amidst their own post op pain, 

Quinn was further burdened when care offered in the NICU was unsupportive of 

breastfeeding, characterized by coercive tactics, maltreatment, violations of consent and 

outright repudiation of routine lactation support.  However, successful lactation was 

established after hospital discharge through continuous effort and determination from 
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Quinn. Birth trauma and mistreatment in the special care nursery contributed to feelings 

of inadequacy and anxiety, leading to obsessive documentation of infant output and 

weight by both parents. Despite optimal infant sleeping behaviour, Quinn’s mental 

health suffered, as their postpartum period was fraught with vivid flashbacks and 

ruminations of the negative hospital experience. A steadfast dedication to breastfeeding 

facilitated improvements in psychological wellbeing, leading to feelings of enjoyment, 

pride, and a renewed commitment to continue the breastfeeding relationship as long as 

mutually desired. For Quinn, breastfeeding after birth trauma meant persevering through 

mistreatment and lasting symptoms of trauma to emerge with feelings of healing and 

fulfillment in their breastfeeding journey. 

12.  Reese 

An emergency caesarean section was performed post term due to abnormal fetal 

heart rate tones.  Reese’s infant was born healthy demonstrating robust Apgar scores, 

and skin-to-skin contact was initiated in the operating room with assistance.  Close 

contact was maintained with the infant at all times, with the infant accompanying Reese 

to the recovery room where health care professionals were diligent in assisting with 

breastfeeding initiation.  Health care professionals in the postpartum unit offered 

assistance, continual observation and documentation of lactation progress. After the 

infant experienced excessive neonatal weight loss, arrangements were made for the 

breastfeeding dyad to obtain additional lactation support following hospital discharge. 

Breastfeeding was efficacious and continued until Reese was required to restrict physical 

activity for the duration of the next pregnancy. Reese had numerous relatives who 

provided breastfeeding assistance and was able to take full advantage of local public 
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lactation supports, including an internationally recognized peer to peer breastfeeding 

support organization. Reese felt their positive breastfeeding experience could be 

attributed to health care providers who valued breastfeeding and to hospital practices 

that ensured the breastfeeding dyad was not subjected to separation during the 

postpartum period.  In summary, Reese attributed their lactation success to an abundance 

of postpartum support, including peer to peer support, and institutional policies that 

complied with the Baby-Friendly Initiative. 

13. Morgan  

A late preterm placental abruption resulted in an emergent surgical birth performed 

under general anesthesia. Morgan aspired to breastfeed and experienced a rapid onset of 

lactogenesis II, despite experiencing excessive bleeding during the birth. It was 

recommended that Morgan initiate manual breastmilk extraction in hospital due to 

infant’s impaired ability to transfer milk. Lactation was sustained through great 

discomfort; Morgan was assured pain was temporary. Breastfeeding at this time was 

extremely demanding and nerve-wracking, Morgan’s infant had to be readmitted to 

hospital for phototherapy and inadequate weight gain. Morgan was prescribed 

galactagogues to enhance milk synthesis, as their infant continued to experience 

insufficient weight gain, however this led to obstructed lactiferous ducts. Numerous 

lactation support professionals were consulted leading to the use of a nipple shield, 

manual milk extraction, and resolution of infant ankyloglossia. Repeated false 

reassurances regarding attachment and milk production were incongruent with the 

reality that the infant was failing to gain weight and required additional nutrition. Due to 

extreme discomfort and vasospasm of the nipple, lactation became unbearable and 
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Morgan was compelled to initiate artificial infant feeding. Feedings with breastmilk 

substitutes became more frequent, negatively impacting Morgan’s milk production. 

Several health care professionals were consulted for support to no avail and Morgan 

made the painful decision to discontinue breastfeeding at three months. Morgan 

struggled to reconcile feelings of disappointment over not meeting their lactation goal. 

Watching their infant thrive on breastmilk substitutes helped Morgan feel at peace with 

their decision. Morgan felt liberated after a taxing experience. Feelings of guilt persisted 

but began to wane as Morgan witnessed the growth of their toddler. Morgan believes 

birth trauma instigated their negative lactation experience, looking ahead they yearn for 

a different experience for their next child. For Morgan, birth trauma was at the root of 

their lactation struggles, which included anatomical and physiological obstacles. Morgan 

felt they were left with no choice but to acquiesce to the use of breastmilk substitutes. 

14. Alex  

For Alex, breastfeeding initiation was particularly challenging following an 

emergent surgical delivery. Their infant was macrocosmic with a hearty appetite, 

spending prolonged periods of time at the breast. Alex rapidly developed bleeding and 

pain originating from the nipple and areola. The use of a breast shield was somewhat 

helpful in alleviating breast discomfort. Difficulties in milk production were experienced 

leading to the commencement of manual milk expression, however Alex was unable to 

express a sufficient amount of breastmilk. At three months of age, Alex’s infant was fed 

exclusively infant formula. Alex laments that their circumstances were the result of 

inadequate support and unresolved lactation pain. Alex felt that suboptimal lactation 
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support was of great consequence to their breastfeeding journey. In summary, Alex 

lacked the appropriate support, lactation was too painful to continue. 

15. Robin  

The birth of Robin’s second child involved a protracted labour with a prolonged 

second stage, resulting in an instrument-assisted delivery and surgical incision of the 

perineum.  Following delivery, there was immediate skin-to-skin contact and early 

initiation of breastfeeding.  Breastfeeding their second child has been a pleasant 

experience for Robin, as it was for their first child, born through a planned surgical 

delivery. In summary, breastfeeding was a pleasant experience for Robin, despite 

difficulties experienced during the birth. 

16. Lane  

Experiencing an emergent surgical birth increased Lane’s resolve to breastfeed. 

Breastfeeding was extremely challenging and for the first six weeks, Lane worked 

diligently to meet their goal of exclusive breastfeeding. The experience of an emergency 

surgical birth made Lane feel as though they had been denied agency and their body had 

betrayed them, breastfeeding became a way of regaining power and atoning to their 

infant. The prolonged postpartum separation of Lane and their infant, coupled with the 

lack of permission sought by staff in giving their infant breastmilk substitutes, was one 

of the most painful and traumatizing events of Lane’s life.  While some health care 

professionals were helpful, many were obstructive to the breastfeeding relationship and 

discouraged Lane from breastfeeding, telling them not to further fatigue themselves with 

attempts to breastfeed, that a surgical birth was an insurmountable obstacle to obtaining 
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sufficient milk production. Community support after hospital discharge was scarce, 

intensifying Lane’s struggles with mental health.  Upon reflection of their experience, 

Lane felt they would have benefitted from proper community and professional support 

offered by individuals knowledgeable in birth trauma and lactation.  In summary, birth 

trauma intensified Lane’s determination to breastfeed, as it was a reclamation of power 

after being denied agency during birth. The provision of appropriate supports during the 

postpartum period would have been helpful in Lane’s plight. 

17. Keegan  

Following the birth of their daughter, Keegan felt emotionless and detached, 

although at the time it did not occur to them that anything was amiss.  Feelings of 

dissociation and detachment continued as Keegan began to pass large blood clots and 

their health care provider attempted to violently remove retained placental fragments. 

Keegan fought to maintain lactation while their infant failed to gain weight.  At one 

month postpartum, while cradling their child in the night, Keegan mistakenly thought 

they experienced urinary incontinence only to discover that they were hemorrhaging. 

Lactation issues and parental attachment concerns persisted for months postpartum. For 

Keegan, breastfeeding after birth trauma meant breastfeeding amongst feelings of 

dissociation and disrupted attachment. 

18. Charlie  

At term, Charlie required labour induction with prostaglandin gel due to gestational 

diabetes.  The infant presented in occiput posterior position, labour pain was 

excruciating, and epidural anesthesia was unsuccessful. The administration of uterotonic 
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agents facilitated cervical dilation, however pushing was ineffective and labour became 

obstructed. The infant displayed abnormal fetal heart tones and Charlie became febrile. 

Charlie’s lengthy labour ultimately ended in an urgent surgical birth and their infant was 

born with several lacerations and contusions as a result of labour dystocia. Charlie’s 

infant displayed signs of hypoglycemia and was separated from Charlie for monitoring. 

Despite having previously expressed colostrum, healthcare providers were adamant that 

breastmilk substitutes be initiated, as the infant was diagnosed with neonatal 

hyperbilirubinemia and was lethargic at the breast. A deteriorating psychological state 

and insomnolence led Charlie to self-discharge from the hospital against medical advice.  

Charlie lacked support and their mental state continued to worsen, however, during this 

time they failed to recognize they had experienced birth trauma and were displaying 

symptoms of post-traumatic stress disorder. Once at home, Charlie experienced lactation 

difficulties and a lack of lactational support, intensifying their symptoms of depression.  

Charlie later sought support in the community, where a private practice internationally 

board-certified lactation consultant identified posterior ankyloglossia in the infant. 

However, several hospital nurses and Charlie’s family physician disputed the 

ankyloglossia diagnosis and claimed Charlie was personally responsible for their 

infant’s feeding difficulties. Charlie was coerced to resume supplemental artificial infant 

feeding. At one year of age, Charlie’s infant had significantly improved their latch and 

continued to feed at the breast.  Charlie considers their perseverance over lactation 

difficulties to be one benefit of an extremely traumatizing birth experience. In summary, 

Charlie faced suboptimal lactation support which eroded their already fragile sense of 
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wellbeing after birth trauma, amazingly they were able to persevere through this 

challenging time and maintain lactation. 

19. Finley  

At ten days post term, Finley’s labour was induced using prostaglandins, the 

amniotic sac ruptured and uterine contractions commenced shortly after. As labour was 

progressing at a slow pace and Finley was comfortable following the administration of 

epidural anesthesia, Finley’s martial partner left to update other family members. 

Abruptly monitors began sounding and several health care providers rushed to Finley’s 

hospital room. Finley’s partner returned to a packed hospital room, Finley’s blood 

pressure had plummeted and their infant was experiencing prolonged heart rate 

decelerations. Health care providers were unable to stabilize Finley or their infant, 

Finley and their partner were horrified. An emergency surgical delivery was swiftly 

performed and fortunately their infant was born in good health. Finley planned to 

breastfeed, and succeeding in breastfeeding was paramount to them. Initially, 

breastfeeding seemed miraculously effortless but difficulties soon developed. The infant 

experienced difficulties latching and began to lose weight, consequently ankyloglossia 

was diagnosed by a lactation consultant in the community. A tongue-tie revision was 

performed but recovery became complicated by reattachment, necessitating a repeat 

revision.  Following the second frenotomy, the infant’s weight gain progressed and they 

were able to maintain the lactation relationship beyond the middle of the first year. 

Following a traumatic birth, breastfeeding was profoundly meaningful for Finley.  In 

summary, the meaning and importance of breastfeeding for Finley facilitated their 

ability to overcome lactation difficulties. 
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20. Casey  

Casey’s birth was exceedingly arduous. Casey’s infant, though born stable and at a 

sufficient weight, was admitted to the special care nursery for a period of five days as a 

result of the harrowing birth experience.  Although Casey attempted to nurse at the 

breast in the Neonatal Intensive Care Unit, they were directed to supplement with 

artificial milk following each nursing session. Casey believes these incidents caused 

them to be steered onto a challenging trajectory in attainment of human milk feeding 

goals.  Following discharge, Casey expressed milk as they were unsuccessful in securing 

proper breastfeeding positioning, consequently their infant was nourished through their 

bottled expressed breastmilk.  Upon arrival home from the hospital, breastmilk 

substitutes were not utilized after the initiation of regular breastmilk expression. 

Expression of breastmilk continued for a duration of ten months.  As an at-home parent 

of two children, Casey expressed amazement that they were able to maintain a rigorous 

milk expression and infant feeding schedule for an extended period of time. In summary, 

while it was a challenging journey, Casey took pride in their ability to maintain lactation 

through milk expression after a traumatic birth experience. 

21. Peyton  

Peyton’s protracted labour ended with an emergency surgical birth under general 

anesthesia. Labour was painful, as uterotonics meant contractions were unrelenting, and 

Peyton was unable to obtain epidural anesthesia due to a pre-existing health condition. 

Peyton was perplexed as to why a surgical birth was necessary, as at no time did health 

care providers communicate that Peyton or her unborn child were at risk. Peyton and 
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their infant were started on prophylactic antibiotics immediately following delivery, 

again, health care providers failed to communicate that Peyton had an infection before 

labour induction. At this time breastfeeding was fraught with difficulties, while Peyton 

had prepared for lactation during pregnancy by contacting a lactation consultant, they 

felt ill-equipped for the issues they were facing. Health care professionals appeared 

supportive but later turned out to be uncompromising, failing to respect Peyton’s infant 

feeding decisions. Peyton experienced difficulties in initiating breastfeeding, their 

nipples were lacerated and their breasts were covered in multiple contusions. Their 

infant, frustrated by their inability to transfer milk, would often fall asleep; only after the 

introduction of supplementation of artificial baby milk did Peyton feel their infant was 

satiated. Health care professionals offered contradictory advice on the use of nipple 

shields, but ultimately their use provided respite from the pain, allowing Peyton to 

maintain lactation. Although Peyton had been taking antibiotics, they continued to be 

febrile during this time; diagnostic imaging found Peyton had a hematoma that required 

surgical correction. Peyton, while readmitted to the hospital, had to maintain lactation 

under unfavourable circumstances, as there was an infectious disease outbreak 

preventing their infant from coming to the hospital. Peyton had an unwavering 

commitment to establishing lactation; they had to offer supplementary artificial milk 

following feeds but were able to discontinue this by three months postpartum. For 

Peyton, breastfeeding after birth trauma meant persevering through disrespectful 

treatment and miscommunications during birth, and contradictory lactation support 

postpartum. Peyton was ultimately able to feel a sense of pride in their success. 

22. Sloan  
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Sloan’s prolonged and arduous labour ended with an urgent surgical birth, in order to 

preserve their infant’s life. At the time Sloan felt a loss of control but later came to 

acknowledge the assistance their partner and health care providers offered. Sloan 

navigated conflicting feelings of relief their child was born unharmed and distress over a 

traumatic birth experience.  Their traumatic experience initially affected their capacity to 

form an attachment with their infant. Prior to delivery, Sloan had planned to breastfeed; 

health care providers acknowledged and supported their intentions in the early 

postpartum period. Baby-Friendly Initiative policies were not adhered to and Sloan was 

prohibited from initiating skin-to-skin contact with their infant during the immediate 

postpartum. Sloan found lactation exceedingly challenging and attributed their 

difficulties to pain and limited mobility following a surgical delivery. Lactation 

difficulties were alleviated when their infant had a frenotomy but this did not occur until 

six months postpartum. The breastfeeding relationship culminated when Sloan’s infant 

self-weaned before the age of two. For Sloan, breastfeeding after birth trauma meant 

navigating unsupportive institutional polices amid feelings of disrupted attachment, pain 

and limited mobility, compounded by their infant’s ankyloglossia. 

23. Parker  

Parker had a successful vaginal birth after a previous caesarean birth (VBAC), which 

was a positive and uplifting experience. Parker’s ecstatic experience was disrupted when 

they experienced a life-threatening postpartum hemorrhage. It was a horrific experience 

in which Parker experienced feelings of impending doom. Although Parker was 

experiencing decreased levels of consciousness, they recall unbearable pain followed by 

a decrease in body temperature and muscle spasms. Family members arrived back to an 
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empty hospital room displaying evidence of copious blood loss; Parker could hear the 

concerns and anguish of their family members from their treatment room. Parker was 

distraught over the perceived reaction of family members, and felt a sense of anguish 

and panic. After their reunion, Parker’s infant sought to breastfeed continuously. Upon 

their return home, Parker battled extreme exhaustion and constant anxiety. Parker’s 

distress intensified at night and they feared for their life. Maintaining lactation was one 

thing Parker felt a sense of control over. Despite their postpartum complications and 

unsuccessful breastfeeding attempts with previous children, Parker produced a copious 

milk supply and their infant had an effective latch. Parker’s recovery was lengthy and 

grueling, but they took pleasure in their breastfeeding experience. After much 

contemplation, Parker attributes their lactation success to the fact that their postpartum 

health challenges forced them to prioritize rest and maintain close physical proximity 

with their infant. For Parker, breastfeeding after birth trauma meant persisting through 

physical pain and anxiety, while also relishing the sense of bodily control lactation 

imparted. 

24. Avery  

At two weeks post term, Avery’s physician used prostaglandin gel to induce labour. 

Avery was in early first stage of labour for two days. At 2 cm dilation, the fetal 

membranes ruptured spontaneously and overt meconium staining was observed.  Upon 

rupture of membranes, fetal heart rate decelerations were detected and the physician 

determined an emergent surgical birth was warranted. Post birth, Avery was physically 

drained.  Avery scarcely recalls their infant feeding experience on day one postpartum; 

however, they were explicit in communicating to their registered nurse their intent to 
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breastfeed.  The registered nurse was invaluable in coaching Avery in the early 

postpartum days. In the early postpartum, Avery developed extreme pyrexia and 

subsequent diagnostic tests revealed Avery had acquired a uterine infection, owing to the 

meconium stained liquor. The parent-infant dyad underwent hospital readmission for 

one week for parenteral intravenous therapy.  During inpatient treatment, due to the 

speed at which lactogenesis II occurred, Avery experienced engorgement, blocked 

mammary ducts, and infective inflammation of breast tissue. Avery felt their nursing 

care was phenomenal.  While struggling with feelings of dejection and fatigue; Avery 

implored their nurses to provide continuous support. Avery’s nurses met their needs with 

encouragement and assistance. The nurses built a tangible rapport with Avery and 

offered reliable education related to human milk management. Avery was efficacious in 

providing their infant with human milk for a period of one year.  In summary, Avery 

asserts that nursing care was invaluable in successfully breastfeeding after a traumatic 

birth. 

25. Taylor  

Lactation was excruciating and Taylor’s infant cried incessantly. Taylor experienced 

decreased milk production and their health care provider instructed them to initiate 

artificial infant feeding. Manual milk extraction was commenced but Taylor was unable 

to express sufficient quantities of milk. Taylor speculates that their emergency surgical 

birth coupled with the prevention of immediate skin-to-skin contact and continued 

separation from their infant negatively impacted their ability to successfully initiate 

lactation. For Taylor, breastfeeding after birth trauma meant struggling with pain, 
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decreased milk supply, and reflecting on the impact birth practices and Baby-Friendly 

policies had on their infant feeding experience. 

26. Glen  

Glen’s birth was complicated: they experienced a premature rupture of membranes 

in their second trimester and were hospitalized on bedrest. This was a traumatic time for 

Glen, as the outcome for their infant was uncertain, with increased chances of infant 

demise, as well as a high probability of complications related to prematurity. Glen 

delivered their infant vaginally in the absence of narcotics or anesthesia. The infant 

experienced an intraventricular hemorrhage and required intubation at birth. Glen was 

determined to breastfeed, due to their infant’s gestational age, Glen was required to 

express breastmilk at three-hour intervals so their infant could receive nutrition by 

enteral feeding. A commitment to successful lactation meant Glen exclusively expressed 

breastmilk for three months, ensuring their infant received optimal nutrition. At three 

months postpartum, Glen was able to initiate feeding at the breast and was ecstatic when 

they were successful after a week of attempts. The lactation journey was tumultuous and 

Glen experienced delayed onset of lactation, however they were able to receive medical 

support and prescription galactagogues, which aided in maintaining a sufficient milk 

supply. Lactation continued for another year, which was an extremely gratifying 

experience. For Glen, breastfeeding after birth trauma meant a dedication to expressing 

breastmilk, establishing a means of providing optimal nutrition through feelings of 

anxiety over their child’s health challenges and obtaining integral medical support to 

continue the lactation relationship. 

27. Wallis  
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For Wallis, birth trauma had occurred with the birth of their first child; after being 

transferred to hospital they were subjected to procedures that explicitly violated their 

consent. This treatment made Wallis feel they had betrayed their infant by neglecting to 

keep them safe. Wallis’ despair and suffering did not lift for several months and 

impeded their ability to form a healthy attachment with their infant. Feelings of shame 

and blame felt insurmountable. Ensuring breastfeeding success meant persisting through 

complications; this was Wallis’ distinct way of making amends to their infant. Lactation 

was a way of regaining the personal agency and control that was lost during birth, it 

meant Wallis could ensure their infant received their devotion and optimal nutrition 

during the postpartum period. Lactation was healing in a multitude of ways and made 

Wallis feel worthy of being an effective, loving parent.  Their devotion to lactation led 

them to adhere to World Health Organization recommendations to maintain lactation 

until the age of two and beyond. Wallis reflects that failed lactation would have been 

detrimental to their wellbeing. For Wallis, breastfeeding after birth trauma meant 

overcoming lactational challenges and mental health threats, to regain their personal 

agency after blatant violations of consent; in doing so they were able to make amends to 

their infant and sustain feelings of being an effective parent. 

28. Bailey  

A. Bailey’s first child was born late pre-term at 36 and a half weeks gestation. After 

enduring five days of nightly discharges home with marginal cervical change, labour 

induction and augmentation commenced. Uncontrolled pain was experienced when 

Bailey’s epidural anesthesia catheter became dislodged. Prior to witnessing Bailey 

ambulate to a wheelchair, those present at the birth were unaware of the failed analgesia 
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and thought Bailey was simply not tolerating pain well. Bailey was tireless in their 

attempt to breastfeed, but was ultimately unsuccessful and had to initiate artificial infant 

feeding. 

B. For their second child, Bailey experienced labour pains intermittently for eight 

days. Active labour commenced four hours after a membrane sweep was performed, 

however, Bailey was discharged due to insufficient cervical change. The following day 

an injection was administered and Bailey was informed that baby’s arrival was imminent 

in the next 24 hours. Hours later, Bailey’s membranes spontaneously ruptured and they 

began to hemorrhage. Birth occurred precipitously without pain relief after arriving at 

the labour and delivery unit. Bailey was informed that they had experienced critical 

blood loss and sudden birth could have easily occurred out of hospital in the motor 

vehicle.  The infant was physically stable, however, Bailey required additional medical 

attention. With their second child Bailey was able to feed almost completely at the breast 

on cue with little difficulty. Discontinuation of breastfeeding occurred easily at the half-

year mark. In summary, Bailey experienced two traumatic births and attempts to 

breastfeed after the birth of the first child failed, however after the second traumatic 

birth they experienced little difficulty. 

29. Dylan  

Dylan required an emergent surgical delivery after a protracted labour and 

uncontrolled fetal tachycardia. Health care providers determined the infant had had 

prolonged exposure to meconium and was experiencing meconium aspiration syndrome. 

Dylan was separated from their infant when they were transferred to a higher level of 

care at a different hospital. Due to the necessary monitors and tubes, Dylan was 
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prevented from having physical contact with their infant for several days. The infant 

proceeded to receive enteral feeds of breastmilk, until feeding at the breast was initiated 

at three weeks of age Dylan anticipated that breastfeeding would be challenging because 

of enteral feeds and the fact they had been prevented from having physical contact with 

their infant, however they were successful in their breastfeeding attempts. Dylan 

attributes their success to the support they received from an international board-certified 

lactation consultant in the Neonatal Intensive Care Unit. For Dylan, breastfeeding after 

birth trauma meant receiving appropriate professional postpartum lactation support to 

establish lactation while being separated from their medically fragile infant. 

30. Wyatt 

A. Wyatt had an unplanned surgical delivery after it was revealed their infant was in 

breech presentation. During pregnancy, Wyatt intended to breastfeed and spent a 

significant amount of time educating themselves regarding lactation, although they did 

receive misinformation from loved ones. Wyatt had a strong determination to breastfeed. 

Establishing lactation after a caesarean was extremely painful and Wyatt felt physically 

drained and sleep deprived. Wyatt discovered that health care professionals initiated 

artificial infant feeding without their consent. At home, Wyatt was able to troubleshoot 

issues independently and alternate breastfeeding strategies provided some relief. 

Lactation continued to be extremely painful, yet Wyatt persisted and continued to 

breastfeed through discomfort for several months. Support was obtained from an 

internationally board-certified lactation consultant and Wyatt was able to temporarily 

alternate feedings of expressed breastmilk with breastfeeding, this helped to alleviate 

their pain. Lactation finally became pleasant; Wyatt acknowledged their experience was 
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challenging and they had feelings of empathy for other parents who were not able to 

persist through lactational pain. Initial difficulties lead to an increased determination to 

continue the breastfeeding relationship for an extended period. The challenging 

experience lead Wyatt to address future breastfeeding challenges with ease. Wyatt felt a 

sense of pride for overcoming lactation difficulties and attributes their success to 

lactation education sources and from an internationally recognized peer to peer 

breastfeeding support organization. Breastfeeding after birth trauma meant an unplanned 

surgical birth and continued pain challenged the breastfeeding relationship; these 

challenges heightened Wyatt’s resolve to breastfeed and they were able to succeed with 

professional and community support. 

B. After a traumatic birth with their first child, Wyatt was determined to have a 

vaginal birth after caesarean (VBAC) for their second child. Wyatt was able to find a 

VBAC supportive care provider, although this professional was unavailable at the end of 

their pregnancy and was cared for by a colleague. Care provided at the end of pregnancy 

consisted of unplanned interventions but Wyatt maintains it was an overall positive 

experience. Unaware at the time, Wyatt had suffered a vaginal laceration during 

delivery, and later began to hemorrhage.  Wyatt was in excruciating pain; however, 

health care providers were neglectful, disregarding and minimizing Wyatt’s pain, going 

so far as to belittle Wyatt for having a VBAC. Having no prior experience with vaginal 

birth recovery, Wyatt felt overpowered to speak out further. Wyatt refused 

pharmaceutical management of pain due to fears of impacting lactation; they also feared 

pharmaceuticals would make them somnolent and they would fail to wake up. After 

ambulating, Wyatt fell and lost consciousness due blood loss. They recall having a 



203 

 

hallucinatory near-death experience before being taken to surgically repair the perineal 

tear. Having had prior lactation experience, Wyatt felt confident in their ability to 

establish lactation. Lactation pain was minimal and Wyatt attributes much of their 

success to immediate skin-to-skin contact and early breastfeeding initiation after birth. 

Wyatt was able to maintain lactation into toddlerhood. Their mistreatment during 

childbirth informed their commitment to homebirth for future births. Despite their birth 

traumas, Wyatt felt a sense of pride for their tenaciousness in maintaining lactation, as it 

became an amazing experience. For Wyatt, breastfeeding after birth trauma meant 

breastfeeding through mistreatment from care providers and medical complications, 

emerging with a resolve to breastfeed. 

31. Elliott 

Elliott had a traumatic unmedicated vaginal birth. During the second stage of labour, 

Elliott became fatigued due to labour dystocia; their physician respected Elliott’s wishes 

for minimal intervention but sought consent in applying fundal pressure, fortunately this 

facilitated parturition. In the immediate postpartum, Elliott was administered analgesics 

which caused somnolence for several hours; this made it impossible to care for their 

infant and Elliott suspects this disrupted the lactation process. At that time, artificial 

infant feeding was initiated by health care providers without Elliott’s knowledge. When 

Elliott attempted lactation, their infant would not latch, attempts to secure support were 

rebuffed and health care providers pressured Elliott to continue artificial infant feeding. 

A lack of experience made Elliott feel compelled to adhere to health care providers’ 

recommendations. Elliott and their infant continued to struggle with latching issues and 

at two weeks postpartum Elliott had complete lactation insufficiency. For Elliott, 
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breastfeeding after birth trauma meant early separation of the breastfeeding dyad, early 

introduction of artificial feeding without consent, and a lack of support in the early 

postpartum contributed to lactation insufficiency. 

32. Sawyer  

Sawyer’s traumatic birth experience was a result of multiple dynamics. Risks and 

interventions led to adverse physical and psychological incidents that were exacerbated 

by the physician disregarding the Sawyer’s right to decline an invasive intervention. 

Abnormal fetal assessment warranted surgical birth and life-saving interventions for the 

newborn. Sawyer described the experience of breastfeeding was influenced by 

psychological distress which was attributed to the traumatic birth. The traumatic birth 

led to an impact of diminished self-care and insomnia. Yet even with ample milk supply, 

the infant’s inability to initiate breastfeeding led to mutual distress. Sawyer experienced 

hallmark symptoms of dysphoric milk ejection reflex. However, perseverance with 

breastfeeding and milk expressing occurred to the point where Sawyer yielded to the use 

of artificial milk for infant feeding.  In summary, Sawyer asserts that the birth trauma 

altered the course of the breastfeeding journey. 

33. Blake 

Throughout Blake’s protracted labour, feelings of extreme fatigue, isolation, and 

anxiety surfaced. Blake was shouted at during the second stage of labour, which was 

distressing and had the opposite of the desired effect. Uncontrolled pain contributed to 

the later development of post-traumatic stress symptoms. Expectations of immediate 

bonding after birth were interrupted when it was discovered the infant had aspirated 
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meconium and Blake was experiencing medical complications from prolonged pushing. 

Despite complications, birth was unexpectedly poignant and life-altering, Blake felt a 

deep mind-body connection and renewed sense of vitality. Later, Blake experienced 

frequent flashbacks, feelings of their birth were contradictory, some aspects were 

positive, while other aspects were intensely negative. Through giving birth Blake came 

to the realization that transformative personal experiences can be dichotomous, they are 

both good and bad. Upon reflection, Blake is thankful for what went right, as they now 

understand how circumstances could have made matters worse, they could have 

experienced complicating interventions and their child could have faced graver 

consequences. For Blake, labour was a defining moment, illuminating personal strength. 

Receiving care and empathy during birth, in turn helped Blake give love and empathy to 

their infant. In contrast to the slow birth, everything that occurred after birth seemed to 

happen quickly. Due to the infant’s difficulty breathing, a decision was made to transfer 

by ambulance to a high level of care at another hospital. During this time care providers 

were confident and reassuring. Despite the turn of events, Blake remained undaunted, 

any disappointment over missed bonding was displaced when they realized they would 

need to call on inner reserves to tackle what might lie ahead. Blake felt their protective 

instincts for their infant ramp up. While in NICU, Blake felt care providers were very 

capable and knowledgeable, however they were saddened to learn they would not be 

able to initiate lactation until oxygen was discontinued.  The first latch at 36 hours 

postpartum made Blake ecstatic, they felt a strong sense of attachment to their infant. 

During pregnancy, Blake was given realistic information regarding attachment, which 

tempered their ability to deal with unforeseen events. Blake was relieved that birth 
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complications and separation of the breastfeeding dyad did not interfere with the 

establishment of lactation. Blake attributed her lactation success to the availability of 

internationally board-certified lactation consultants in the NICU, who assisted Blake 

with milk expression. They were also afforded the opportunity to room close to the 

NICU, which facilitated skin-to-skin contact with their infant. Lactation was a positive 

experience, Blake felt awash with healing feelings of tranquility, and protection when 

their infant was latched. In spite of debilitating post-traumatic stress symptoms, Blake 

continued to breastfeed into toddlerhood; lactation did not produce the same euphoric 

feeling it did initially but it was a useful parenting tool. Reflecting on their experience, 

Blake maintains that lactation assisted them in healing and processing their traumatic 

birth, it fostered feelings of care and attachment to their infant. For Blake, breastfeeding 

after birth trauma came easily with the proper assistance; it was also healing, helping 

them to process their traumatic yet transformative birth experience. 

34. Sam 

A. Sam breastfed after both of their traumatic births. Sam’s first labour began with 

the rupture of the amniotic sac, they were surprised by the high level of pain they 

experienced from the beginning. Upon arrival at hospital, Sam received epidural 

anesthesia and discovered their labour was more progressed than they thought. The 

second stage of labour was prolonged and Sam became distraught when after 2.5 hours 

they were not making any progress. Health care providers informed Sam they would 

have to proceed with a caesarean section. Sam was terrified at the prospect of surgery 

but was calmed by a supportive nurse. The surgical delivery involved a lot of manual 

manipulation of skin and tissues, it was discovered Sam’s infant had become obstructed 
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during pushing, this resulted in a misshapen head appearance after birth. Support was 

available immediately after delivery in initiating skin-to-skin contact and establishing 

lactation.  Sam was able to communicate their intention to breastfeed and received the 

support of international board-certified lactation consultants several times a day. Milk 

production was a non-issue for Sam but they did experience difficulties with latch, 

which was complicated by pain medications that masked the pain of an ineffective latch. 

Manual milk expression commenced and finally a nipple shield was offered which was 

immensely helpful for the latching difficulties. The nipple shield was eventually 

discontinued and Sam exclusively breastfed for six months. Four months postpartum, it 

was discovered their infant had several food allergies, so breastfeeding was continued 

into the second year of life. Lactation was difficult for Sam and they frequently 

considered weaning; however, they ultimately chose to continue. Establishing lactation 

was difficult due to incisional pain and an inability to properly lift their infant. The 

postpartum period was isolating and challenging, Sam’s infant frequently vomited and 

rarely slept for long stretches at night. Memories of the birth trauma consumed Sam and 

they were often worried and distressed. Sam felt a heightened sense of responsibility for 

the delivery, worrying the surgical birth would have long term negative health 

consequences for their infant. Lactation became a tool for compensating for the birth 

trauma. For Sam, breastfeeding after birth trauma meant enduring physical and 

emotional pain, coupled with feelings of isolation. Lactation became an act of penance 

after birth trauma. 

B. For their second birth, Sam was a candidate for a VBAC. Again, their membranes 

ruptured prior to birth, but this time Sam chose to have epidural anesthesia immediately 
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after arriving at the hospital. Once more, the second stage of labour was prolonged, 

however this time forceps were used to assist with delivery of the infant. The sight of the 

forceps was extremely distressing for Sam, they did not anticipate they would be so 

large. An episiotomy was performed without Sam’s prior consent and the infant was 

delivered and placed skin-to-skin. Copious amounts of blood had been lost and the sight 

of it caused Sam to lose consciousness. Sam received many stitches, which complicated 

their recovery. Due to the amount of blood loss, Sam again lost consciousness and 

required a blood transfusion. Sam initiated breastfeeding but did not notice any latching 

difficulties until they were discharged home. Lactation consultants at the hospital 

expressed little concern over lactation difficulties, instead focusing on Sam’s prior 

breastfeeding success. A few months later Sam suddenly recalled making the 

observation that their infant had a notched tongue while in hospital. An ankyloglossia 

diagnosis was confirmed by a physician and a revision performed. Sam maintained 

lactation into toddlerhood, their infant slept poorly, but Sam felt better prepared to deal 

the sleep deprivation the second time around. The support of their partner and a plentiful 

milk supply were both integral to Sam’s lactation success. Sam lacked friends and 

family members who could offer experiential breastfeeding knowledge and support, Sam 

had to instead seek out virtual support. It was a lonely and difficult time. Sam feels 

current postpartum support, including lactational support for new parents, is inadequate. 

Had they received the appropriate support, Sam feels they might have been spared from 

suffering through distressing anxiety, hypervigilance, and disrupted sleep.  Fixating on 

their own well-being left Sam with feelings of guilt for not recognizing their lactation 

challenges earlier. Lactation success was an atonement to their traumatic birth 
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experiences, it was also a respite from the resultant mental anguish that plagued Sam. 

For Sam, breastfeeding after birth trauma meant navigating difficulties with limited 

support, while trying to process their own mental anguish and use lactation as a 

compensatory tool for their perceived deficiencies. 

35. Rowan 

A retained placenta and its subsequent removal under general anesthesia prevented 

Rowan from initiating lactation in the early hours after birth. Rowan experienced a 

postpartum hemorrhage due to their retained placenta, however, due to care provider 

error they did not receive a blood transfusion until 24 hours postpartum. Due to their 

harrowing experience Rowan was too weak to care for their infant. Multiple painful 

intravenous sites in their hands prevented them from manually assisting their infant in 

latching making them dependent on assistance from others. In hospital, Rowan received 

excellent support from a care provider knowledgeable in lactation, this care provider 

also safeguarded the infant’s wellbeing while Rowan rested with the infant skin-to-skin 

on their chest. Establishing lactation was challenging, Rowan wondered whether their 

difficulties could be attributed to delayed skin-to-skin contact, struggles in holding their 

infant or were simply unavoidable. Most health care providers offered lactation support; 

however, one particular health care provider was dismissive and neglected to assist 

Rowan for the duration of their shift, abandoning them with an unsettled infant. Feeding 

improved after Rowan received a blood transfusion and they began to physically 

recover, however they continued to have difficulties latching their infant to the breast. 

Rowan had been advised that they were at risk of delayed lactogenesis II, however they 

experienced a rapid onset of milk secretion and engorgement, further complicating the 
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infant’s ability to latch. The recommendation of a nipple shield was given with 

negligible guidance, Rowan continued to use the nipple shield for the first couple 

months, hesitant and unsure of where to obtain lactational support. Rowan had copious 

milk production to the point of having to donate the excess, yet their infant spent a lot of 

time at the breast and maintained a slow but steady weight gain. Discontinuation of the 

nipple shield was welcomed when Rowan’s infant’s latch and milk transfer improved 

dramatically. Working through early challenges left Rowan with feelings of gratitude, as 

lactation had a positive effect on parent and child. Rowan continued to maintain 

lactation into toddlerhood and considers lactation an integral instrument for child-

raising. For Rowan, breastfeeding after birth trauma was ultimately positive and elicited 

feelings of gratitude for their ability to persist through various challenges and erratic 

support. 

36. Sidney 

Sidney’s birth experience resulted in physical injury to herself and her infant. The 

second stage of labour was obstructed due shoulder dystocia.  Delivery of the infant was 

instrument-assisted and Sidney understood their infant’s condition to be precarious 

during the birth process. As a result of the course of the delivery, the infant experienced 

a limb fracture and Sidney endured a laceration of the perineal muscles. While the birth 

was deemed distressing, Sidney believes their wellbeing was respected and expressed 

confidence in their care provider’s abilities at the time. The severity of the experience 

was not fully understood until a substantial amount of time had passed, it was only then 

that Sidney came to the realization that their infant’s condition was perilous and they 

could have experienced an alternate outcome. Despite having one breast unable to 
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produce breastmilk, Sidney was easily able to nurse their child from one breast for the 

time period recommended by the World Health Organization without issue. 

37. Frankie 

Frankie’s birth trauma was the most distressing event of their life to date.  During 

pregnancy it was discovered that their infant had a congenital cardiac anomaly, however 

they still planned for a vaginal delivery. Their regular healthcare care provider was not 

available during the delivery; the care provider who was present was harsh and seemed 

irritated with Frankie’s wishes. Frankie had been made to believe certain comfort 

measures would be available during labour, however upon arrival at the hospital they 

were disappointed to learn that these resources were unavailable. Frankie felt their needs 

were not met. Frankie sought a physiological birth and laboured for many hours without 

intervention, until the exhaustion became overwhelming and they requested pain relief. 

To Frankie’s alarm, they were also administered uterotonic agents. Interventions were 

started when abnormal fetal heart tones were detected, Frankie found it incredibly 

distressing to observe the fetal bradycardic heart rate.  An amnioinfusion was started, 

which Frankie found very painful.  Frankie was required to maintain the lithotomy 

position during the amnioinfusion, and felt this is to be a compromising and violating 

position. A fetal scalp electrode was applied, a procedure that felt excruciating to 

Frankie. During this time, Frankie experienced much mental distress over the condition 

of the fetal heart, worrying the fetal circulatory system could not physically withstand 

the stress of labour. Frankie became convinced of imminent fetal demise. A decision 

was made to move to an emergent surgical birth; it was stressful when Frankie’s 

epidural failed to reach adequate anesthesia after several attempts. Frankie’s infant was 
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hypoxic at birth and needed the administration of oxygen for several minutes.  Frankie 

lay on the operating table, unaware of their infant’s condition, as no one communicated 

what was happening. A brief moment was finally shared with their infant before they 

were taken away, Frankie felt defeated that skin-to-skin contact did not occur after 

delivery. Support for breastfeeding was readily available after delivery; Frankie’s infant 

lacked the strength to feed at the breast but they were shown how to mechanically 

express milk. Feeding was a team effort with Frankie’s partner performing skin-to-skin 

while Frankie expressed milk, the infant then received milk via the breast and a 

supplemental nursing system. The intricate feeding ritual continued until the infant’s 

cardiac condition worsened and they no longer had the strength to receive adequate 

nutrition via breastmilk alone. At nine weeks old, Frankie’s infant underwent corrective 

surgery for their congenital heart defect. Frankie and their partner were able to stay at 

the hospital and Frankie was able to express and store milk for when their infant’s 

ventilator was discontinued. Frankie maintained lactation through mechanical expression 

for eight months, they wanted to maintain lactation beyond one year but were unable to 

maintain the exhaustive expression demands.  Terminating mechanical milk expression 

was more difficult than expected, Frankie struggled with sadness and feelings of failure. 

When lactation was successful it was a wonderful experience and Frankie relishes the 

memories of that time. Frankie often dreams of relactation, as their child is small due to 

their health condition and they feel breastmilk would have continued to benefit them. 

For Frankie breastfeeding after birth trauma meant being made to feel unimportant and 

not communicated with during the birth, while also worrying for the health of their 

infant. After delivery, adequate support was available, yet breastfeeding was 
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complicated by the health of their infant and their recovery from corrective surgery. 

Frankie wishes that lactation could have been maintained for longer, as it was enjoyable. 

38. Kennedy 

Kennedy went into labour at full term, they experienced lengthy contractions, and 

staff at the hospital disregarded their extreme pain. Labour slowed and Kennedy was 

given a uterotonic agent, their infant was occiput posterior, and they pushed for an hour 

to no avail. Kennedy became febrile and the infant experienced heart decelerations, the 

decision was made to move to a surgical birth, however physicians were unavailable at 

the time. Kennedy’s epidural had been discontinued so they were made to wait with zero 

pharmacological pain relief. An hour passed and Kennedy began to have intense 

contractions with an uncontrollable urge to push, however they were prevented from 

pushing. When Kennedy arrived in the operating room their infant had descended to +3 

station, after a lengthy removal process the infant was transferred to the NICU. Kennedy 

had extensive perineal and cervical trauma which required a lengthy repair. Kennedy 

was sent to the postpartum unit and told they would be prohibited from visiting their 

infant in the NICU until the next day.  Kennedy voiced concern over this, however care 

providers were adamant. Family members were permitted to visit the infant, which 

offered little consolation to Kennedy. Kennedy inquired about initiating lactation and 

was rebuffed, they continued to advocate for themselves until they finally obtained a 

pump for milk expression. A fierce determination to breastfeed led Kennedy to begin a 

frequent schedule of milk expression; they are convinced this resolve drove their 

lactation success. After a painful separation, Kennedy was permitted contact with her 

son as a result of their repeated insistencies. Kennedy’s infant breastfed as soon as they 
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were reunited. Kennedy was firm in advocating that they be permitted to feed their 

infant at frequent intervals in order to establish lactation. The lactation experience was 

ultimately positive for Kennedy and they maintained lactation into toddlerhood. 

Kennedy attributes their success in lactation to their perseverance to overcome 

challenges. For Kennedy, breastfeeding after birth trauma meant navigating forced 

separation of the breastfeeding dyad and self-advocacy in order to establish the lactation 

relationship. 

39. Wynn 

Wynn had planned for a homebirth during pregnancy, however this changed when 

they were diagnosed with intrauterine growth restriction. After their pregnancy was 

classified as high risk, they were urged to undergo immediate labour induction, Wynn 

instead opted for increased ultrasound monitoring. Having a vaginal delivery was 

imperative for Wynn. Later, Wynn was again encouraged to undergo induction, though 

their Bishop score indicated low odds for a successful induction. During the induction 

Wynn tried to facilitate the labour process by creating a supportive labour environment 

with reduced lighting and a calming ambiance, however they made little progress. As 

uterotonics were administered, the infant displayed an increase in heart decelerations. 

Wynn’s anxiety increased and their physician informed them that the situation was dire 

and a surgical birth would need to be performed. The loss of the opportunity for a 

vaginal birth was demoralizing and Wynn regards it as one of the most distressing 

moments of their life. Wynn felt a loss of control: they were being cheated out of what 

was supposed to be a joyous moment. Although small in size, the infant was medically 

stable and they were able to initiate skin-to-skin in the operating room, however this was 
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cut short once they reached recovery and the infant was handed to their partner. After 

delivery, Wynn’s wishes were not respected, their infant was quickly cleaned and they 

were denied delayed cord clamping. Wynn felt disrespected. The placenta was healthy 

and robust, no explanation was given for why their infant was small for gestational age. 

Wynn continued to relive the birth experience in vivid detail, they experienced 

flashbacks and repeatedly felt the emotions they felt during birth. Although they had a 

surgical birth, Wynn still received midwifery care in hospital and they continued to offer 

support. Due to their small size, Wynn’s infant had difficulties attaching to the breast 

and initiating lactation. Wynn began milk expression and the infant was fed by syringe, 

as they worked to develop suckling skills. The feeding process was complex and 

Wynn’s partner was supportive throughout. Wynn received conflicting lactation advice 

from health care providers. They sought the advice of an international board-certified 

lactation consultant but they failed to appear in hospital. Initial success was short lived 

and upon arrival home latch difficulties again increased. Wynn’s infant was frequently 

inconsolable and they had to resume syringe feeding until it was decided they would 

initiate artificial infant feeding. A midwife began visiting on alternate days to monitor 

infant weight gain and Wynn began an exhausting breastfeeding and milk expression 

schedule. The feeding schedule proved impossible and breastmilk substitutes were 

started. Wynn ultimately resorted to hiring an international board-certified lactation 

consultant whosuggested a nipple shield and prescription galactagogue. When Wynn 

consulted their midwife regarding the galactagogue they were denied and told it was 

unsafe without further testing. Confused by conflicting information, Wynn sought 

advice from their general practitioner who agreed to prescribe the galactagogue. Wynn 
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began a high output pumping schedule, and other milk production measures to no avail. 

Assessing milk intake was challenging for Wynn and they felt guilty for using 

breastmilk substitutes. Wynn was disheartened over giving their use of infant breastmilk 

substitutes and felt a loss of confidence. They felt let down, their body had failed them 

during birth and now it was failing them during lactation.  Without the support of their 

partner and family members, Wynn would have discontinued lactation. Wynn joined 

social media lactation support groups; the availability of instant virtual support gave 

Wynn confidence they could overcome lactation challenges.  Wynn made the decision to 

discontinue milk expression after every feeding and tried feeding at the breast; by one 

month their infant was able to exclusively feed at the breast. Wynn was glad they had 

persevered. Maintaining a rigorous milk expression routine had a negative effect on 

Wynn’s mental health, focusing on feeding on demand was a more effective strategy. 

Wynn felt their traumatic birth disrupted their lactation experience. After birth Wynn 

was traumatized, they did not feel the joy they expected.  In the early weeks, lactation 

was complicated by pain and difficulties in positioning. Wynn yearns to have a 

physiological vaginal birth in the future. For Wynn, lactation was only made possible 

through the support of loved ones and care providers. Breastfeeding after birth trauma 

meant not having their wishes respected during birth, followed by pain and trauma, 

complicated by concern over infant birth weight. Wynn was not devoid of support but 

some support offered was conflicting or downright neglectful. Wynn initiated a 

complicated feeding routine but ultimately received sufficient in-person and virtual 

support that contributed to their lactation success. 

40. Easton  
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Easton felt their traumatic birth was the result of communication issues with one of 

their health care providers. This care provider prevented Easton’s support person from 

being present during examination, and also denied Easton’s request for pain relief. 

Easton felt young and inexperienced, not capable of self-advocating during this 

vulnerable time. During the second stage of labour, Easton experienced a lack of privacy 

and was abandoned by their care provider. Easton’s infant had a nuchal cord and was 

cyanotic, their care providers failed to communicate what was happening and no 

physician was present. Concerns were voiced to Easton’s physician regarding one of the 

care provides; Easton was adamant that if they were to have another child this care 

provider could not be in attendance. Lactation was attempted after delivery, however 

Easton experienced insufficient milk supply before the middle of the first year. For 

Easton breastfeeding after birth trauma meant enduring miscommunication and 

mistreatment from a care provider before ultimately experiencing insufficient milk 

supply. 

41. Marlow  

After an instrument-assisted delivery, Marlow initiated lactation in the recovery 

room. Marlow was surprised at the ease at which their infant latched, and in their 

inexperience they thought that lactation would require little effort after the first latch. 

Health care providers offered assistance with feeding, showing alternative feeding 

positions such as side lying, as Marlow was in pain from a perineal laceration. The next 

day it was discovered the infant had suffered a fracture and brachial plexus injury during 

delivery, making it impossible to feed in certain side-lying positions. Throughout this 

time, Marlow was relieved they had a partner who was supportive. Every morning 
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Marlow woke up and felt reassured they had endured another day. Although health care 

providers were willing to offer assistance, Marlow soon observed uric acid crystals in 

their infant’s diaper and became distraught that their infant was not receiving adequate 

nutrition. Marlow became anxious thinking that their breasts were non-functioning and 

agreed their infant should receive breastmilk substitutes. The situation did not improve 

and the infant developed hyperbilirubinemia. Marlow grew frustrated with having to 

remain in hospital. The addition of breastmilk substitutes led to nipple confusion; 

Marlow began using a nipple shield to facilitate the infant’s latching. Finally, they were 

discharged home and Marlow noticed an improvement in milk synthesis. Marlow 

believed the anxiety of being in hospital negatively impacted lactogenesis II. Marlow 

continued to worry about their breast physiology, due to a lack of breast change during 

pregnancy, finally after much determination to establish lactation, their milk production 

picked up. Success did not come easy, Marlow sought help from a lactation helpline, 

expressed milk, and consumed galactagogues in an effort to produce more milk. Self-

care was difficult with all the exertion feeding required and at two weeks Marlow 

developed an infection requiring they resume antibiotics. Copious milk production 

began at two weeks postpartum, relieving Marlow from their strenuous milk expression 

and supplementation schedule. Marlow’s confidence in breastfeeding grew and they 

overcame common challenges. At two months postpartum they attended a lactation 

support group, wishing their physical recovery had not prevented them from attending 

prior to that. The support of a public health nurse was also invaluable, whose 

reassurance gave Marlow the conviction to keep going. Marlow took pride in persisting 

through lactation challenges; they attribute their achievement to the support they 
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received from loved ones. Success in breastfeeding was of great consequence to 

Marlow; they wanted the meaningful experience and superior nutrition for their infant. 

Marlow previously felt unaware of the effort required to breastfeed; looking ahead to 

next time Marlow hopes for an easier experience with any subsequent children. Being 

able to establish lactation was serendipitously convenient, as it was less demanding than 

feeding breastmilk substitutes. For Marlow, breastfeeding after birth trauma meant 

establishing lactation through a challenging physical recovery for both members of the 

breastfeeding dyad. Marlow initially felt unprepared for the effort required to establish 

lactation, however they were fortunate to receive support in various forms throughout 

the process.   

42. Aubrey  

During their homebirth, Aubrey experienced gross mistreatment and violations of 

bodily integrity from a health professional. Aubrey was pressured and forced to undergo 

physical examinations in the absence of consent.  They felt physically violated, the 

health care professional’s behaviour was injurious and Aubrey later learned from other 

health professionals that the amount of force used during the examination was indeed 

excessive. Aubrey was hyper vigilant after their birth trauma, and experienced intrusive 

memories and recurrent traumatic dreams. Lactogenesis and infant growth were 

uncomplicated for Aubrey, however if the infant unexpectedly touched them during 

breastfeeding, they would experience painful memory recollections and feelings of 

panic. When these feelings surfaced, Aubrey would pass their infant to their partner and 

go to another room to sob and relive painful memories.  Cluster feeding was especially 

overwhelming, triggering memories of their loss of bodily integrity. Aubrey’s 
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anxiousness contributed to sleep deprivation: even when their infant was sleeping well, 

Aubrey stayed awake fraught with worry over potential future assaults. It was difficult 

for Aubrey to persevere through lactation in their fragile psychological state but by one 

year postpartum Aubrey was able to employ self-care strategies to alleviate their post-

traumatic stress symptoms.  Aubrey continues to maintain lactation into toddlerhood. 

When Aubrey informed the appropriate governing bodies of their mistreatment during 

childbirth, their experience was denied, despite the corroboration of witnesses. This 

experience coupled with their birth trauma has caused them to develop an extreme 

distrust of the medical system and all healthcare providers, even mental health 

counsellors. Aubrey is thankful they did not require lactational support, as they feel their 

distrust would have prohibited them from seeking the appropriate support. For Aubrey, 

breastfeeding after birth trauma meant persevering through intense post-traumatic stress 

symptoms and healthcare anxiety that were the result of extreme mistreatment and rights 

violations during childbirth. 

43. Lennon  

Birth trauma has negatively affected many facets of Lennon’s life. Because of being 

a primipara, Lennon assumed they would have a long labour, however, it was longer and 

more painful than expected. Lennon found the experience excruciating; the second stage 

of labour was protracted and instrument assistance was needed. When it was over and 

Lennon held their infant, they felt a sense of pride for their hard work, however things 

changed quickly and the infant was removed from their grasp when it was discovered 

they were hemorrhaging. There was disorder in the room, as health care professionals 

administered medications and started uterine massage to address the hemorrhage, while 
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Lennon experienced a decreased level of consciousness, feelings of fear, and panic. 

Once medically stable, Lennon’s weak physical condition prevented them from holding 

their infant, leading to fears regarding attachment and establishing lactation. Despite an 

intense amount of pain, Lennon possessed a strong resolve to establish lactation and 

foster attachment to their infant. Upon discharge from the hospital, Lennon experienced 

an increase in pain and had to return to the hospital, which required they be separated 

from their infant and artificial infant feeding be initiated. Lennon’s pain continued, but 

the source could not be found.  Lennon’s frustration increased, as their partner continued 

artificial infant feedings and their milk supply dwindled. Attempts to establish lactation 

were excruciating and their infant continued to receive nutrition via bottle; self-blame 

and doubts about their parenting merit were at the forefront of Lennon’s mind. Finally, a 

diagnosis was made and Lennon felt forced to take on the enormous task of 

mechanically expressing milk for their child. While Lennon acknowledges they received 

some lactation support from health care providers, the mismanagement of their pain is 

ultimately what disrupted their lactation experience. Feelings of disappointment and 

shame over not being able to establish lactation at the breast have had far reaching 

consequences for Lennon. Feeding their child expressed milk with a bottle left them 

feeling criticized, which was detrimental to their wellbeing. As a result of their 

experience, Lennon suffered from a multitude of post-traumatic stress symptoms. 

Lennon’s birth and lactation experience were unexpected, it did not unfold how they had 

envisioned, yet they remain grateful for their life and child. For Lennon, the experience 

of breastfeeding after birth trauma meant possessing a strong resolve to breastfeed and 

persisting through pain, and feelings of criticism and self-blame. 
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