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ABSTRACT

Childbirth can be a traumiatexperience.Birth trauma is characterized by subjective
feelings of horror, intense fear, or helplessnagssan have long term consequences on

t h e p health antteélatonships The health effects of breastfeeding are well
documented, yet the ipact of birth trauma on the breastfeeding experience is not well
understoodGi or gi 's Descriptive Phenomenol ogi cal
meaning of breastfeeding after birth trauma. Using the Ottawa Charter for Health
Promdion as a lens, angis of written descriptionsevealed that breastfeeding after

birth trauma encompasses the embodiment of pain and mistreatment, while feeling at the
mercy of institutional policiesParticipantsalsodescribed unique support needs @shi
opportunities fopersonal 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 supportivé lveaét policies.
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Author’s Note

Throughout this thesis | will use a mixture ahfjuage to refer to those
individuals whoexperienceregnancy, birthand lactationln some places, su@s in
reference to past research, | have retained the words women and/or mothers if that was
the language the original reference used. In othesaredudingtext related tdahe
recruitent of participants, | have refrained from using the t@omenor feminine
pronouns, aswishedto acknowledge that not all individuals who experience
pregnancy, birthand lactationdentify as womenl, at timesuse the word mothein
addition to birhing parentor parentin the spirit of the belief thahe act ofmothering is
a gendemeutral practice, and not a product of sex or gender (See Rudde&k, 19
O’ R e RO1dfoy disaussion) The term breastfeeding is usied the purpose of
brevity; howerer, | acknowledge use of this word is a generalization andrdites
necessarily reflect the spectrum of experiencam aware that language could never
completely convey all the catexities of identity but | wish tobe inclusiveof the

experiences dfansgender and gender roonforming individuals



Researcher’s Perspective

Breastfeeding and birth trauma are deeply personal forAm@ mother and a
friend, | havewitnessed and experienced the impactlirtan have on a mot he

breastfeedingxperience.l have withessed a disregard and downplaying cbanmh er ’ s
personal birth experience and its impact on the breastfeeding jourhaye also
witnessed in myseH determination and heightened inner resolve to breastfeed after a
traumatic bith. It is my experience, as a patient, mother, peer breagstfgedpporter,

and advocate for evidenagformedmaternity care, that health professionals and lay
people alikejn general, do not routinely acknowledge the existence of birth trauma
and/orits influence on botlparentand child. In the postpartum perigdegardless of the
external circumstances surrounding the birth, birth trauma is rarely acknowbsttjed
largely ignored and little in terms of screening or support is offéBetk, Driscoll, &
Watson, 2013) Events which occurred during the birth maikiéd difference to others
once the child is bornOftenmuch of the attentiors focused on the babg healthy

baby is all that matters.

It is myunderstandinghat the birth experience is one thing that can impact and
colour thebreastfeeding experiencéexperienced a traumatic birth with the birth of my
first child. The brth trauma | speak of is subjective and gd#ntified (Beck &Watson,
2008). Following the birth of my sar was encouraged by others to feel grateful
because all that mattered was that both of us were dlwes told hingscould have
been worse 1 had a eesarean birth due a misdiagnosis andgatsn mation a

snowball of complications that resulted in two surgeries and the early separatign of

sonand nyself. During the process | felt mamymotions horror, fear, dissociation, and
Xi



anxiel at being separated from my savost painful of all was the ggf in being
denied the pivotal experiences of motherhood, consciously witnessing the nmoynent
child was born and holding him during the first moments of his life.

For me my breastfeedingsperience was inexorably linked to my birth
experience. Late ipregnancy, | was diagnosed with a condition that necessitated
having a plannedaesarean séci o n . |l di sagreed with my
the ambiguity of my symptoms but was teté would proceed with the original
diagnosisrather than explong the differential diagnoses at this late stage in my
pregnancy.My planned eesarean seicin soon developed into a nightmare emergency
caesarean section when my water broke five days fwiory scheduledaesareanlate
Upon arriving at théospital,l was immediately taken to the operating room where |
was given spinal anesthesilsly spinal failed to reach adequate anesthesia on one side
and after several attempts at repositioning ttending physician decided | would
require general anesthesiaganing | would not be conscious for the birth of my sbn.
was without my husband or support persaino one else is permitted into tperating
room OR) when a eesarean iperformedunder general anesthesi®octors and nurses
spoke over me in th@R; no one spoke to me or seemed to care about my-tieeds
patient. While | was strapped to @R table, health care professionaisre speaking
about me as i f Atthigwgoiathwas notonly térriied but @iso m.
horrified at the fact @t neither my husband nor | would witness the birth of our first
child; however, | felt powerless to argue withs decision or to ask questionas the
mask was placed over nfigce,| vividly recall a feeling of dread and a total sense of

detachment fnm 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 sugaere tested in the first placéle was
immediatelytaken to the Neonatal Intensive Care UNICU). After wakingup in the
Recovery Room | was told my son was in the NICU and that | would be taken to my
room on the postpartum unitwould not be able to see my son for several hours later
that morning.| was horrified and angry that | coutet see my son with my omweyes,
let alone holchim immediatelyafter birth | felt an intense and visceral panic that | had
given birth, yet | had not seen my bab/here was he? Was something wrong with
him? There was no rationale given to megardingmy not being taken teee my son
except that theglicy at the time was to take mothers from the recovery room straight to
the postpartum unitlt was truly unbelievable to me that | was expected to wait several
hours to hold and bond with the child Idhaourished in my bodfpr nine months.
Thankfully, | was extremely lucky to have an advocate in my mother, who voiced her
disdain for the utter lack of regard for mother and baby bondirgertainly helped my
case that my mother is a physician, sorkerarks were taken seusly by the OR staff
and the decision was made for me to be wheeled into the NICU on a stretcher so | could
at least see my somifterwards | was quickly taken back to my room and was aiae
to physically hold my son or initiateur first breastfeedyg for an additional two hours.

Because my son wéypoglycemiche was given infant formuldhis was given
without my prior consent or knowledge; | was told after the fRetgardless, Was
determined to exclusively breastfeedl axpressed my wish wiminate the use of
formula immediately, at the obvious surprise of several NICU nuisésle my son

was in the NICU | was made to feel like an inconvenience when | wanted to spend time
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with my son. | knew feeding on demand was isnportant in estalghing a healthy milk
supply in those early dayget | was often told there were only certain times | could
enter the unit for feeding.

Unfortunately, | experienced further setbacks whilthenhospital that
threatened my breastfaad journey. Eight haurs after my eesarean section, | was
sitting eating breakfast and | felt the stitches in my incision pop and a rush ofsbilod
my incisiondressing | called for the nurse and when sfanein, she was visibly
alarmed and immediately grabbig@ nearst physicianfrom thecorridor. As the
physician prodded and packed my open incision at the bedside, she informed me | had
experienced a wound dehiscence and | would need to be go baekaR timmediately
to repair it. It was determined that fascia haot been sutured properly and an arteriole
had not been cauterizethus,the continued bleeding and clots had forced my stitches
open. This surgery meant | was again separated from my ftmalseseral hours.Since
| had eaten and was deemed at ris&sgiration) was given spinal anesthesia for my
repair. | felt like laughing at the irony; | was conscious while they repaired my incision,
yet when my baby wasorn,| was unconsciousl vividly recall lying on the operating
table crying because | wasgry at the unfairness.was utterly exhausted, as | hiaald
about two hours of sleep in twerkyur hours. This was not at all how | pictured my
first days of motherhood, | had only hefty chid once | knew the immediate
postpartunperiod would béard but | never anticipated that it would be so difficllt
lay there worrying if my baby even knew that | was his moth&ras anxious about
how | would be able to successfully establseatfeeding after the repeated

separations and missed feedingvhile in the hospital | felt powerless, like no one
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listened to mel got the impression from hospital staff that this was just a regular day at
the hospital, yet for me it was the masiportan part of my life to datethe day |
became a mother.
| was incredibly relieved when we wetfiaally discharged and able to go home.
Eight weeks later | was told my initial diagnosisde duringpregnancywhich had
necessitated caesareaywas a nsdiagnosis andhstead had a benign condition that
would havehad no impact on my ability to have a vaginal delivarglo not wish to
subscri be t o g asuoffesittoshy nmyadaeean saction wab nott
necessary at allThis meant allthe complications | experienced were completely
avoidable; thispf course, made me very angnytelt an incredible amount of guilt that
it was somehow my fault | had not had a better birth experidndeastised myself for
not being more asgeveald ut my mi sdi agnosis. Why didn’t
more?lrev ed t he events of my son’s birth over
was not mine because neither | nor my hushb
coul dn’ tsolgeangfeelingspso rfacused my energy on breastfeediriglt
moredetermined than ever to breastfeed, it felt like it ti@only thing | was capable
of doing to make up for a stressful birthtook joy in knowing that | was providingy
sonwith optimalnutrition. After feeling at the mercy of the circumstances@umding

my son’s birth, breastfeedinldeltbyel t | i ke so
breastfeeding | was making amends to myself and my child.
| acknowledge a lot of the succddsad inbreastfeeding after a traumatic birth |

owe to a strong suppanetwork. | am athird generation of breastfeeding mothier 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 itriew. | also happen to come from a family with several

health professionawho are educated about breastfeeding and willing to offer support.

It was likely this support that propelled noavardswhat was ultimately a positive
breastfeeding journeyMy personat ef | ecti ons on my son’s
journey ignted in me a desire to learn of otkiegxperiencesl now desire to hear other
bi rt hi n gforigs andeamwhat reastfeeding after a traumatic birth means for
them. In sharing mystory, | hope it is apparent that my words are not every mather
bi rt hi nsgoryptley aenstimplgmy perspective, my birthing experience, my
journey, my words.l do not peak for all who have experienced birth traurhbring

this story with meon this research journgy is after all my personal experiendteat
sparked my desire and passion to illuminate and explore the experience &f lbtiser

my hope that througtiis research other motheasd birthing parentwill be given a

voicefrom which we can learn.
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Chapter I: Introduction and Background

Giving birthis a transformative experience ipa r slilenthe process of
becoming anotherand parenteavesa personinexorably changedfFor somechildbirth
may be an empowering exparce, while for others it can be utterly terrifying and
traumatic(Beck, 2004; Cudmore, 1997; Lindgren & Erlandsson, 201Those who
experience birthrauma feel lasting distress stemming from their birth experiefe.
birthingi n d i v sutjectvépérsonal experience lies at the centdsigh trauma. It
makes little difference if the birth appeared routine or complicated to an ohskever
pers o nndigidual experience is all that matters (Royal College of Midwive$220

The subjective nature of birth trauma has made it diffioultlinicians to
recognize it (Beck, 20@). Mothersoften report that their experiences of birth trauma
arelargely ignored or swept aside and they are encouraged to focus on thespositiv
outcomethe baby, rather than the negative birth experi¢Beek, 2004; Beck et al.,
2013; Mojab, 2009) This lack of recognition of themo t h expetiesice could further
isolatethese individualsas literature ha®und that birth trauma puts mothers at risk of
mental health issues in thegtpartum periodBeck, 2004b]_ eeds & Hargreaves, 2008;
Parfitt & Ayers, 200; Reid, 2011) There is agrowing body of literaturéndicatingthat
somemothersdisplay symptoms of @i-traumatic stress and meet the criteriaHost
TraumaticStress Disorder (PTSD) following a traumatic bifeck, Gabe, Sakala, &
Declercq, 2011; Creedy, Shochet, & Horsfall, 2088agen, Modyeek, Olde, van der
Hart, & Kleber, 2016; James, 2015get, Brack, & Dilorio, 2003) Literature on the

subjec has revealed that birth trauma can have additionatlEsigng ©®nsequences;



from negatively impacting mothérselationship withtheirinfants and partnes; to
increased health care utilization in the fiystar posipartum(Ayers, Eagle, & Waring,
2006; Parfitt & Ayers, 2009; Reid, 2011; Turkstra et al., 2015)

The impact of birth trauman breastfeeding is not well understood but certain
birth practicessuch as@sarean delivery and lack of skin to skentactimmediately
after birth, have been found to be detrimental to breastfeeding initiation and continuation
(Chen et al. 2018¥iorillo et al. 2019;Smith & Kroeger, 2009) The relationship
between birth trauma arnmteastfeeding warrants further exploration because of the
number of documented health risks associated with the use of infant formula and early
cessation of breastfeedingcluding increaed risks of childhood obesity, asthma, otitis
media, sudden infateath syndrome (SIDS) and increased rates of hospitalization in the
first year of life(Bartick et al. 2017McNiel, Labbook & Abrahams, 2010Varg,

Collins, Ratliff, Xie, & Wang 2017).

Breastfeeding is widglacknowledged as the ideal method of infant feeding.
Breastmilk is a living substance that providistinct immunological and biological
properties that protect both mothers and infants from several diseases over the course of
the life spar(U.S. Department of Health and Human Servi@2€4 1 Victora et al.,

2016) The World Health OrganizatioiWvHO) and Health Canada both recommend
exclusive breastfeeding fordHirst six months of life, with continued breastfeeding in
conjunction with complementary foods for up to two years and beffdealth Canada,
Canadian Rediatric Society, Dietitians of Canada Breastfeeding Committee for
Canada, 2015; World Health Organizat[gviHO], 2003) Despite these

recommendatins manyindividualsare unable toneet these targets. According to the
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Public Health Agency of Canad@anadian breastfeeding initiation and duration rates
have remained relatively steady since 2005, with 90.3% of women initiating
breastfeedingGreen & Riblic Health Agency of Canada, 201®atistics Canada,

2013). Yet these high rates do not persastbreastfeeding rates continue to fall after
birth; at six months of agenly 33to 42%  of Canadian babies are still breastfed
(Statistics Canada, 28]l Historically breastfeeding rates in Atlantic Canada have been
among the lowest in CanadBreastfeeding iniation rates in New Brunswick are
significantly lowerthan the national averagé77.®6 and decrease to 55.5% at hospital
discharggPerinatal NB, 2017; Statistics Canada, 2018any motherswvho intend to
breastfed stop breastfeeding before th@gnnedo (Brown, 2018;Hamlyn, Brooker, &
Oleinikova, 2002) Research related to breastfeeding has maixyjoredvariabkes that
influence breastfeeding initiation and duratidnstening to Mothers ljla survey
examining the experiences of childbearing women across thiaW$l that
approximately 50% of mothers are unhappy with their duration of breastfeeding

(Declercq, Sakala, Corry, Applebaum, & Herrli@d13)

Gaps in the Research

In my experience as both a mother and a graduate studamedknowledge
that suboptimal breastfeeding and early cessation of breastfegdimgportanpublic
health issugthatcanhave significant negative consequesder individuals and the
population. After much thought and review of the literature it became clear to me that
therewerelarge gaps in our knowledge of the experience of breastfeeMogh

attention hd been given to variables that influenmeastfeding initiation and duration



but therewasvery little attempt to understand the meaning of breastfeeding experiences
i n the context of (Macbeare 1990Spereer,200§Iday | i ves
reviewing the literaturd encounteredesearch focusing on the relationships between

birth practices or interventiorend breastfeeding raté&ryal & Sharma, 2017Chen et

al. 2018;Marin Gabrielet al. 2015Morillo et al. 2019 OrbachZinger at al. 20%; Vila-
Candel, Duke& SorianaVidal, 2017 butfound there was &ck of impetus to

under stand t he uathéirdivedexpenerecdRespaech thdteate s
breastfeeinhg 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 stratg@ieeLean, 1989).

Spence (2008) articulatd that hermeneutics, such as phenomenological methods that
take into account feminist perspectives could offer a amegtded understanding of the
lived experience of breastfeedingow breastfeedingccursin the context of @arent s

life is importantthere is a need for research that attempts to understand the experience
of breastfeeding icontemporaryVesternsociety (Spencer, 2008).

The stories of our lives are pieced together by our personal experi€hzes.
personal experiencese opportunities to find meaning and connection with other human
beings. Following mypersonal experienad breastfeeding aftearaumaticbirth |
wantedto connect with othemothers and birthing parerdaad attempt to understand
their experiencesl desired to learn about othera r ebreastfegding experiences but
was struck by the lack of academic resources on birth trauma, let alone its impact on
breastfeeding.The National Collaborating Centreor Public Health (2007)eport

Public Health Knovledge Gaps and Research Prioritidentified that there are
4



significant knowledge gaps in maternal and infant health resestatimg that “t her e i ¢
aneed for research that explores a qualitative understanding of breastfeeding -decision
making, practce and experiences” (CiliskMare Peirso
recently, LeemingMarshall and Locke (2017) articulatetat qualitative methodse

oft neglectedn breastfeeding researgfetsuch methods ateniquely suited to the

exploration ofthe psychosocial understanding of breastfeediimgview of these

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

these motherand birthing parentslt became apparent to me that understanding the

subjective expeence 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 intgpatient experience of the health system as. well

Ottawa Charter

Over the last fortyears, understandis@f health and the role of the health care
system has evolved to encompass a segioronmental approach to health promotion.
The Otawa Charter contributed tbis shift in understanding of health from the
individual level to the saetal level(Thompson, Watson & Tilford, 20)8 This shift in
thinking highlightechow health isbotha subjective experien@nda collective
responsibility. As a graduate studenttine Applied Health Services Reseanmtograml
wasexposed to the corpts of Health Promotiorthatarecommunicated in th®ttawa
Charter for Health PromotiotWHO, 1986) Throudh my courses | came to understand

thatHealth Promotion is an aspectRifmary Health CarePrimary Health Cares a



broadsocietal approach to health, it encompasses the broader determinants of health and
addresses how all aspects of the society intéogaroduce wellbeing (WHO, 2019).

Primary Health Care is an approach to health that goes beyond traditional
Westernrmodesk of health care, one that encompasses health promotion as an integral
part of the health care syst€ivHO), 2019) The Primary Helsh Care approach
emphasizes the prevention of illness and the promotion of health in the context of
everyday life and th®ttawa Chartedoesanexcellent job of articulating this approach
into health promotiorstrategies that can be informed by and wgighin the community
(WHO, 1986; World Health Organization & UNICEF, 1978Jhe Ottawa Charter for
Health PromotionThe Ottawa Chartepresented a continuation of the work staried
1978with theDeclaration of Primary Healt Careat Alma Ata and presents five action
strategiesBuild HealthyPublic Policy, CreateSupportiveEnvironmentsStrengthen
CommunityAction, DevelopPersonalSkill s, andReorientHealth Services(WHO,

1986)

The prerequisites that underly the five action strategies of the Ottawa Charter are
advocate, enable and mediate (WHO, 198g).attain health, we must think of health as
the sum of manyarts and advocate for healthah aspects of life from the physical and
emotional to the political, cultural and geographicatlvocating for health calls for
increased understanding of how to achieve he&tiabling health focuses on fostering
equityso that everyone has equal ofpaity to attain wellbeing (WHO, 1986).

Because &alth isa collectiveresponsibility there will always be competing interests
henceall aspects of society must work in concert to mediate health (WHO, 1986).

Mediation ca be done through systemic padis thatareprotective of health.

6



Health s enabled when the healthcare system and those working in it value and
centre the unique needs of the patigfagalth promotion was conceiveflas way to
move beyonanindividudistic responsibility for healthyetthis does not meane
negate the importance of the individual experience of héalilhvérg, SabogaNunes,&
Stock,2019) There is a need for health care that takes into account the lived experience
of individuals therefore it ismportant to elucidate what it means to breastfeed after

birth trauma.

Baby-Friendly Hospital Initiative

The Ottawa Charter is the foundation for the B&lbigndly HospitalInitiative
(BFHI). The WHO/UNICEF Baby Friendliospitallnitiative (WHO, 2018)serves as a
guideline for evidencenformed decision makinfpr infant feeding practices and is
reflective of the health promotion approaches outlined in the Ottawa Chahier.
immediate postpartum period is a tisensitive period for seessfully estaishing
breastfeedingLack of support and inappropriate policies and proceduregopardize
breastfeeding initiatioandlead to early cessation of breastfeedMHO, 2018).
Launched in 1991theBaby-Friendly Hospital Initiative wasreated to help facilities
implement the Ten Steps Successful Breastfeedingacilities that document their
implementation of the Ten Steps, compliance with International Code of Marketing of
Breastmilk Substitutes andcknowledgement of World Healkssembly Resolutions
can receive the Bablyriendly DesignatiofWWHO, 2018).

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

International Code of Marketing of Breasilk Substitutes and relevantild Health



Assembly resolutionstb. 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, cometdnce

skills to support breastfeeding; Discuss the importance and management of
breastfeeding with pregnant women and their families; 4. Facilitate immediate and
uninterrupted skitto-skin contact and support mothers to initiate breastfeeding as soon
as possil@ after birth; 5. Support mothexsinitiate 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
reman together and tpracticerooming-in 24 hours a day; 8. Support mothers to
recognize and respond to their infants’ cu
and risks of feeding bottles, teats and pacifiensl 10. Coordinate discharge so that
parents and their infants have tipelccess to ongoing support and a0, 2018)

There is significant evidence that the BFHI and implementation of the Ten Steps
improves breastfeeding initiation and duration (Fallon, Hay&I@hisholm, 2019;
PéreamEbLta, Marti n20i6) Implen@etaianofah8BPH hag z |
also been found tonprove the breastfeeding experience, promoting bonding, feelings of
empowerment and support in the postpartum period (Eckenrode, 2018; Groleau, Pizarro,
Molino,Gray - Donal d, ;S eRmstantiacttal 220189.7

As a peer breastfeeding suppeolunteer and someone who experienced birth
traumalwasf r ustrated with the | ack of recognit]
breastfeeding experiences following birth traurirareflecting upon my own

experience] strugglel with the mismatch between my experience and the strategies
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outlined in the Ottawa Chartand the BFHI.In my experiencestrategies of the Ottawa
Charter were being under utilized to foster the health needs of those breastféeding a
birth trauma an@ renewed commitment to the BFHI was afical necessity
Individualswho have experiemd birth trauma are a setfentified population
understanding the breastfeeding experience through theflémsOttawa Charter in
concertwith the steps outlirgtin the BHI allows stakeholders to have a better
understanithg of breastfeeding after Ibir trauma.

| suspeadthatthosewho have experienced birth traunvarean underserved
and unrecognized populatiohbelieved that if we ligeredto the experiencesf
mothersandbirthing parentswe coud begin to build an understanding of the needs of
this population.As such, clinicians and policy makers alilauld better utilize the
action strategies outlined in the Ottawa Chadeadiress these n d i v negds a khs ’
postpartum periodnd perhap renew commitment to the Ten Steps outlined in the
BFHI. By improving our understanding of the context and everyday lived experiences
we ould allow thesébreastfeeding parents identify and define their needs and
therefoe increase the capacity forishpopulation to attain wellbeing. A result of this
would be personalized care tmagets the needs of this population and empothese
parentgo reach their full health potential.

Primay Health Care defines health as a fundamental right that iseretyrthe
absence of disea$®/HO & UNICEF, 1978) To adequately support this population in
their attainment of health wasintegral that we explore whéiebreastfeeding
experience means to thaaedividualsin their own words—how they undrstand their

experience.ln embarking on thisesearch| could onlyidentify my own personal
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breastfeeding experience;itddhotpurportto think my single experienagasuniversal.
Without knowledge of the livedxperienceit is impossible t&know whetherbirthing
parentsconsderedtheir birth traumado have beedetrimentalor facilitative to their
breastfeeding experiencé.is possible thatibth trauma hindesthe breastfeeding
experience for somevhile heightesthe resolve to breastfeed fathers

Qualitative resa&h on birth trauma and breastfeeding is just starting to emerge
Prior to Beck and Watson’s (2008) qualitat
breastfeeding, no previous studies quantitative or qualitative exiBtegtous research
looking at bith 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 breastfeedimgtion(Dewey, 2001;
Dewey, NommseiRivers, Heinig, & Cohen, 2008imitraki et al. 2016Grajeda&
PerezEscamilla, 2002Murase etal. 20)4Many yearsago,MacLean (1989) called
attention tathe need for breastfeeding research within a health promotion framework
and emphasized that phenomenology and dtbieneneutics areest suited to remedy
the reductionist views of much of the current research.

| aimedto explore the meaning afothersandd i r t hi n expepemagee nt ' s
breastfeeding following a traumatic birth using a phenomenological method.
Descriptive phenomenology aims to uncover megsinm human experiences.
EmployingGi o r (§9i70; 2009 escriptive phenomenological approatlowedme to
describe the everyday lived expare of breastfeeding following birth traumahdd
experienced breastfeeding following birth trayimat | wishedto uncover the meaning

of others’ e xtipsevasiordypossele if lapsld seek dul othemothers
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and birthing parenteho wishedto share their experiences with ndy research
questiorwas What is the meaning of the experience of breastfeeding following a

traumatic birth?

Significance of this Study

Improving the health afnotherspirthing parentsand infants is an important
public health issue that echoes through the lifespan. The journey to motherhood is a life
altering experiengeeven years later the saliency in whinbthersrecall their
experiences surrounding the birthtléir children is remarkableNegative memoriesfo
how mothersare treated during childbirth and during the postpartum perioofi@me the
most the vivid and persistent of &trawley et al., 2018 orssén, 2012; Simkin, 1991)
Intense feehgs can create long lasting memoriesyfears to comeCrocker and
Johnson (2006) illustrate the poignancy of health care experiences in their book
Privileged Presence:
When people are dealing with illness
senses are intensified. Healthcare expee nces are defining
lives, full of poignancy and power, and are remembered for years often in vivid
detail. (p. 3)
As a researcher | believe it is an hontmbe privy to thesdefining moments in
p e o plives.’l think we have auaty touse tlis information toimprove upon the care
mothers andbirthing parentsvill receive in the future It is my hope thathe exploration

of theseexperiencesvill inform the provision of perinatal healthcare and strengthen
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action strategies fieed in the Ottawa Chartgparticularlyby creating supportive
environmentgor theseparentf WHO, 1986).

By listening to the lived experiences of thesethers andbirthing parentsve
can become attuned to what is important to them. | believe gsspirentscould be
helped bymany, if not all of the strategies outlined in the Ottawa Charter, however it
wasimportant to ascertain which strategwesrein alignment with the needs of these
individuals Thiswasan important topic to exploras thefindings ould be used to
helphealth professionals be cognizant of what is important in caring for these
individualsin the posfpartum period; this in turnould lead to the development of
supportive healthy public policies that will enhance theseiddiva | s’ att ai nmen
well-beingand changes in patient caréhe subsequent chapter will situate the current

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

To expand beyond my personal experience of breastfeeding aftetrdointia |
consulted the literate on the experience of breastfeeding after birth tradioa.
contextualize the state of the research on the breastfeeding experience after birth trauma,
| performed a search of the literature using MEDLINE, CINAHL, PsycldNiRd
Google Scholar using tHeeywords: birth trauma, traumatic childbirth, experience, post
traumatic stresfTSD, and breastfeeding, for the years 2008 to 20K&ught research
that described the experience of breastfeeding after birth traeintilere was a paucity
of research Despite repeated calls for increased qualitative perinatal health research
taking into account the subjective experience of birth and breastfeeding, | found very
little. Due to the scarcity of articles, | then expandedstach to include all years from
2000 on. The only existing research on breastfeeding after birth trauma was Beck and
Wat son’s (2008) af or e me n tnithe wakedof thuishrseatgio me no | o
of research | was lefo situatehe current knowldgeon birth trauma and breastfeeding
by outliningthe importance of breastfeedirtgfiningbirth trauma and its sequelae and
articulating therelationship between breastfeeding and birth practiBesh
breastfeeding and birth are important to parentswahile the current literature
reinforcesthat, much of the current research has treated breastfeeding as discrete and
distinct from the act of birthas noted in this overview of the literaturehis is
contradictory to my lived experience and the eigrere of my peerslt is my hopethat

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 challengng by natureevenanuncomplicated vaginal birth caest
the limits of aperson s i n n e rSomegaerss rbivtleesperiences exist beyond
these limits and they experience physical and/or psychological tralimeis birth
trauma.Pr i or <(2004B)ground breaking study, the experience df tetuma
was largely absent from the research literatdiiee experience of birth trauma is
subjective; “it | i gBeckj2004tp32) Beck @00&f t he beh
definedb i r t h t r au macurang duriny thelabeuy anda delivery process that
invoves actual or threatened serious injury
For the mother, birth trauma is characterized by feelings of intense fear, helplessness,
loss of control, lossf dignity, and horror (Beck, 208/t Trauma can take gte during
any phase of the childbearing process and is often the result of negative outcomes or
psychological distreg8eck, Driscoll, & Watson, 2013)

Past research has brought to light the risk factors for toatima and the
subsequent development of ptrstumatic fress symptoms. Risk factors for perceiving
childbirth as traumatic can include pegisting maternal factors, aspects of the birth
process or conditions surrounding the birth and the immediategotasn periodOlde,
Vanderhart, Kleber, & Vanson, 2006Researchrshave documented that
circumstances surrounding the birth such as a high level of obstetric interventions,
emergency @&sarearsection preeclampsia, negative health care professimogher
contact, uncontrolled pain, perinatal dissociatamg feeling a loss of control can put
individualsat risk of birth trauma and subsequent gesimatic stress symptort®lde

et al., 2005; Oldet al, 2006; Soet, Brack, & Dilorio, 2003; Stramrood et al., 2011;
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Tham,Christensson, & Ryding, 2007)n themother identifiedrisk factors area

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
contrd (Wijma, Séderquist, & Wijma, 1997; Creedy, Shochet, & Hors28l00; Soet et

al., 2003; Olde et al., 2005; Engelhard, van den Hout, & Schouten, 2006; Soderquist,
Wijma, Thorbert, & Wijma, 2009) Someresearchhas presentetthe idea that being a
first-time mdher and undergoing an emergenegsarean secticere predttorsof birth
trauma (Boorman & Fenwick, 2014). During and after birth, a lack of support and poor
care from health professionals is also an important fécédmputs women at risk of
posttraumatic stress symptong€igoli, Gilli, & Saita, 2006; Czarnocka &lade, 2000;

Ford & Ayers, 2009)

Negative birth expriences. The birth of a child is thought to be one of the most
positive experiences inaa r elife.t Yetsthere is a growing body of research that
mothersacross the globe are having negatiiédbirth experiences and are being
subjected to disrespt neglect, maltreatmerdgndeven abuse during childbir{Bohren
et al., 2015) In their document tittledVHO recommendations: Intrapartu@are fora
PositiveChildbirth Experiencethe World Health Organization (20d)8pointed out that
acros both developed and developing countries, the focus on clinical outcomes is
underminingmothet preferences in child birth, contributing negativebirth
experiences and actually puttibgthing parentsat risk with increasing subjectida,
often unneessary, clinical interventiondgnoring birthing parents birth preferences
robs parents of their autonomy, jeopardizinggbmmonpursuitof a positive birth

experience.
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Individualswho experence birth trauma may feel isolated in theegative
experence. Through mypersonakxperience | have witnessed that birth trauma is
seldom acknowledged by otherd$ may be a neglected issue because after birth there is
a tendency to focus on tipeakoutcome of the event, tlarival of the bay. As long as
thebaby is alive and thriving it is easy for otherslitemissany negative experiences
that occurred during the intrapartum peri@lrveys done in the pepartum period
suggest thasadly, nany mothers do not perceive their birthgasitive expeences.
According to theCanadian Maternal Experiences Sur(®artholomew & Public
Health Agency of Canada, 200®)significantproportion ofmothersare unhappy with
their birth experience, with 20% reportirfgetr birth wasnot a positive experience.
Crosssectional research done in the US found 29.6% of women perceived their birth
experience as negatiy8aenson & Tschtter, 2010)

A number of factors can contribute to the perception of a negative birth.
Researchdoney¥ kt as and f#uyndmotherg a2tribdte?l hegative birth
experiences to an inabilitp cope with pain, hospital policies and birth intervamtio
NystedtandHildingsson(2018) similarly found that emergency birth interventions were
associated with negative birth exmarces.ConverselyHenriksenGrimsrud, Sche&
Lukassg2017)disamoverednegative birth experiences were a result of mothets
feeling seen or heard during the delivery procésdividuals with negative birth
experiencesanexperience greater risk developing PTSD and other symptoms of
trauma Ayers, Bond, Bertules, & Wijma 2016 Olde et al2005)

Mistreatment inchildbirth. Negative birth experiences can stem from

mistreatment in childbirth. How parents are treated during birthname:diately after
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impacts whether they feel their birth was traumatic oReed, Sharman & Inglis,
2017). In asking participants veli caused their birth to be traumatizing, Reed at al.
(2017) uncovered that it was actions and interactions with canaders which caused
women to frame their birth as traumati®Vomen deemedheir birth traumatic if care
providers prioritized their owagenda over the biitig person, disregarded the
knowledge and needs of the patient, used lies or coercion when caratmgnor
violated patient autonomy (Reed et al. 201Bohren et al. (20)Found that
mistreatment in childbirtibccursat the persoal level through negative interactions
between parents and care providers but also at the system leeehnekdown®ccur
within the healthcare facility and the healthcare system as a wh@ema can be
intensified when inadequacies exist withirallecare facilities and systerssch as
staffing shortagesnadequate resourcgsor working culture and lack of redse
(Bohren et al. 2015)Parents want to be respected and feel in contribledf birth.
Care that is impersonal and systemdhatcaters to the system rathtban patient
preferences leaves parents feeling traumatized. Mistreatment in childlintesattant
birth trauma exists globallfs i mo n Bmited Blations Human Rights Council Special
Rapporteur on Violence Against Women., & United Nations Secr&aneral2019)
Birth trauma incidence Past researcbxploring thencidence of birth trauma
has demonstrated that-25% of women ngort 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.an Australian studyCreedy,
Shochet, and Horsfall (2000) foutitht at 46 weeks pospartuml 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 partictpaeported having
experienced birth traum@Al cor n, O’ Do n oyy&bDevilly,REQ) r i ¢ k , Cr ¢
Research from the US found that 34%mothershad experienced birth trauma (Soet,
Brack, & Dilorio, 2003). Using an internet samg@awyer and Ayers (2009) reported
37.2% of mothers experienced birth traunvore recent researcltsimg 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, Deuvilly,
Gambk, Creedy, & Fenwick, 2014).

PTSD. Negative perceptions of birtheluma can persist long after birth and be
accompanied by symptomsBTSD(Ayers & Pickering, 2003) The DSMV
(American Psychiatric Association, 20kfines PTSD as: Intrusive symptoms, that
involve persistemremllections of the event through flashbacks, dreams, or intrusive
thoughtsat reminders of thevert. 2. Persistent avoidanceinfernal and external
stimuli related to event, such as avoidance of people, phacksstuations 3. Negative
alterations in agnition and moogdsuch as negative emotional state and/or detachment.
4. Heightened alternains inarousals evidenced by the two of the followirdjfficulty
falling or staying asleep, irritability, difficulty concentrating, hypervigilance and an
exagerated startle response. For a diagnosis of P$@Dptoms must be presenttie
lastthree aeas fora duration longer than a month

Much of the research that exists on birth trauma has focused on the prevalence of
PTSD symptomsStudies have reporteéde prevalence rate for PTSD following
childbirth to be between 1.9% in research done in Sw@digma et al., 19970 21%

in a sampleromthe NetherlandéHaagen Moerbeek, Olde,van der Ha& Kleber,
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2015. Researchrslooking at the prevalence of any pdstumatic stress symptoms
have found rates as high as 41.@®derson, 200). In examining a Canadian
population Verreaultet al. (2012)ktudied theprevalence oPTSD symptomstal-
6weeks, 3and 6 months pogiartum 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 giude the motheior
birthing p a pergpdctives

Birth trauma and resultant PTSD can be detrimental to various aspects of
p e r s o nAsigle fiom thesobvious and expected impact on mental health, resesarch
havebegun to uncover how pesaumadic stress symptoms can impace mother s
relationship with theibaby and partner AyersandParfitt (2009) found in their
quantitative study that high rates of PTSD symptoms have a negative effect on the
motherbaby bond.There is also some reseatblat suggestsiotherswho exgerience
PTSD have attachment difficulties demonstrated by difficulties with bonding and
breastfeedingBallard, Stanley, & Brockington, 1995; Parfitt & Ayers, 2009)
Exploratory qualitative research has founothersbelievePTSD after childbirth has a
negative i mpact on the couple’s relationsh
(Berg & Dahlberg, 1998)ekel, Thiel, Dishy, & Ashenfarb, 201Nicholls & Ayers,
2010) Additionally, comorbidity has been found between ptyaumatic stress
symptoms and postpartum depresgi@rekel, EinDor, Dishy, & Mayopoulos, 2020
White, Matthey, Boyd, & Barnett, 2006)n exploring the longerm effects of PTSD
after childbirth Ayers, Eagle, and Waring (2006) founothersreported a negative

impact on tleir relationship including sexual dysfunction, more disagreements and
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blaming the partner for the events of the birdthterms of the impact on the mother

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

baby and longerm problems with attachmefftyers, Eagle& Waring, 2006). This in

l ine with Beck and Watson’s (2008) seminal

Research on birth trauma is still in its infan@&s previously noted, past
research has tended to focus on riskdiecfor postraumatic stress symptoms
following childbirth and rates of PTSDI he experiencef the birthing parentand the
meaningthey give to theiexperience has receivénited attention. Only one study has
exami ned mot hewhatongitetedarth pauma@ecls 2004). Looking
at an internet sample of forty mothers from various countries Beck &2fifishd that
mothers described birth trauma as comprising an absence of caring from health care
providers, inadequate communicatiwith staff, unsafe medical care, and a
preoccupation with the delivery outcomé&s someone who experienced birth trauma, |
can identify with these components of birth traurféeeRe s e a r Refspective ®n
page 1)

In reflecting upon my own birttraumaexperience it occurred to me the role
breastfeeding played in my healing and coming to terms with my traumatic birth.
Breastfeeding became something positive that | was in control of, as opposed to my birth
experience which | did not feel in contafl | looked to the research literature to seek
affirmation that other mothers had similar experiences with breastfeeding after birth
trauma, what | found was a paucity of researthere is research investigating birth
practices and its impact on brdasdirg (Aryal & Sharma, 2017; Chen et 2018;

Marin Gabrielet al. 2015; Morillo et al. 2@ OrbacRhZinger at al. 20%; Vila-Candel,
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Duke, SorianeVidal, 2017)but only one that looked specifically at the experience of
birth trauma and breastfeedi(§eck & Watson, 2008 After shedding light on

mo t h merceptions 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 breastfeedingenence. Beck and Wats¢2008)found
thatmotherswere propelled down one of two pathways after dindlnma: onevhich
facilitated breastfeeding or the other which Ipaned breastfeedindJsi ng Col ai z z i
phenomenological method eight themes emerged from their researdhefives

illustrated how birth trauma watetrimental to the breastfeeding relationship and three
spoke of how birth trauma assistedsaccessfubreastfeeding Themes were depicted

as weights on a scal@ith one end of the scale facilitating breastfeeding and the other
damaging breastfeeding.epending on the combination of themes experienced

breasfeeding wadacilitated or hampereBeck & Waton, 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
breastfeding for the first six months of life, wittbntinued breastfeeding in conjunction
with nutritious, complementary foods for up to two years and beyond. This
recommendation is also endorsed by Health Canbhd&anadian Pediatric Society,
Dietitians of Ginada, and Breastfeeding Committee for Caifadas). There exists a

robust knowledge of the positive impact breastfeeding has on the healtthers and
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babiegRollins et al., 2016) Additionally, there are economic and environmental
benefits of brestfeeding that are widely recognized.

Healthimpact Breastmilk is unique in that it is a live substance that contains
stem cells and has distinctive immunological and-mftammatory poperties that offer
protection against several diseases and sleg8inns, Lee, & Low, 2015 Recent
reviews have highligted that never before have we known so much about the health
impads of breastmilk and the integral role it plays in the microbiome of the infant and
reproductive cycle of the moth@ankar et al., 2015; Victora et al., 2016)
Breastfeeding is considered ondlué most important health interventions for
decreasinghild mortdity under five(Bartick et al., 201y 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 82,000 lives could be saved globally if
90% of children werebreasted for the first year of lif¢Victora et al., 2016) Globally
there isa50% reduction in the risk of death from infectious diseases for children
breastfed between 6 and 23 months of (&@ta, World Health Organization, &
Department of Child ahAdolescent Health and Development, 2007; Sankar et al.,
2015)

Suboptimal breastfeeding puts childreimnateased risk for a variety of illnesses
and diseases in both the short term and over the course of the lifBspiack &
Reinhold,2010. In the shoriterm children who arbreastfed fackessrisk of
contracting otitis media and diarrh@owatteetal. 2015;Ho et al. 2018Hora &

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

likely to suffer from lover respiratory infection€lromp et al. 201)] leukemia(Amitay,
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& Keinan-Boker,2015, and sudden infanteéth syndromérhompson et al. 2017 )or
children who are born prematlyeexclusive breastfeeding offers substantial protection
against necroting enterocolitis, a serious and litereatening conditionHginberg et al.
2017). Breastfeeding for longer durations is also associated with fewer dental
malocclusions and higher intelligendeeseeffect persist beyond clidhood into
adulthood(Victora et al., 2016)

Breastfeeding is oft ermssuéhoaveverd as a chil
breastfeeding has a marked and substantial impact on the healtthefsand birthing
parentsas well. Research done by Bartick et al. (2017) found that when compared to
children’s health the incr etasumptimahor t al i ty
breastfeedingatesactuallyh ave a gr eat er i nopteomeées.Tleereis mot her
evidence that breastfeedingduces the ristor developing ovariafGaitskell et al.
2018 and breast cancé€zhou et al. 201p It is estimated that if global breastfeeding
rates were increased to optimal levels0R0 breast cancer deaths could be prevented
per year(Victora et al., 2016)

Researclrshave alsobegunto look at the role breastfeeding plays in resturct
of wo me nsk of cardiovascular disease and diabdtetheir review of the literature
SchwarzandNothnagle (201pidentifiedthat women who had a history of more than 12
months of lactation were less likely to have hypertension, hyperlipideralzetds, or
cardovascular diseaseAny 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 m@R#isrs et al., 2017)There

are also psychosocial gains associated with breastfeeding.
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Psychosomal benefits Breastfeeding has long been promoted for not only its
health effects but also its positive effect on the bond between nasttiehild. In fact,
aside from the health benefits, bonding is often cited as a primary reaseamtorgto
breasfeed(Brown, 2A8). Some research suggests breastfeedingafiay protection
from mental health challengé8rown, 2018, Chowdhuryet al. 2015Mohamad Yusuff
Tang,Binns,& Lee, 2016). In terms of psychological wellbeinthere is reseah to
suggest lrastfeeding may have a mitigating effect on the risk of developing postpartum
depressioriBorra, lacovou, & Sevilla, 20141lohamad \suff, Tang, Binns, & Lee,
2016. Postpartum depression is a serious condition that has ill effects on not only
birthing parentbut also their children, daosesuffering from the condition may
experience low levels of parenting efficacy, makitngjfficul t to provide adequate care
to their babie¢Gross & Marcussen, 201L7Individuals with high levels of breastfeeding
self-efficacy display greater emotional adjustment to parenting and fewer symptoms of
depression Hendaw, Fried, Siskind,Newhouse& Cooper,2015)

In their study of 8110 mothetinfant pairs KendallTackett, Cong, and Hale
(2011)found that breastfeeding lowered th&krof maternal épression.Other
researchers have found the protective effect of breastfeeding on maggmresibn
continues to persist beyond the immediate-jpastum period. Hah#lolbrook,

Haselton, Dunkel, Schetter, and Glynn (2013) found thatevowho breastfedtthree
months continued to have significantly lowered levels of depressihnabnths. In
birthing parentsvho do experience pogtartum depressigbreastfeeding protects
babies fronsome ofthe effects of pogpartum depression. Bastfed babiesfanothers

who are depressederefound to be touched and responded to more than babies of
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depessed mothers who do not breastf@lhes, McFall, & Diego, 2004Aside from
protectingagainst pospartum depression, Handlin et al. (2009) found that breastfeeding
also inhibits the stress response by lowering maternal cortistd.leve

Breastfeedig also has implications for the psychological wading of the child.
Another positive psymsocial aspect of breastfeeding that persists beyond the post
partum period is maternal sensitivity. Maternal sensitivity reflecisr eabilityso
respond tdheirinfants ¢ this teacheghechild to participate in synchronous
relationships as they grow and internalize-agpropriate behavio (Weaver & Papp,
2018. Maternal sensitivity is increased with longer duration of breastfedWegver
& Papp, 2018) Following 2,900 mtherinfant pairs, Oddy et al. (20) found that a
longer duration of breastfeeding was associated with better child mental health at every
assessment interval upttee age ofl4. Aside from the health benefits, breastfeeding
also offers economic beneit

Economicbenefits From an economic perspective, in comparison to formula
feeding breastfeeding is relatively inexpensive, as little needs to be purchasestdio s
the breaeeding relationshipBreastfeedingarentamothers do require slightly more
food for the extra calories required to produce milk but other products or equipment
such asreast pumps are not really necesgbkys. Department of Health and Human
Services, 2011)

Formula feeding can also have a significant negative impauatalth care cds.
Because breastfeeding has shown to retheécidence 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 subdiezstfeeding
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rates found that 0% of women followed th&/HO recommendations of exclusive
breastfeeding for six months, Bhillion health care dollars could be saved annually
(Bartick et al, 2017). While few Canadian studies have directly investigated the link
between breastfeeding and lowered tieahre costs,raolderNew Brunswick study did

find that thehospitalization rate for formuléed infants was 55 times greater than
breastfed infants for common childhood ailments such as ear, gastrointestinal, and
respiratory illnesse@Beaudry, Dufour, & Marcoux, 1995)Cost savings may continue
over the course of the lifetime, as breastfeeding offers protection against asthma, adult
obesity, andliabetegNew Brunswick Department of Health, 201Zere are
environmental factors to consider as well.

Environmentalimpact. It has become increasingly apparent that breastfeeding
offers a sbistantial environmental benefit.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 necessityThe production ofrifant formula has substantial environmental
consequences, frothe formula packaging that consequently ends up in landfills to the
gas required to transport formula to retail locatidnsriecar, Gupta, Dadhich & Bidla,
2014;U.S. Department of Health altliman Services, 2011)'he production of infant
formula has benfoundto be a major contributor to risiggeenhousemissions
(Dadhich,Smith, lellamo, & Suleiman, 2015)There isargument for théndirect impact
formula manufacturing has on water qtyathrough the sheeaquantity of water needed
and the degradai of lowland streams from dairy farmigdoffe, Webster, & Shenker,

2019;Linnecar, Gpta, Dadhich & Bidla, 204). In the Lancet series on breastfeeding
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Coutsoudis, CoovadiandKing (2009)asserted that 32 milliokilowatts (kW) of
energy are used every year to process, package and transport infant formula in the US.
Given that gbbally only41% of bales unde months are exclusively breéet (World
Health Organizatio& United Nation's Children's Fupn@01§ and the infant formula
industryappears immune to market recessions, with expected growth of 8% per year
(Rollins etal. 2016);it is alarmingly clear how detrimental suboptimedéstfeeding
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.

Breastfeedingates Many New Brunswickparentsstruggle to breastfeed and/or
struggle to breastfeed for as long as they had intentleere areseverafactors that
may putfamiliesat increased risk of early cessation of breastfeediRegearch suggests
that young ag, low incane, low literacy, decreased social supports, anmdgiin rural
areas are all factors associated with lower breastfeeding rates (U.S. Department of
Health and Human Services, 201Bccording to a Health Canadeport, The Tides of
Change: Addessing Ingquity and Chronic Disease in Atlantic Cana#ayward &
Cdman, 2003)Atlantic Canadians face disproportionate ratethe$e health inequities,
as evidenced by increased rates of teenage pregnancy, chronic disease, low income, low
socioeconomic support, low educational attainment, low literacy, and largler rura
populatias, in comparison to other regions in Cana@azenthe specific health profile
of Atlantic Canada it appears New Brunswpekrentamay be at particular risk of early
cessation of breastfeedintncidentally, it is also a population who stanttsgreatly
benefit from increased breastfeeding duration ratassidering the evidence that

breastfeedings protectivefor type 2 diabeteobesityand cardiovascular events
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(Bartick et al. 2017McNiel, Labbock & Abrahams, 2018Vang Collins, Ratliff, Xie,
& Wang,2017. Improving breastfeedingtes couldmprove t he r egi ons
profile thereby lessening the burden of certain chronic health condstoass the
lifespan

Mostexpectant parentatend to breastfeedAccording to Canadian resear
performed byTwells et al. (2016)78% ofmothersintended o breastfeed However,
manyindividualsend upstogping breastfeeding before th@yanned A national survey
done in the UK found that 87% ofotherswho stopped breastfeeding in the first si
weeks had wanted to breastfeed longer and 37% of mothersredwstfed for at least 6
months wanted to breastfeed for longgamlyn, Brooker, & Oleinikova, 2002)
Research done in the U.S. found 60%nofthersstop breastfeedg before they intended
to (Odom et al2013). TheListening to Mothers II{Declercq et al. 2013aurvey
found that only 22% of mothers end lieastéeding as long as they intended to.
Mothersand lactating parentaay lack the necessary support, particularly in the
vulnerable days and weefdlowing discharge from the hospital arder to continue

breastfeeding.

How does birth impact breastfeeding?

Previous research has attempted to elucidatesemeparentsdiscontinue
breastfeedingrior to meeting their breastfeeding goaburvey data has identified that
younger women ahwomen of lower socioeconomic status are more likely to
discortinue breastfeedin@gbo et al. 2019%tatistics Canada, 2013Reasons cited for

the early cessation of breastfeedinglaeastfeeding challeeg,inadequate milk, and
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pain(Morrison,Gentry,& Anderson 2019;RozgaKerver, & Olson2015. Mothers

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

interest(Newby & Davies, 2016) Mothersfrequently report that breastfeeding

difficulties are the primary eson they stopedbreastfeeding before they intended

(Rozgaet al, 2015. Increasinglyresearbers aréeginning to look at birth practices

andhow it impactsbreastfeedinglt is now understood that interventions that are

commonly used duringirth canhave a negative influence oniadividual s abi | i ty t
breastfeed in the postpartum period.

Birth practices There are important hormonal changes také fplace during
and immediately after birth that facilitate breastfeeding and the produstioreastmilk.
Some research has found that interventions during birth and the type of birth can
actually impair lactogenesis (the production of breastmisk factors for impaired
lactogenesis are stress, palalayed skin to skiand emergencyaesarearsection
(Dimitraki et al. 2016Matias, NommseiRivers, CreeeKanshiro, & Dewey, 2010
Wallwieneret al. 201%. Past research has iddéied that sedation, prolonged labour and
surgical intervention hinder breastfeeding initiation atterGptsrreraGomezet al.
2015;Lau et al. 2018Hobbs,Mannion,McDonald,Brockway, & Tough 2016;Smith
& Kroeger, 2009) Reviews hae foundmixed evidene for the influence of epidural
anesthesia obreastfeedinghowever,a greater number of studifisd a negative impact
on breastfeedin@French, Cong & Chung, 2016Yacuum extraction and forceps
delivery hae alsobeen found to ba predictor of breafgedingcessatior{Hall et al.,

2002) While there is a lack of resear@mith (2007) has postulated thcause
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interventions can causephalohematomabruises, and nerve damagean bedifficult
for theinfant to adequatelpreastfed

Much research has focused on the delivery method and its impact on
breastfeedingProspective studies have found increased breastfeeding difficulties in
motherswvho undergo unplanne@&sarean sectiorislobbset al. 2016;Rowlands &
Redshaw, 2012)There is evidence to suggest thagsarean births have a detrimental
effect onbreastfeedingas individials whohave had asareans are found to experience
shorter breastfeeding duratiand lower rées of exclusive breastfeeding (Chen at al.
2018 Cohen et al. 2018 In additionrecent prospective research indicates lddabur
induction with oxytocirnis negatiely associated with breastfeeding initiation (Bryanton
et al. 2020).It is important tgooint out that survey research has highlighted the ways in
which parents feel birth complications contribute to early breastfeeding cessation, as
they report bith conplications make it both physically and emotionally more difficult to
breastfeed (Brown &ordan, 2013) The highest rates of exclusive breastfeeding are
found in women who have unassisted vaginal births (Keiidealkett, Cong, & Hale,
2015).

Pharmacolgical methods of pain relief in labour have also been shown to impact
breastfeedingA combination of factors can negatively impact breastfeediogking
at 1,280 motheinfant pairs, Bai, Wu, and Tarrant (2013) found that induction of labour,
caesareareliveries, 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 b(&agawa

Myles, NoelWeiss,Dunn,Peterson, & Cotterma2015 Mauri et al. 201h There is a
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lack of evidence of adverse effectsperipartum analgesia the newborpalthough
both fentanyl epiduralanalgesa andotheranestht#c medicationsare known to cross the
placental barrier into fetal circulatig®mith,Burns,& Cuthbert,2018) Research
investigating breastfeeding success rates after epidural found that babies exposed to
epdural anesthesia demonstrated more ineffective sucaimtydecreased likelihood o
suckling while skirto-skin in the first hour after birt(Brimdyr et al. 201x Moreover,
NewnhamMoran,Begley,Carroll,andDaly (in pres$ foundindividualswho received
epidurals werdalf as likely to be breastfeeding at three months postpartum as those
who did not. Correlationhresearch has demonstrated thHaingerventionsthat expose
the infant to painsuch as instrumental deliveaynd separatg themotherinfantdyad
causinga break in skirto-skin contact after birtrare detrimental to successful
breastfeeding (Smitl2007 Vila-Candel, Duke& SorianaVidal, 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/Nhile very little research exists on the breastfegdi
experience after birth trauma, research lookihmaternabreastfeeding experiences has
been growing in recent yearQualitative reports of breastfeeding experiences have
emphasized the pivotal roseipportplaysin the breastfeeding experiengé&air,
FlahermanNewby, & Colaizy, 2015;Kronborg, Harder, & Hall2015 Powell, Davis &
Anderson, 201 Success ibreastfeeding cacause parents to regard the breastfeeding
experiencas affirming and hanonious evemfter experiencing a preterm birth,
especially if they receive tailored support postpartBalroér & Ericson2019). Very

little research has examined breastfeeding experiences related to particular birth
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experiences, howevdhompson, HeaRoberts, & Bwood (2010)examiredthe

breastfeeding experiences of women who had experienced post partum henanrchage
foundwomendescribed breastfeeding as difficult, sharing that they needed additional
education and support because of their birth egpee. As DebeveandEvanson

(2016) highlightimprovingbr east f eedi ng support requires
breastfeedingxperiences.

In summarythe importance of breastfeeding is well establishEtkere isalsoan
abundance of researcloking at thencidence of birth trauma and prevalenc@ost
traumaticstress symptomsMuch of the previous research investigating the relationship
between birth practices and breastfeeding succaesstudiedbirth variables and the
relationship betweeinterventions and thereastfeeding initiation or ratefResearch
investigating the relationship between birth practices and breastfekdetgponis
important but it does nofully explain how thendividual felt abouttheir breastfeeding
experiencafter birth. Past research, both qualitative and quantitative in nature suggests
thatindividualswho experience postraumatic stress symptoms in the postpartum
period can experience difficulties with their mentehlth and their relationships with
thar partners and their babyBecause 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 boltirthing parentandchildren however breastfeeding
knowledge alone does not translate into positive breastfeeding experidinezs. are

many factors that influencemmot her or b breastieadinggexppriencee nt ' s
includingthebirth experience Research lookingtahe breastfeeding experience is

emepging but here is a need fanoreresearch that is qualitative in nature so that we can
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gain a better understanding of whabthers and birthing parerfesel and what it means

to breastfeed after different types ofthjincluding birth trauma.
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Chapter I11: Methods and Data Collection

Focus of Research Study

In previous chapters | identified that there is a paucity of research pertaining to
mot hamda ' bi r t hexpergencesafrbeastfesding after birth trauma. This is in
spite of the increasg recognition of birth trauma and the known challermeking
parentdace in breastfeedingGiven my personal experience with birth trauma and
breastfeeding, my intentiomasto use a method thatowld allow me to illustrate the
meaning of these mothea’'n d b i r t hexperienceshfeektmat weords am
perceptions are important in understanding health care experartbsit exploration
of these experiences can help address issues in caring for these individuals, and in turn
improve health are delivery.As a researcher | believe in the significant¢éhe
subjective experience and how this impacts the meaning we assign to our everyday life
Therefore, iwvasimportant | utilizel a method that muld permitme to construct a
writtendescripion oftheb i r t h i n gverydayrexperientes of breastfling 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,
paricipatory action research, phenomenology, and photovoiae(: Thorogood,

2013). Phenomenology, with its focus on the lived experience, stood out as the clear
choice, as | thought it would be the most appropriate method to address my research
guestion.In the following | will describe how phenomenologyasthe appropriate

method to address my research question wivey)What is the meaning of the

experience of breastfeeding after birth trauma?
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Qualitative methods assume that individuals are holisticsglfdetermined;
they create their own reality in the way they assign meaning toothieictiveworld.
The philosophical underpinnings of qualitative methods consider the subjective
experiencand the objective world to be inextricably linkélde meaing of a
phenomenon cannot be assigned from the outside or understood separate from the
subjective experiendg&irogi,2011;Munhall, 1989) Qualitative research offers unique

insights into the patient experience that are lacking in other ae(fvorse, 2016).

Phenomenology

Phenomenologis a philsophy andjualitativeresearch methodQualitative
researchers who use phenomenological methodstarested in the human experience
and howh u mawvalee and describe their experience (MunH&lB9). Morse (2016)
considers qualitative research methoa be exceptionally useful when investigating
little known phenomenaAs a met hod, phenomenol ogi cal r
it means to be huma iiHe aifh Mpherdoenbldgy isth @& , p. 2
sense of a certain aspect of the humguerience as it is experienced by the person
experiencing it.This is accomplished by obtaining a thoroughly rich description of the
participants’ expe (Finlayn20lg/alters) 1995hlésing own wor

phenomenology in health services reseatchao ws parti ci pant s wor d
their personkhealth care experienceRersonal health care experiences are an important
aspect of the human experierandphenomenology is a particularly useful research

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

a distirctly human need to understand our own humanity (Giorgi, 2005).
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Phenomenologgnd health services research avmpatible, as there is an
emerging concern with conducting health services research that is concerned with the
perspective of the patient, imder to provide care that is patient centerthrse (2016)
proposes that the bona fide function of qualitatesearch methodologies, such as
phenomenology, is to further an agenda to humanize health care dekananizing
health care plasthe paient at the cemt. In patient centered care, the belief patients
are unique living beings is paramount andgy@s are genuinely informed and involved
in a relationship with their provider regarding the terms of their @stein & Street,
2011; Kitson, Marshall, Bassett, & Zeitz, 2013here has been a greater
acknowledgemerda f t he i mportance of people’s stor
experiencegHawkins & Lindsay, 2006; tner, 2005) Health care delivery relies upon
relationships between clients and providers; personal hea#ilexperiences tell a story
of these relationships and il luminate pivo
Johnson, 2006). We live in anabculture and stories are ways of sharing our lives and
fostering human connection.
Stories bring us closer tmr 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 ofa richly textured human tapestry of experienicat we are in wonderful
company (Crocker & Johnson, 2006, p. 9)
As aforementioned in Chaptdy birth is a transformative, pivotal health care experience
for manybirthing parentsand the memories remain clear for many ydagsause othis

| believephenomenology is a useful methodlblominatethe complexities and realities
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of the experience of breastfeeding after birth tra@@rawley et al. 2018Simkin,
1991)

As illustrated, mman experience is at the center of phenomenology, as a research
method and philosophunhall, 2007) As a philosophy, phenomenology is
associated with the contributions of Husserl, Heidegger, Sartre, Vreola, Ricoeur,
and Levinas.While not a homogenous group, affeedin their concern with
consciousness and the existence of being hy@amgi, 2005; Walters, 1995)As a
little researched area, we need to know more dbyeastfeedingxperiences, so that we
can informthe health cargrofessionalsind policies that support mothensd birthing
parents. Considerintipe philosophical underpinnings of phenomenology, it has nauch
offer in furthering our understanding of human subjectivity in all health care
experiences.

According toCaelli, Ray, and Mill (2003}t is integal that phenomenological
researchers reveal their personalussptions about the researddany
phenomenologists believe that the researcher cannot fully extricate themselves from
their personal assumptions and therefore must examine and disclog€tkemell &
Miller, 2000; Mays & Pope, 2000)The thought is that by examing my
presuppositions related to this research, Il=tter understand what preconceived
notions | am bringing to my researchorder to bracket themWhen a researcher has
personal experience with the phenomenon of interest mh@yebeconcern that
bracketing is impossibleGiorgi (2009) argues that hnleeting is not a complete

reduction of the researcher’s past but

The researcher aims to enmesh themselves in the present, yet maintain a mindful
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awarenss of the past; maintaining this opposition helpsrdisish past from present
experience (Giorgi, 2009Moreover, 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, 260).
To prevent the engagnent of previous knowledge and experiemce i

undertaking the descriptive phenomenological method Giorgi (2009) encourages the
researcheto intentionallymake their previous knowledge transparéfitansparency
throughfrequent statements of positionalityerspersed througlut this thesis
emphasize my reflexive awareness of my relationship with the phenorag o
research process unfoldedhis heightenetével of personalblisclosurevasdone to
bring mindful awareness of the tension between my éxpes and the experience of
others. Hyper awarenessf thesubjectivity and opposition of my own past experience
allows me to accept the experience of others.

Polio, HenleyandThompson (19973lsobelievel it is important for the
researcher to considern eoWwrspersonal reasons for conducting research and document
them. In sharing my personal breastfeeding experience, | have disclosed my personal
biases and attuned myself to any possible expectatmgy pl ace on parti ci
descriptions during the analysis stagrather than suspeimg) what | know about
breastfeeding after birth traumajdve increased transparency with &iva to be open
to a worldview that allows unexpected and discord&aws 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 experiendesording tovan
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Manen (1984)personal experiences are a natstattingpoint for phenomenological

research, in that “my own |ife experiences

that no one el se’ sSinelatlp @iorgi @0OD2) assertetlatas” ( p .
humanswve are in a perpetual state facinaion with ourselves.As | 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 traurAdia philosophical levellpenomenology
recognizes that personal experiemsay behe possible experiences of oth@éran
Manen,1984)and reflexive awareness of this allows researcheectgnize théension
betweertheir position to the phenomenon and howoiild possiblynform the research
processGiorgi, 2011) Refledion of my personal experience provoked me to inquire
how ot hemnnoobhet sdxpergencesaniglet betddférent from my own
and how they might also share a common ess¢éhese lived the experience of
breastfeeding after birth traumlaalready know what meanings it holds for.me
Consequentlyl am drawn to gathesthes' descriptions of the meaning of breastfeeding
after birth trauma, so as to understandegentiameaning critical to theonstruction

of this phenomenon (Giorgi, 29).

Descriptive nenomenologys a particularlyuseful method foresearching a
little-known phenomenon, as it recognibesh the uniqueness and commonalities that
form the essence of a lived experienBdienomenology, as espousedigrgi (1997,

201)) is na solelythe arbitrarysearch for the universality of an experienttds a
systematigrocess 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 fo this study, as it will help me to create a description of this experience.

My personal experience of breastfeeding after birth traamdghe varying levels
of suppat | received from family and the health care system left me wondering if the
care | reeived could have been differerAf t er | i st eerpererggedt o f r i eno
suspected the care and support offered to mo#metbirthing parentsould be
improved upn, but | was still unsure of how personal lived experience could be used to
affect or nform change at a system level. Through exposutteetOttawa Charter for
Health Promotionn my graduate Applied Health Servid@ssearclprogram | came to
understad how this model could be used as a lens to view my research phenomenon and
inform acton strategies fosupporting wellbeing Phenomenology artie Ottawa
Charter share a regard for the hurtiaed experiencef health or lack thereof and the
meaning gren to that lived experiencdhe Ottawa Chartesutlinesthe subjective
nature of hedlh and the need for health services that reflect the total needs of the
individual. By viewing healthas highly subjective and contextuglrecognizes that
health isexperienced differently by different individug/HO, 1986) Compatible with
phenomenology, th®ttawa Charter for HealtiPromotionviews health as holistic;
“created and | ived by peopl e wHO I8N t he se
p.3).
Appropriateness of Giorgi’s Method

I n determining which phenomenol ogi cal n
(1970, 1985, 2005, 2009) descriptive phenomenology, as a means to most effectively

shed light on the experience of breastfeeding after birth traunmaf | uenced by Hu
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desciptive phenomenology, Giorgi believed that by examining the language participants

used to describe@henomenojresearchers could produce a generalized structural

description of that experiencéccording to Husserl (1982 008 ) “nat ur al C O ¢

beginswi t h experience and remains within expe

was important to examine how the same experience is expressed differently in different

people. Since the experience can only be lived byghsicipant, the best way to@ass

that experience is through the participant
Giorgi was very much interested in developing a method that would be

applicable to the discipline of the research&ny discipline can use theimiquelens

with  Gi or gi Adoptingeatllsacd .pl i nary | ens all ows, “t

implications of the everyday facts and meanings contained in the description in a

di sciplinary | i8@)hlwilusé tehealth gromotio2 &3@e& of p .

Primary Health Care, more specifibathe principles ohealth promotioroutlined in the

Ottawa Charter for Health Promotion (19&6)d the Baby Friendly Hospital Initiative

(2018) adensesto view this research phenomenbbelieve using the language okth

Ottawa Charter will be meaningful to those who utilize health services research, as it

containdanguage that is familiar to cliniciansealth researcheasd public health

practitioners.Furthermore, the Ottawa Charteas delineated action strategdileat 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 areacommon method of dataollection in qualitative research
(Denzin, 2001Morse, 2016Warren, 2002).Technology has transformed the way we
communicate and almost every parttod waywe live our lives, including how we
conduct researchrraditionally, synchronous facto-faceinterviews were the norm in
qualitative researgthowever, with recent advancements in technology, it is now
possible to conduct interviews or collect descriptions through email and other forms of
computermediated commuaoation (Opdenakker, 2006)G i o r (§9i70, 1085, 2005,
2009)DescriptivePhenomenologicallethod is nordirective in itsapproach, which
lends itself natullly to the use of asynchronous forms of communication (independent
of time and settingsuch as emadr an onlinesubmissiorform. In agreement with
Gi o r B0D9 nethdd, participants eveasked to write a descripguwesponse to an
interrogatory stament. The statement as Please describe your experience of
breastfeeding after a traumatic birtlDescriptions of research phenomenaarev
collectedthroughasecure, encrypted, anonymous, online submission fdime.online
submission form containedtext box, similar to the appearance of emalking this
form wasmore secure than using email and nedjfie necessity of having participants
create a false email addrdes anonymity purposesThe onlineform was ceated in
consultation with a SenidComputer Programmer and expert in data security
Participantsvere able taletermine how much information they wedto share in their
descriptive response; thegudd share as little or as much as they wighTheycould
also choose to writdheir submission in a word processing program and copy and paste

it into the text box, allowing them to edit what their submission offli@ezen the time
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constraints of my degreerdquestedhat participants complete theirsibeiption within
two montts.

With anydata collectiortechnique there are advantages and disadvantéges.
disadvantagef researclusing computemediated communicatias there is always the
overlying risk that technical problensuch as the participaior researcher missing tex
thatcould impact the data collectigilawkins, 2018) | believe that the advantages of
usingan onlinedata collection strategy greatly outweigh the disadvantages

First, using anlinedata collection strategy means | aot limited by
geographicdcation this allows me to access a larger possible pool of participants
(McAuliffe, 2003). This is of specialcomsd er at i on because of
population. Secondpnline data collection cashecreaselata collection time; it is
convenient for both researcher and ggrant because they do not need to set out a time
to meet. (Bampton& Cowton, 2002Bowden & GalindeGanzalez, 2019lurray,

1995) | am onastrict timeline for my degreeo this was an important consideration
for me. Third, because thers aninherent level of anonymity ianlinecommunication,
there is less presre for the participants to conform and they have more time to reflect
on their response without pressukénfortunately this privacy means there is aof
nonverbal and social cuéBowden & GalindeGonzalez,2015;akeman, 1997)

However, Fawcett and Buhle (1995) found that participants actually disclosed more
intimate deta# of the research phenomenon over email than they didddeee. This

is particularly advantageous for this research, given our cuéndsto ignorethe

existence of birth trauma and focus on the healthy arrival of baby instead.
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Beck (2005) used entanterviews to gather data for a number of her qualitative
studies related to birth traum&orty motherswho had participated in her research
shared wih her the benefits they experienced in participating in qualitative email
interviews. Participantshared that their participatiom the research was positive.
Beck’' s ( 2Dobthe)r experieadegysaled that after participating in the email
interviewsmotherdfelt: listened toless aloneand empoweredMothersalso shared
that their experience with the research helped them to process their birth trauma and
made them feel as though they wereegia voice to help othe(Beck, 2005).For
mary motherswriting their stories became a way for them to make sense of their
experience.Onemothershared,
It gave me a clearer picture of my experience than just talking about it. So many
things went wrog with my labour. | had been trying to summoa ghresence of
mind to summarize it. My story | 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 participao externalize their experience
and reflect pon the foundational meaning of the experiemea (Manen, 1989)van
Manen (1989) asserted tHatriting abstracts our experience of the world, yet it also
concretizes our und e . sAtcardirgly, hbgliewe that thdéiuse wor | d
of online writtendescriptions \@sadvantageous, as it adparticipants in
understanding and sharing their experiendescused expressive writing, whereby an
individual discloses a traumatic event, has been shown to have a positive effect on well
being and pdstraumatic stress symptorflyers et al., 2018; Di Blasio et al., 2015;

Smyth & Helm, 2003) The use ofomputer mediatedata collection is alsbeneficial

44



in illuminating the meaning behind an experience, which is in agreement with the goals

of this research.

Recruitment

After receving ethics approval, a recruitment not{@égpendix A)was posted
online to various parenting Facebook padregicipantswere recruited througla
recruitment notice posted to tf@lowing Facebook pageBreastfeeding NB
Allaitement,Maternal Care in Bw Brunswid, Birth Trauma Ontaridylaternal Mental
Health MattersBirth Trauma Canad&)bstetric JusticeKings County Family Resource
Centre andEvolutionary Parenting

The sample asself-selected parents who attempted to breastfeed after a
traumatc birth. It was aknown limitation of the study that individuals who particighte
in this researchequireda certain level of written literacy and computer literacy, as well
as access to an electronic device with interitas important to note th&4% of
Canadiandavepersonal internet accesStétistics Canad2019). Parentscommonly
access the inteet for both parenting information and support (Declercq, Sakala, Corry,
Applebaum, & Herrlich, 2018 Demirci, Cohen, ParkeHolmes, & Bogen, 2016)

Despite the limitations of this research there is evidence to suggest high risk parents are
using the inérnet to access parenting information at equal rates to other parent groups
(Baker, Sanders, Morawska, 201 06ve, Sanders, Metzler, Prinz & Kas013; Metzler
& Crowley, 2012).

| wasnot concerned with how mudime has passed since the experience of

birth trauma and therefoilid not recruit participants who experienced birth trauma
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within a certain window of timeln her research on birth mennes Simkin (1991)

found that birth memories persist over the course of the lifetime and waanesgcall

speific aspects of their birth, particularly how they were made to feel, 15 to 20 years
later. The amount of time pass&dsnot a consideration whans i ng Gi or gi ' s
met hod, as the method is more conceof ned

the phenomena, rather than an objective retelling of events.

Inclusion Criteria

To participate in the research participants must have metltbeiftg criteria
1 Experienced a traumatic birth and attempted to breastéeedessful or
unsuccessful)
1 Adult over 18 years of age
1 Able to write in English
1 Willing to write abouttheir experience and subnahline

1 Had access to a computer or device witternet 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
experiencetheydo not wish to generalize results to a large pajah Thereforeit is
not uncommon for qualitative studies to utilize small samples §{zesich &

McKenzie, 2006Gentles, Charles, Ploeg, & McKibbon, 2015; Marshall, 2996
Qualitative research is concerned with detailed descriptions of a phemoarehthe

“quality, |l ength and depth of i rdthervi ew
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sample (Morrow, 2005, 255). Giorgi (1985) explained that illuminating the depth of a
phenomeanis tantamount to his phenomenological method, to do thisrdagquire
a large sample.

All descriptions from participants that met the inclustoteriaand sibmitted
descriptionavereincluded in the analysisynthesis phase of the projedthere is no
preferred number of participants in conducting phenonogindl research butt was
anticipated thaa small sample would provide sufficientlghidata for th@perended
researclguestion Due to the nature of degree requirements and time constraints
aimed for a rangef 1 — 8 participants

Despite the godb recruit a small samplegeruitment exceeded expectations.
There was a tremendouspense to recruitment and 43 participants were recruited in
two weeks. After two weeksecruitment was terminated and the online submission
form turned off inorder to allowadequatdéime for the analysisynthesis phase for alll
43 participants.Over thefollowing weeks the webform continued to seereased
traffic with upwards of 10®its, implying recruitmentcould have continued
successfully, howevehé ope of the research atiche constraints for analysigointed
to the need to terminate recruitmearly. This enthusiastic response to recruitment
spoketo the timeliness and perceived need to conduct this research.

Although, the sample was much largean anticipated, data reduction
techniques were not utilizedue to thesensitivenature of tle research topia decision
was made to analyze all submissions receiRata saturatiomas not taken into

account as is not of concern when utilizing QGiog i S met hoekpressstos e ac h

of thought from garticipant presents an opportunity f@winformation (Giorgi,
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1970). Every written submission held intrinsic value in the understanding of
breastfeeding after birth trauraad analyzing all desctipns served to preserve the
nuance present in the written descriptiogdliott, Fischer & Renie (1999)arguedhat
analysis is complete whehe data is grounded in examples, creatingntegrated
understanding of the phenomenon while conservinguh#esies of the experience.

Excludingsubmissions would have felt a disservice to the paatitgand the research

| was honoured to be privy to the retelling of pivotal moments in the life experiences of

these participants

Ethical Considerations

The research proposabsapproved by th&®esearch Ethics Board at the
University of New Brunswiclafter review by the Faculty of Nursing Ethical Review
Committee Ethical principlesverefollowed, in agreement with the F€ouncil Policy
Statement (2003).

Self-Determination The first page of the online submission form contained the
Letter oflnvitation (Appendix B) written at a gradélevel, according to Flesekincaid

readabilitystatistics. The Letter of Invitationdiscloseitheresearh er ' s past
birth traumathe purpose of #hresearchprotection of privacy, potential harms and
benefts, and instructions for participating in the researche letter emphasidehat
participation was voluntary, participants could withdraw attang. No participants
chose to withdraw fromthe studfh e r esear cher ' s contfact

emailaddressvasprovided to participants in the event they veidto contact tke

researcher regarding questions or concerns related to the research pragaionally,
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my supervi sor @ swasliestedfaa wetl aie nohtact imoemadn éorthe

Assistant Dean of my graduate academic upérticipants could only it a written

description if they moved on to the second page of the online submission form by
clicking “yes” to the statement ttol i ndicat
parti ci pat e,lacated atkhe Isttom efshe lattercohirivitati If they did

not consent, they could simply exit their internet browser.

Confidentiality andanonymity. Online writtendescription submissionsese
saved ora USB stickwith no identifying information.All written submissions received
through the secure confidentiahline submission forrwere deleted from my personal
computer after being saved to the USB stitke USB stick andny printeddocuments
werekept in a leked cabinet After 7 years thewvill be securely destroyed by a
confidential serviceldentifying information such as namegographical locations,
hospitals, and health care professionasesemoved from the descriptions and from all
print and elegbnic copies.Pseudonyms &re asgned toparticipants to ensure
confidentiality and anonymit lhordentoatideessd | i n g
heteronormative bias, pseudonyms consisted of geredral names

Privacy. Written descriptions erecollected via a secure onlimesbform andall
informationwasencrypted.To protect privacy in disclosing a traumatic event, it was
advised that no demographic data be collected from the participémgnline
webformwascompletely anonymouand ro identifying information was collectedNo
IP addresses or analytical user dagescollected by the serverelonline submission
form washosted on After data collection the submission fopagewasremoved from

the website anthe home page was matie Debriefing Form(Appendix C)
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Whenresearch findings are presented no one will know the identity of
participantsParticipants wreasked towrite their description in the textbox or attach a
text file in the space providedParticipants who express an interest in the results of
the study will be provided with an executive summary of the research. Participants will
be informed of the dissginated research at the URbme pagéor the online webform.

Protection from Harm and DiscomfortParticipans of this study wreasked to
write a written description of their breastfeeding experience following birth tratifma.
use of a written desctipn affordedthe participants ample consideration of what they
wishedto disclose in their descriptiorSendng descriptionslectronically online
allowed participants to be deliberate in what they staveth the researchent was
possible for partigants to read and reread their description and thoughtfully consider
aspects of their experience they vadio divulge.

Participants in previous research hdeend thatsharing a traumatic experience
can sometimes have cathartic or stregglieving, improving thevell-being of the
individual (Ayers et al. 2018; Beck, 20Q5)Focused expressive writing, wiedy an
individual discloses a traumatic event in writing, basn shown to have a positive
effect on postpartum webeing (Ayers et al., 2018; Di Blasio et al., 2015; Smyth &
Helm, 2003; Crocker, 2017Hence, it was nadnticipated that participantsowld feel
distressed in sharing a description of their expegeit is important to note that
individuals whowerenot ready to share a description of their breastfeeding experience
after birth traumadikely chose not tgarticipate, as themgereno inducements to

participation.
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Because ther@asno time limit onhow long ago the birth trauma occurred it
waspossible that the event happened many years ago and the part@paetnporally
far removed from the distress caused by that experieneas émphasized in the Letter
of Invitation that participation ithe researciwasvoluntary andccouldbe withdrawn at
any time, including but not limited to the onset of feelings of distress or anXityle,
there are no known risks to providing a writtescription of the breastfeeding
experience after birth traumia was possible that written descriptions of birth trauma
may cause Hiving of the traumatic event, causing anxiety or distrésg.Debriefing
Form (Appendix C)explairedsigns of distresand where to access various forms of
support and selfare Additionally, participants ereencouraged to contact their
primary care provider, such as their family physician, nurse practitioner or their local

mental health services, in the event thwaye feeling anxiety or distress.

Issues of Rigour

Rigour is a concern in all forms of researé&esearch consumers want to know
that the research is trustworthy and us@fldnry, 2015Roberts, Priest, & Traynor,
2006) This is particuldy important in health care research, as researcbed by
stakeholders and decision makers to informdtbeisionmakingprocess. Health care
research can inform all aspects of health care from broad policies to the clinical care
provided at the bed$e. When evaluating qualitative researsimbert, Adler, Adler, &

Detzner (1995%tated that it is important to keep in mind the goalsualitative

research. Qualitative research is concemieédt h “dept h rat her than

understand why and how people make meaning of their lives (p. 880). Therefore, a
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checklist of criteria that would be useful in evaluating quantitaggearch is much too
prescriptive when applied to qualiive researcfBarbour, 2001) Checklists do not
automatically ensure rigoulVe risk losing the unique role of qualitative health services
research if we attempt to make qualitative research conform to technical fixes, without
corsideringaims and research desigigarbour, 2001)

As an alternativeStige, Malterud, and Midtgarden (20qG8ppose adopting an
evaluation agenda that uses the acronym EPICURie.first half, EPIC, looks at the
ability to produce rich data throbhgngagementprocessinginterpretation, and (self)
critique. The second half of the acronym, CURE, refers to the consequences of the
research includingyritique, usefulnessrelevance, anethics. Reflexivity is expected in
each component of EPICURE. The agenda willtdeed as the research progresses
However, | will touch briefly upon each aspect.

First, engagement, which includes a certain level of personal involvement and
selfreflection wthin the study, is integral to qualitative researthad a high level of
engagement with my project asviassomething | d personallgxperienced and
somehing | am regularly exposed to pser breastfeeding supportérspent time
reflecting on myexperience andontinuedo reflect upon my role in the research
processusingjournaling.l ncl usi on of the researcher’s
within this thesis were also important in enhancing the auditability of this research
process.Procesingbecamean important aspect of my research during the analysis
stage but also throughout the project by being reflexive during data analysis and

presentatio stagegStige et al.,, 2009)Arefle x i ve awareness of how
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theoretical reference and preconceptions may influence the data satisfies the
interpretation aspect of the agenda

Trangarency in the research process alasenhanced by my continuing
disclosure of my relationghiwith the phenomenon under studshis was a crucial
aspect of the research process, as Giorgi (1975) believed that phenomenological
reduction hingesonthesee ar cher ' s abil ity to clearly si
experience with the phenomenohdditionally, having personal experience with the
research phenomenon gives researchers valuable insights into the experience that others
are not aware of (Johtos, Wallis, Oprescu & Gray, 2@). It could be argued that
those withinsiderexperienceareprivy to specialized knowledge of tpenomenothat
outsiders are not. West, Stewart, Foster & Usher (2013) who also had personal
experience with their research topic state
will never come to realize the rioass 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 firstperson voice throughout this thesis. Third person writing may have the effect
of distancing the researcher from the participantsn In@t distant from my participants,
as we share commonalities. Writing in the fppstrson voicalso servedo increase
reflexivity, as reflexivity involves critical selfeflection. Reflexivity was reinfoced
through my use of a firgterson voicanddisclosure of personal relationship with the
phenomenon of interest as the research progre$selisclosing my personal
experience and reflections throughout the research process | was continually eimgaging

self-critique. Use of the firsfperson voicavas done to increase reflexivity, to convey
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continual seHexamination of myself as the researcher and as critique of my relationship
with the unfolding research process.

Along the same line as critiquesafulness is concerned with how the research
will be usedStige et al(2009)suggestdthe researcher ask themselves questions such
as, how does this research apply to-veatld problems? Or howsithis research useful
for decision makersThese are questions that present in all stages of the research
processbut | address them in Chapter V. Relevance refers to how a study contributes to
a discipline or a body of knowledgés this arelevant dbpic of investigation?This is
best addressed/ lexplaining how the research fits with and builds upon existing
research.In my own research this is addressed in Chapters Il, my review of the
literature, and in Chapter VThe incredible response to dagruitment reinforced the
idea that this topiwvas relevant and of great importantastly, Stige, Milterud, and
Mitgarden (2009) stresslthat good qualitative research must follow ethical principles
including confidentiality and informed consent. rthermore, the researcher should
always keep imind the potential consequences qualitative research can have on
participantsas was addressedthe ethics section of this chapter.

Additionally, to enhance riganembers of my committee reviewadpect®of
my analysis synthesgage Giorgi (20®) expressethat he was not in agreement with
expert verification of findings, as it established face validity, not genuine vadiadity
findings should be justified from the data, not with the addition of aexg@ert. When
performing member checking ahalysesijt had to be kept in mind that the meaning
takes precedence over | i n¢gamasytrelatonstdip f f er enc

bet ween the intuited meaning @R20@D, pt20 wor ds
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Whileitwasnotanecessy st ep in using Giorgi’'s Descr
Method, my committee felt it prudent to perform aspects of anadysithesis together,
as | learned the proces@verall, Giorgi articulates that the usemember checking is
the result of employingn empirical lens, n@phenomenological len&iorgi, 20®),
however | would note it may be a necessary step in gaining knowledge of the method
This chapter began by explaining the importance of qualitedisearch methods
in health research, espetyah investigating little know phenomenon, such as the lived
experience of breastfeeding after birth traurHaalthservicegesearchers can use
phenomenological methods produce researdhat is humanistiand patiententred
(Morse, 2016).Thefocus of this researclvasto describe the lived experience of
breastfeeding after birth traumBy discussingphenomenology, as both a philosophy
andaresearchmethdbd i | |l ustrated the Deggptvepri atenes ¢
Phenomenologicallethod for illuminating this research phenomendaiorgi (2011)
requires a disciplinary lens through which to view research datagl thus@©ttawa
Charter as it shares wiiheromenology a common regard for the human expee of
health. Consideration wadsogiven to ethical principles that will be upheld in this
research projectAs with all research, my aim is that my reseasdnustworthy and
useful. To address issued rigour | introduced an evaluation agendattban 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-ttunegy

i ndividual s | i v e dingeakep a trauneaticcbetls. Aogeneralized a st f
structural description of the experience of breastfeeding after birth trauma was elucidated
using Giorgi’s (2009) De s dwilidsdugstiieeanaRdise n 0o me n
synthesis of the written desdiigns to heighten knowledge of the multifaceted experience

of breastfeeding after birthtraum&i or gi s met hod i s deli ber at
defined, yet the process is also inherently iterative amg much shaped by the data,

enabling a syntrsés of the essential structure of an experience (Laverty, 2003). The
purpose of this process of analysigthesis is to strive for meaning and arrive at a place

of shared understanding, through the evolveroéatcollective statement concerning the

lived experience of a phenomena (Laverty, 2008p i ct or i al representa
Descriptive Phenomenological Methaslas developedto illustrate the fivesteps

undertaken in synthesizing a generalized st description. This pictorial

representatiois avisual reminder of the proceasdis presented in Figure 1.
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Figure 1. Pictorial Representation of Gior
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Written descriptions were analyzeudlividually for each participant, with Steps
1 through 4 pdormed consecutively for theBparticipants.One other submission was
excluded from analysis, as it did not meet eligibility criteria describing the breastfeeding
experience after birth traum&or cl arity | will explain Gi
the analysis process for Stepthfough 4, followed by an example of how | worked
through the process usibhgop ar t i c i pTheintérveeavohgf taa data and
analysis will enhance the treparency of the analyssynthesis process and give the

reeder a heightened under st an@0D3nethadf t he t hec

Conceiving a Sense of the Whole

Step 1:Conceivinga Sense of the Whole involved reading each individual written
desciption in its entirety. Rereading submissions several timesnderstanding was a
necessity tdake into the miné global sense of the whole. While reading, it was
tantamount to consciously bracket previous knowledge of the phenpwignh is why
theFigure 1 showphenomenological reduction overlyiad stgs in the processsiven

my personal experience of breastfeeding after birth trauma it was imperative that | hold
myself accountable in acknowledging my previous familiarity with the experierniie, w
also consciously distancing myself from this impligibkviedge. Giorgi (2009)
emphasized that this action was essential in reaching phenomenological reduction, as
“we are constantly evalwuating our present
91). This also meant that while reading | had to purgasati apply my knowledge of

the Ottawa ChartgiVHO, 1986)or the BabyFriendly Hospital Initiative WHO,

20183.
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During this process | had to be very cognizant of my own thqugleesses,
personal experiences, and previous knowledge. Readoumnteve a sense of the
whole is deliberate and consciousSiorgi (1975) urges researchers to refrain from
rushing through the analysis process after the initial encounter with the paptia nt * s
words. Giorgi (1975, 198%, 2009) proposed that the researcleadrand 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 bringggtbrmation
into my consciousness to ensure | was able to separate my experience and preconceived
notions from those of the participantBhis was important, as my personal expece
informed my view that birth trauma could impact breastfeeding arahted to ensure
that | allowed myself to take notice of the words and experiences the participants were
conveying through their written word. Below is a journal excerpt writtemdustep 1.
July 23, 2019
Reading the words of the participants has leeh enlightening and
disheartening.Upon initial reading of severaubmissions|, have felt an
overwhelming sense of kinship to these parents, as so many of their experiences
have echoed my own traumatic experience. Atthe same time, | am acutely
awareof how each experience is individual and differs from my o#s.
Catherine [myhesis supervisor] has suggested, | 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 providedmei t h gl obal i nsights into p:
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and given me time to refleapon their words without automatically contrasting
it to my own experience.

Later when reading submissions for the second and third time | wrote.
September 3, 2019
| have sarted rereading descriptions again with purpose, attempting to be
conscious of thevords and feelings expressed in the descriptions, paying
attention to my own feelings when | read. The descriptions are powerful and |
will admit sometimes | have cried. Wing down keywords has enhanced my

ability to understand the whole of eachpartgant ' s experi ence.

Identifying Meaning Units

Step 2: Identifying Meaning Units began aftenceivinga sense of the whole
description was completedVritten descriptiongan be long and it is necessary to
isolate meaning units to make analysis mandgg&iorgi, 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 theiflameaning fluctuates.
Determining meaning units involves rereading descriptimra the beginning and
delineating where a shift in meaning takes plagénerever a shift in meaning occurs, a
demarcation, such as a forward slash, is plaééehaning unis were identified in this
manner for all participants. As meaning units weratified, | respected the
phenomenological process, centering the lived experience of the other (Giorgi, 2009)

and contemplating the meaning of the experience of breastfestindpirth trauma.
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Giorgi (2009) acknowledges that the identification of megmuinits is subjective
and that no two researchers may uncover the same meaningTum#ss of little
consequence, as it will depersd tanitthyéd raende
ul ti mately matters i s howrgn209np. I1IB@Inuni ts ar
regards to errors in the creation of meaning units, Giorgi (2009) asserts if meaning units
prove too short or too long, the process is-seffectingin that it will become evident
that analysis cannot proceed to the next step metning units are cleaved or

conjoined.

Identifying Focal Meanings

Step 3: Identifying Focal Meanings involves taking the everyday language of meaning
units and transformg them into phenomenologically meaningful phrases. This step of
analysis is ofte 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 siting with what was read, allowing the possibilities of meaning to manifest
(Aquino-Russell, 2006).

After rereading meaning units, | had to discern which units were illumgqaf
the phenomenon under studio transform meaning units, the everyday laage of the
participants was elevated to a higher level of discourse while still retaining meaning.
More specifically, focal meanings are comprised of language consistarthei
disciplinary lens.For this research, this meant that focal meantoggéaned language

commonly used bhealth care providers, researchers, and policy makers working in
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perinatal health Transformation of meaning units to focal meanings requiratl

imagined and weighed each meaning unit to elevate its expression. THe actua

transformation process hinges on the resea

from the facts presented, empl oyi A32). “free
What this means is that the actually given data are imagined to be differan
what they are in order to ascertain highel 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:Synthesizinga Stuated Structural Description (SSD) involves further revision
and contemplation of participant focal meanings until an SSD is produtéokming
t he SSD, *“ fotuses onaevkattlerpartitipant was aware of and actually lived
unawarefullytote ext ent that such factors reveal
Focal meanings form the basis of the SSD, coalescing to form a cohesive description of
the structureoch par t i ci p a inkestablishegearhkSs0 | eomtmeed to
reflect uporthe words of the participants, synthesizing focal meanings into a cohesive
description of the meaning of breastfeeding after birth trauma for each participant. Each
SSD maitains 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, lwould first like to demonstrate the process taken for Stepsoligh 4for

two paticipans. My hope is that providing this example will illuminate the analysis
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synthesis proces#t times the process of qualitative analysis can seem obscure, as the
reacer is not always privy to the intricacies of the analytical process; makingabessr
transparent to the reader is one way to enhance the integrity of the research (Tuval

Mashiach, 2017).

Participant Examples

| will outline the first four steps of analis with participard Quinnand Aubrey
(pseudonyrg). This will provide awarenesd the analysis process taken for each

participant’s data and how the steps devel
Quinna n d A udescripois will provide aconcrete representation of the analysis
synthesis of each description.
Quinn. Step 1Conceiving é&Sense of the Whole: Quinn felt unprepared for the
events surrounding birth and the immediate postparflimey faced a lack of
breastfeeding support andgrdreatment from health care providers in hospital,
compounding their traumaReliving these traumatic experiences caused Quinn to doubt
self and own capacity to breastfedd.order to breastfeed Quinn had to persevere

through postraumatic stress sypioms.Readi ng Qui nn’ s descri pti
Qui nn’ s e x p eve beenrbetter had baalth daretpviders not missed the
opportunity to support a vulnerable, traumatized parent.

Steps 2 and 3: Idenyiihg Meaning Units and Identifying Fockleanings: The

following meaning units and focal meanings were elucidatedfram @ n’ s descr i p

1. A. Meaning UnitQuinn
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My daughter was born very quickly via an emergeneseCtion after my water broke

but there was no indication of labour startingquick assessment revealed that she was
in a footling breech position and | wagjo@ing to dilate quickly so surgery needed to
happen immediately to prevent complications.

B. Focal MeaningQuinn

Experience of a precipitous labaamd infant malpresentat necessitated the need for
an emergent surgical birth.

2. A. Meaning UnitQuinn

| was told | would be able to see, hold, and even possibly nurse following her delivery.
However, during the surgery the doctors discovered the cadwapped around her

neckmultiple times and she was stuck/hen she was delivered, she lost oxygen and

needed to be assessed immediatdlg.one told myself or my husband what was
happening but | knew somethingightaveapn’ t r i gh
Once she wasrbathing normally and crying, they brought my husband to see her, but

left me alone in the table, not sharing details with @ger 15 minutes passed before

they brought her to me for a quick meet before she and my husband kegréata

recovery.| was ®on behind 15 minutes later. | nursed right away and began skin to

skin.

B. Focal MeaningQuinn

Feelings of reassurance of immediate gkhkskin and early breastfeeding initiation were
shortlived, as the infant experienced bigbphyxia during delivergnd parents were

subjected to lack of communication from health care professionals.

64



3. A. Meaning UnitQuinn

A few hours later, we noticed that she was quite jittéiye r bl ood sugar s
stabilize and she had to be admittethi NICU for assessmente were separated
again while she was admitted and once, | was able, | went to her side.

B. Focal MeaningQuinn

The immediate postpartum period was punctuated with additional separation due to
signs of hypoglycemia in the infant.

4. A. Meaning UnitQuinn

Thenurse whose care we were in [within] the NICU was clearly not supportive of
breastfeeding and kept bullying me to give her a bo#tlsone point, while struggling

to get her to latch, she accused me of starving my baby (gttihiswe were both

hookedup to IVs and monitors, myself being quite sore after surgery and trying to nurse
in a very uncomfortable wheelchait.was about 30 hours postpartum) and without
consent, she grabbed my baby and roughly pushed her mouth obteasy, then
demanded feed her a bottle (she was inconsolable by this pother times she
“suggested “1 rest i nlleayediaercsine wasttired oivhei ¢ h
trying to breastfeed and wanted to give the baby a b@the. alsaefused to call any
lactaion support for me, refused to bring me a pump or help me access donor milk. It
was brutal.

B. Focal MeaningQuinn
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While experiencingpostoperativepain, Quinn was further burdened when care offered
in the NICU was unsupportive breastfeeding, characieed by coercive tactics,
maltreatment, violations of consent, and outright repudiation of routine lactation support.

5. A. Meaning UnitQuinn

When we were discharged, | worked very hard over the next 24 hours to bring my baby
back b the breastl was veryfortunate 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 UnitQuinn

However,due to the trauma fronh¢ birth as well as the care in the NICU, | had many
seeds of doubt already sown into my head and became very ankigusisband and |
kept a thorough diary of diaper output and brought it to every appointment to
demonstrate sh&as getting enoughwe dso invested in a scale to closely monitor
weight.

B. Focal Meaning

Birth trauma and mistreatment in the special care nursery contributed to feelings of

i nadequacy and anxiety, | eading to Quinn’s

weight.

7. A. Meaning Uhit-Quinn
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I often couldn’t sl eep (Rbecauselywoudalweyl onwa s
the events of her birth and would replay it in my he@ften, when | was struggling, my
self-doubt came in the form of the NICU nurse yelling about me sy baby. This
carried on for many months until | had an appointthwéith my care provider who

shared the birth notes with me and diagnosed me with postpartum anxiety.

B. Focal MeaningQuinn

Infant displayed nor mal i mfertahlhealts dufeeeedhi n g
as their postpartum period was fraught witvid flashbacks and ruminations of the
negative hospital experience.

8. A. Meaning UnitQuinn

Despite all of my mental health challenges my baby thrivetid enjoy breastfeeding
and staycommitted to it. It did help relax me and | knew if | quit, it would not help my
mental statel am nearly 12 months postpartum and still nursing. | noted my anxiety
begin tolessen around 6 months and at that poinédane so much easidram
extremdy proud of my tyear mark and plan on continuing for as long as we can.

B. Focal Meaning®Quinn

Dedication to breastfeeding facilitated improvements in psychological wellbeing,
leading to feelings of pride and a reneveedhmitment to continue the breasifiing
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 birthitial reassurance of immediate isko-skin
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and early breastfeeding initiation was sHored, as their infant experienced birth
asphyxia during delivery and parents were subjected to lack of communication from
health care professional3he immediate gstpartum period was punctuatediwit
additional separation due to signs of hypoglycemia in the infamidst their ownpost
operativepain, Quinn was further burdened when care offered in the NICU was
unsupportive of breastfeeding, characterized by ogetactics, maltreatment,
violations of consent, and outright repudiation of routine lactation support. However,
successful | actation was established after
effort and determination. Birth trauma and mistresitnin the special care nursery
cortributed to feelings of inadequacy and anxiety, leading to obsessive documentation of
infant output and weight by both pareni3espite optimal infant sleeping behaviour,
Quinn’s ment al heal tulmpesiad fvds daughtiwithvavid t hei r p
flashbacks and ruminations of the negative hospital experiénstadfast dedication
to breastfeeding facilitated improvements in psychological wellbeing, leading to feelings
of enjoyment, pride and a renewed commitnerdontinue the breastfeeding
relaionship as long as mutually desireéor Quinn breastfeeding after birth trauma
meant persevering through mistreatment and lasting symptoms of trauma to emerge with
feelings of healing and fulfillment in their breastfegdjourney.

Aubrey. Step 1Concéving aSense of the Whaléubrey experienced
mistreatment and violation of their rights during birffhey experienced postaumatic
stress symptoms. Physically caring for their infant was triggerligir experiene
caused them to distrust the hbatare 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 Aobrey s description.

1. A. Meaning UnitAubrey

The midwife who attended my homebirth violently assaulted nseveral ways during
labour.

B. Focal Meaning
During their homebirth, Aubrey experienced gross mistreatment and violations of bodily
integrity from a heal professional.

2. A. Meaning UnitAubrey

She threatened me and forcibly raped me to perform a vagenal @xd at one point
violently smashed on my stomach after the birth claiming to be performing an
assessmenthich several different medical personnel hawe assured me should
never involve the kind of pain and force, she chose to assault me with.

B. Mearing Unit- Aubrey
Aubrey was pressured and forced to undergo physical examination in the absence of

consent. They felt physically violated, the healttecarpr of essi onal ' s behe
injurious andAubreylater learned from other health professionals tiatamount of
force used during the examination was indeed excessive.

3. A. Meaning Unit Aubrey

| suffered flashbacks and nightmares for the first ninethsoand was very triggered by
touch.

B. Focal MeaningAubrey
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Aubreywas hypervigilant after their lbir trauma, and experienced intrusive memories
and recurrent traumatic dreams.

4. A. Meaning Unit Aubrey

Breast feeding went well in terms of milk supply ameight gain for my newborn
daughter but my touch triggers were always being set off if my baby kmesdlomach
or bit down on my nipple and startled me | would have a full panic attack or flashback
again.

B. Focal MeaningAubrey
Lactogenesis and infagtowth were uncomplicated for Aubrey, however if the infant
unexpectedly touched them duribgeastfeedinghey would experience painful
memory recollections and feelings of panic.

5. A. Meaning Unit Aubrey

There were so many timedere that would happema | would have to hand my
daughter to my husband and run to another room to cry and rock back and forth while |
lived through the assault again even though it was only my sweet little baby's feet that
had brushed my stomaclkomeimes the overwhelm of gster feeding would set me off
into panic just from being touched so much and feeling trapped without autonomy over
my body.

B. Focal MeaningAubrey
When these feelings surfaced Aubrey would pass their infant to their partner tand go
another room to sobnd relive painful memories. Cluster feeding was especially

overwhelming, triggering memories of their loss of bodikggrity.
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6. A. Meaning Unit Aubrey

| also had anxiety and hypervigilance around trying to protect myself aribyythat |
was gettingalmost no sleepEven when my daughter was sleeping quite well for long
stretches, | was awake watching for anyone who might come back into our home and
attack us again.

B. Focal MeaningAubrey
Aubr ey’ s anxi outherslsep deprivatigreven Wwhert theeid infantowas
sleeping wellAubreystayed awake fraught with worry over potential future assaults.

7. A. Meaning UnitAubrey

We persisted through breastfeeding even though it was very difficult on my mental
health and eventually found techgues to help calm the PTSD symptoms so | wasn't
having full flashbacks anymore by one year dilly daughter is now 1.5 and still
breastfeeding.

B. Focal MeaningAubrey
It was difficult for Aubrey to persevere through lactationhaeit fragile psychologi
state but byneyearpostpartumAubrey was able to emplelf-strategiedo alleviate
their posttraumaticstress symptomsAubreycontinues to maintain lactation into
toddlerhood.

8. A. Focal MeaningAubrey

| reported the midwife and nothing was doryetlie governing college since the midwife
says it never happeneéven though myself and my husband and doula were all
witnesses theyrdy believe the midwife.Going through that just to find out there is
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absolutely no protection to patients from medpralfessionals who commit assault
made it nearly impossible for me to go to the doctor or even a therapist knowing what
they could potetnally do to me and get away with.

B. Focal MeaningAubrey
When Aubrey informed the appropriate governing bodies of thistreatment during
childbirth, their experience was denied, despite the corroboration of witnd3sss.
experience coupled with tinéirth trauma has caused them to develop an extreme
distrust of the medical system and all healthcare providers,megetal health
counsellors.

9. A. Meaning UnitAubrey

| strongly feel this would have prevented me being able to access lactation support i
there had been any difficulties with latch or supply which thankfully, we didn't have.
B. Focal MeaningAubrey
Aubreyis thankful they did not require lactational support, as they feel their distrust
would have prohibited them from seeking the appropsapport.
Step 4 Situated Structural Description farbrey.
During their homebirth, Aubrey experienced gross mistreatrand violations
of bodily integrity from a health professional. Aubrey was pressured and forced to
undergo physical examinations hretabsence of consent. They felt physically violated,
the health care professi onalatérkkarneekfltormavi our W
other health professionals that the amount of force used during the examination was
indeed excessive. Aubrey was Bywigilant after their birth trauma, and experienced

intrusive memories and recurrent traumatic dreabagtogenesisral infant growth
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were uncomplicated for Aubrey, however if the infant unexpectedly touched them
during breastfeeding, they would expege painful memory recollections and feelings
of panic. When these feelings surfaced, Aubrey would pass their infdetit@artner
and go to another room to sob and relive painful memories. Cluster feeding was
especially overwhelming, triggering memesiof their loss of bodily integrityA u br ey ' s
anxiousness contributed to sleep deprivation: even when their infasteeasg well,
Aubrey stayed awake fraught with worry over potential future assdultsas difficult
for Aubrey to persevere throudgctation in their fragile psychological state butdne
yearpostpartum Aubrey was able to employ sElfe strategeeto alleviate their post
traumatic stress symptomaAubrey continues to maintain lactation into toddlerhood.
When Aubrey informed thappropriate governing bodies of their mistreatment during
childbirth, their experience was denied, despite the coratiborof witnessesThis
experience coupled with their birth trauma has caused them to develop an extreme
distrust of the medical systeand all healthcare providers, even mental health
counsellors.Aubrey is thankful they did not require lactational soit, as they feel
their distrust would have prohibited them from seeking the appropriate support.
Aubrey, breastfeeding after irtrauma meant persevering through intense- post
traumatic stress symptoms and healthcare anxiety that were the rextieofe
mistreatment and rights violations during childbirth.

| have also chosen to include the situated structural description48f all
participants (see Appendix D), however, due to the large number of participants, | will
not include analysisynthess steps Through3 for each participant. It is my hope that

Quinnand Aubrey s e xswilingrovide insight into the process taken &ach of the
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43 participants. It is uncommon to see such a large sample in this type of research, but
the enthusiasticesponse to the research and the speed at which data was collected led
me to believe that this research was taking place at a ctitrealnd that the

experiences of the participants were of intrinsic value. Perhaps my own previous
experience with thehenomenon imparted a sense of responsibility to the participants
who sought to share their experiences with me. | believed stronglydiees needed to

be heard, therefore, | chose to retain and analyze all 43 participants, rather than employ

qualitatve datareduction techniques.

Synthesizing the Generalized Structural Description

Step 5, Synthesizing the Generalized Structural Description: In this final step of the
analysissynthesis the meaning of the lived experience expressed by the particgpants i
encapsulated by the researcher, explicating the general structure of the pfmmomen
The Generalized Structural Description captures an aggregate of commonalities in
experience, it extends beyond the isolated experience of an individuaughout ths
process it must be discerned which components of the situated structural idescript
reflect the greateBeneralizedstructuralDescription of the experience. It is during this
stage that the researcher is tasked with taking the meaning describecpbytitipants
and expressing it in language relevant to their dis@pjilens(Giorgi, 1975).

In this step | 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 éxsamecthe

generalized structure of the experience. Because of the number of participants this
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became an intensive process in which | grouped SSDs displaying shared meamings, the

categorized them further into more general esstreraef the experiene. Some

SSDs could be categorized into many essences. Table 1 showShswwere

categorized| also gave each participant a number associated with their pseudonym for

ease of reiew in the followingtable

Table 1 Essences revealed by the situatedcstiral descriptions of the experience of

breastfeeding after birth trauma

Essences

Participant number

Physical embodiment
perinatal pain

lactational pain
delayed lactogenesis Il
diminished milk production

Emotional embodiment
impact mental health

posttraumatic stress
symptoms

fear

feelings of body betrayal
guilt

disappointment
disrupted attdzment

loss of control

Affirmative Breastfeeding
Experiences

1,3,5,6,10,11,15,17,18,21,22,232%4,28a,b;30a,b
;32,33,344a,35, 36, 37,38,41,42,43
5,8,13,14,21,25,30a,39,43

4,8,19,26,41

3,4,10,13,14,25,26,31,40,41,43

8,9,11,13,16,17,182,23,24,26,27,32,33,344a,b;3
37,39,41,42,43
8,9,11,16,18,23,32,33,344,b;39,42,43

9,19,23,30b,344a,b;42,43
9,10,16,37,39,42
13,27,34b,37,39,43

13,39,43
2,5,7,8,9,13,17,22,27,33,34a,43
23,27,30b

75



Table 1 continued

Essences

Participant number

atonement to baby
healing experience

increase parenting self
efficacy

positive experience
facilitation of attachment
self-pride

Lactation Support
effective support
ineffective support
IBCLC support
Peer support

Treatment by Health Care
Professional

poor communication
coercian

violation of bodily autonomy
violation of consent
violation of privacy
Mistreatment/disrespect

At the mercy of policies &
practices
separation of dyad

pressure to supplement

supportive policies
unsupportive policies
BFHI specific policies
skin to skin contact
support after discharge

16,27,34a,b
2,7,8,9,10,16,19,21,26,28b,30a,b;32,34b,3 33,
41,43

10,16,20,27,33,35,37,39

12,15,23,26,33,35,37,38
2,7,33
9,11,20,21,30a,b;33,41,43

1,2,7,8,10,12,24,26,29,34%35,37,39,41,43
6,10,11,13,14,16,18,21,22,31,34b,35,38,39,42,
7,8,18,19,29,30a,33,344a,39

12,30a,34b,39,41

4,5,6,11,16,21,37,39,40

6,11,18

4,6,16,32,37,42
4,6,11,16,27,30a,31,32,34b,37,42

37,40
4,5,6,8,11,16,17,18,21,27,28a,30b,31,32,33,35
38,39,40,42

3,5,9,10,11,16,18,20,21,22,25,29,31,35,37,38,%
3
6,7,10,13,14,16,18,20,21,25,28a,31,32,37,38,3
1,43

2,12,33

3,7,21,22,25,38

2,12

2,12,15,30b,33,344a,b;39

1,10,12,39,41
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After finding sharedneaningand essences of the experience, | deliberately
reflected on how the participants’ experie
Ottawa Clarterand BabyFriendly Hospital Initiative practiceslsing the language of
the OttawaCharter, essences were revealed to comprise five statements constituting the
Generalkzed Structural Description (GSDJ.he conclusion of the analyssgnthesis
revealedhe Generaized StructuralDescription for the participants of this research. The
meanng 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 corgathembodiment of persistent
physical anddr emotional pain, sometimesmplicatingparent infant bonding, pointing
outthe need to advocate, enable, and mediate for this population.

The experience of breasttieg after birth trauma imparts navigatirfgactures
in communication and violations bbdily autonomy and consent, confirming the need
for public commitments to the alleviation of mistreatment in childbirth settings through
the building of healthy publipolicy and reorientation of health services.

Breastfeeding after birth trauma encompeseeling at the mercy of
unsubstantiated institutional policies and practices, exacerbating feelings of
vulnerability and drawing attention to the need to reorierglteservices 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 periodpearing witness to insufficiencies in support at the hospital and

77



community level, illumates the need to create supportive environments and reorient
health services.

An increased determination bveastfeed after birth traumaresentsan
opportunityto develop personal skills, allowirfgr healing, atonement, and reclamation

of personal agency in the face of mistreatnamtinadequate suppart
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Chapter V: Discussion, Recommendations for Practice and Conclusion

The Experience of Breastfeeding After Birth Trauma

I n t he Re spmdiveddiselasedsny gesana 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 joy, making transparent what accompanied me on my
research journeWext, | provided a review of the literature surrounding birth trauma
and breastfeeding, highlighting the paucity of research on the lived experience of
breastfeeding after birth traumd.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 patiéttien discussed phenomenologylan
how it was an appropriate methto illustratehe meaningomot her s’ and birt
p a r eerpergncesl discussed the congruency of using principles of health promotion
espoused in the Ottawa Charter asca | ens w
Method and the ethical congrations of undertaking this researt¢lilemonstrated the

analysissynt hesi s process of Giorgi’'s Descrinpt
demonstrating how it aided in illuminating the meaning of breastfeeding after birth

trauma. In this final chapter theameral structural description using the language of the
Ottawa Charter is restored to the words of the participdntdoing so, the findings of

the research are shown to be grounded in the participants own words.

Five esence statements emerged fromthpar t i ci pant s wor ds

general structural description. | 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
thepat i ci pant s’ d e&peremce. While bhave presénted flveeessence
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 &pne, th

are part of the whole.

In aking participants to share their experience of breastfeeding after birth
trauma,everyparticipantconsistentlyshared intimate details of their birth trauma
experience.Not a single participant left out the events surrotiair birth. | believe
this highlights that bth 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 entirdtthe postpartum
experience, inading lactation.For many parents therveaslittle demarcation between
where the birth trauma ended and the breastfeeding experience began.

While | had not explicitly asked for ¢éhbirth experience be shared nor
exclucedfrom the breastfeeding experient¢hink 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 expeseparatérom the birh
experience is futileParticipants words demonstrated thappens in birth has
repercussions for breastfeeding.

In in thischapter] have at times drawn on quotes from the birth experience that
do notdirectly impart the breastfeeding experiergeaft er r eadi ng t he par
words it was cleanere was no abrupt change where the birth trauma expelbiename

the breastfeeding experience, they were ddescriptions revealed the experience was
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filled with nuance and the breastfeeding experiem&e not a discrete experience
occurringin isolation from thebirth trauma In light of this, inmy discussion of the
following essencstatements deliberately draw on descriptions of both birth trauma

and breastfeeding to draw attention to their cotauness.

Essence Statements

The pain of ith trauma is destabilizing of the lactation proceBseastfeeding
after birth trauma involves the initial and sometimes continual embodiment of persistent
physical and/or emotional pain, sometineesnplicatingparent infantbonding pointing
out the need to advocate, englaed mediate for this population

Participants described the embodiment of pain in breastfeeding after birth
trauma. Beck and Watson (2008) recaatihat participants of their research fouthe
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 dbirth traumainfluenced their ability to initiate breasttling in the
early postpartunperiod altering their breastfeeding experience. After a traumatic
removal of a retained placenta under general anesthesia, Rowan stated,

The result of the experience was that | was absolutely shattered for the first 24

hours, and lacked the physical strength to lift or hold my chlldiso 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 hangain.
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As Rowan regained strength and was able to position their infant, breastfeeding and
physically caring for their infant became easieike Rowan, many parents found their
physical pain resolved, but for some the pain did not resaiwortunatelyfor many
birthing parentsthe resultant physical pain of birth trauma was just the beginning and
they developed lactatierelated pain as well, persisting beyond the immediate
postpartum period, complicating breastfeeding furtigyatt detailed,
After the Gsection, they tried to get me to breastfeed on my side but it was so
awkward.. I stild]l t ri edd nwei.tlh kseop tmabnrye apsitl;
It was so painful. When | went home, | bought a breastfeeding pillavat
helped alotto propuptieaby so my son wasn'lkeptdi r ect
breastfeedinglt was so painful.For weeks and weekd.was so ed and
cracked and soreNeeks turned into month$So much pain.
Participants, regardless of breastfeeding outcomes, expresagttghof guilt
and culpability for their experiencand their continued pain fueled existing feelings of
self-criticism. During their research on the experience of breastfeeding related pain,
Jackson, Mantlea n d O -M¢C@aetiy €019) found those expencing
breastfeeding pain “expruagsmeds)TledIpi.ngs of
participantMorgan voiced feelingsf disappointment and sdifame 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 theiagsarean section performed under general

anesthesia. Morgan described their experience as follows
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| continued breastfeeding althoutife pain was great, and was told it would go
away soon... The pain was stil/l severe W
have to unlatch him after a couple minutes and bottle feed... Eventually he ended
up having more and more formula at feeds and lesssbmilk, and | started
producing less After seeing 5 lactation consultants, a midwife, my doctor and
an OB, | made thdecision to stop breastfeeding what little | still was when he
was 3 months oldIt was an extremely hard time emotionally to dedh this
decision as | felt like a failure once again.
Following an emergencyaesarean and subsequent resuscitation ofitifant,
Jules echoed similar feelings of failure after uncontrolled postpartum pain hampered
their initial breastfeeding attempténticipating that perceived personal failure during
birth would lead to subsequent failure in breastfeeding, Julesdivdulg “ 1 was i n a
pain, and she was too tired to nurse. | felt that my body had let me down for her
delivery,and Iwassureght it woul d fail me at breastfe
experienced extreme pain due to uterine massage for a postgemorrhage also
recounted feelings of guilt when lactation proved painful as well
Not only did I think | was a wimp, but | aldelt guilty —like | was a terrible
mom. | 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 obémtiie revealed the
delicate intersection of physicahd emotional pain that breastfeeding in the wake of

birth trauma meant for these birthing parerRecent research has@l®und that the
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painful physical and psychological consequences of birth trabmartbreastfeeding
(Molloy, Biggerstaff,& Sidebdham in press).
In addition tothe obvious physical embodiment of pain, arguably more salient
was the emotional pain of lastfeeding after birth traumdeelings of guilt and self
blame took an emotional toll on the parents but so didtpasinatic seess symptoms,
including flashbacks, hypervigilance, feand anxiety. After a life¢hreatening
postpartum hemorrhage Parlshared their emotional turmoil over their early
postpartum experience | carried a feeling of iloom wit
that | was still convinced | would probably die. | was so scared every night going to bed
that | would never wakeupag n . ” Wynn, who had planned a
experienced an urgent surgical birth shared,
After birth even thinking abouhg situation brought me right back to it in full
force. | would have flash backs of seeing my midwife come in with her émpat
look and my flood of emotions were just as strong as that moment.
Memories of birth trauma also exacerbated feelings of fear lmreastfeeding
performance.Feeling unsupported in breastfeedfofiowed bya deterioration of their
mental health inhte hospital, Charlie revealed
I insisted on discharging myself after 4 days post op, as | was sleep deprived and
feared for my metal health and health of baby with no support at night feeds. |
didn't realize at the time | had PTSD from the birth andpggms of poshatal
depression.
Research done by Beck and Watson (2008) found that memories of birth trauma

had a damaging effect dmeastfeeding experienceshe emotional pain of birth trauma
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infringed upon the breastfeeding experien®Emories andlashbacks of the birth
caused parents great distress, threatening their wellbeing at an already vulnerable time.
Sawyer si$tatma dpactedimy breastfeeding experience because it gave me
very high levels of anxietyBecause of the trauma | wéassieeping, even when baby
was, and | wasn't taking care of myself."”
While I nevertalkked o t he Dr , Il " m nearly certain
anxiety after both births, staying up all night holding my infafitasid something
terrible would happen i f | slept. Il 7 m
breastfeeding worse.
Parents alséound it difficult to reconcile the trauma of their birth experience
with the joy in the arrival of their infantlt was dfficult to process the conflicting
feelings birth trauma produced and the impact it had on the postpartum period, as
demonstratedyo Bl ake’ s power ful words
| 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, | felt overwhelmingly positively abowt m
birth. Yet there were aects | flinched from on bad days, and those grew as |
unearthed more of my experienceslidn'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 &uma 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 expeted that they would fe@n 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 envisionedn observational study done by Reid (2011) found that
experencing a traumatic birthan create a loss of connection between parent and infant.
After their infant underwent resuscitation
didn't feel any emotion. That frightened me. | knew she was mine, but she was a
complete stranger to nie eckBand Watson (2008) similarly found participants related
feelings of detachment from their infant in attempting to breastfeed after birth trauma,
|l abelling one of their temgydaefsai“rDi stp.r bd )
Keegan struggled with faabs of detachment as a consequence of their traumatic birth
and relayed what it meant for breastfeeding, stating,

After my daughter was born, | didn't get the rush of hormones, the love

thunderbolt. After her birth | looked athand felt numb. It didnbccur to me

that there was something wrong..For the

struggled to love her.
Some participants expressed initial relief that their birth experience was over, however
this was shottived, as €elings of fear and detatient persistedAs Wynn revealed,

I really do think my birth impacted my breastfeeding journey, | did not get the

happy feeling when my baby arrived, when she was put on my chest | was

relieved but still scared and shaken, theels following | was in smuch pain

and so swollen it made finding a position to nurse in very difficult.

P ar e remaies offhovtheywere treated during their birth experience and

immediately after were emotionally painful and disruptive to the bexditig
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experience.Emotional pain took the form of flashbacks of mistreatmamd sometimes
the physical act of breastfeeding was whiggered participants to relive these painful
experiencesPar t i ci pants of Beck andeadtizadiogon’ s
attempts elicited distress in the form of vivid flashbackabrey, who experienced
mistreatment during birth, expressedvhimiggering touch was for them during
breastfeeding
| suffered flashbacks and nightmares for the first nine monthsvas very
triggered by touchBreastfeeding went well in terms of milk supply and weight
gain for my newborn daughter but my touclygers were always being set off if
my baby kicked my stomach or bit down on my nipple and startled me, | would
have a fll panic attack or flashback agai®ometimes the overwhelm of cluster
feeding would set me off into panic just from being touched schnand feeling
trapped without autonomy over my body.
Sometimes there was no apparent physical trigger for the viwehgeof mistreatment,
parents lived with the overarching threat of flashbacks in the background of their life,
threatening their mentavell-being and destabilizing their breastfeeding experience.

Mistreatment cause@curringdoubts in the postpartum ped. Molloy et al. (in press)

(2

found experiencing birth t-effekacymaparenimgact ed p

and selfdoubt wagervasive after being dismissed and mistreated during Qictimn

shared the debilitating doubts mistreatment caused

However, due to the trauma from the birth as well as the care in the NICU, | had

many seeds of doubt already sown into my head ansdbecav er y anxi ous .

often couldn’t sleep (and my baby was a
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dwell on the events of héirth and would replay it in my hea®ften, when |
was struggling, my selloubt came in the form of the NICU nurse yelling about
me garving my baby.
Lennon also faced mistreatment, as they were repeatedly misdiagnosed and their pain
went unrelieved foweeks. This experience of mistreatment impacted their
breastfeeding goal, requiring them to exclusively pump, leading to feelingduvéf
and a deterioration of mental wéleing. As Lennon stated, “These
negatively impacted my mentag&ith over the past yeafhere were many night
terrors, night sweats, flashbacks, and vi s
The experiencef breastfeeding after birth trauma imparts navigatirartures
in communication and violations of bodily autonomy aodsent, confirming the need
for public commitments to the alleviation of mistreatment in childbirth setimgagh
the building of halthy public policy and reorientation of health services
Many participants of this research shared distressing expes&f mistreatment
during childbirth and in the postpartum peridéiome experiences were recent, while
others occurred decades agangag out the saliency of these experiencBseviously,
experiences of care during childbirth have not been giverarels priority, however
there is now growing gl obal recogni,tion of
United Nations Human RigatCouncil Special Rapporteur on Violence Against Women
& United Nations Secretary GeneraD19 WHO, 2015). While a uiversal global
definition on what constitutes mistreatment during childbirth does not exist, the WHO
Research Group on Treatment of Wanizuring Childbirth (Bohren et al2015)

conducted a landmark mixed methods systematic review examining 65 quarditative
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qualitative studies to develop an evidetased typology for childbirth mistreatment in
health facilities. The seven domains of mistreatment as labelled by Bohren(2Q14)
were 1. Physical abuse?. Sexual abuse. Verbal abuse4. Stigma andiscrimination,
5. Failure to Meet Professional Standards of Ca&eRoor Rapport between Women
and Providersand?. Health system Conditions and Constraints

Participantf this research experienced many forms of mistreatment consistent
with Bohrenat al . ' s ( dlerk wgre varipys mdtanagsywhere participants
shared that professionals failed to meet professional standards ofircaoeordance
withBohren¢al’ s (2015) typology these types of ¢
of informed consent and/or being subjected to violating physical examinations or
procedures.Sawyer was left traumatized when their rights were violated during labour,
st at i obgtetriciantperformed a vaginal exam while | was mid contraction and
saying, Nb.” Sawyer also shared how this experience shaped breastfeeding, stating,
“This trauma i mpacted my breastfeeding exp
of anxiety. Because of the trauma | wasn't sleeping, even when baby was, and | wasn't
takingar e of mysel f .7~

Another participant, Sam, who submitted two traumatic birth experiences, was
al so subjected to physical procedacues i n t
me (episiotomy) without asking and | could feel the scissoFhis mistreatment hadn
i mpact on Sam’s ment al heal t h, |l eaving the
“Whil e | never talked to t he tp&@tumankietym near |
after both births, staying up all night holding my infants afsimething terrible would

happen i Symdtomsdfanypety.arid sleep deprivation complicated early
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breastfeeding issue§am recalled feeling so fixated on their owgaling after birth that
it distracted them from recognizing lactation challenge
| blame myself in part for not catching the problems because | was also anxious
about my own healing early on and so | may not have been as focused on those
things as | shdd have been.
Wal | i s’ birth trauma experingtomeet al so st emn
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 | had explicitly told
them | did not give consent foiThis set me up for feeling like | had failed my
baby and from the very first moment | had failed in my duty to protect him.
Wallis faced many dcillenges in establishing breastfeeding and their mistreatment left
themwithfeé i ngs of i nadequacy. Est pdrdeived hi ng ©br
atonement to their infant for not protecting them during violations of consent during the
birth. Wallis $ared
I hadn't been able to protect him during birth, but at least | coukkram and
make sure he was having that contact an
been able to nurse him, things would have been so much worse.
Participants of this studyequently shared overlapping forms of mistreatment.
Aubrey experienced multie forms of abuse including physical, verkaid sexual
abuse from care providers who failed to meet professional standards of care during their

birth:
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The midwife who attendemy homebirth violently assaulted me in several ways

during labour. She threated 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 sevéifateiht medical personnel have

now assured me should never involve the kindaoh and force she chose to

assault me with.
As sharedy other participants this chapter, the emotional pain of this experience left
Aubrey trigged by touchlandbreastfeenhg exacerbated their PTSD symptoms.
Aubrey’s mistr eat nietfdeding expepidncé et ek rtsh esitre di n
through breastfeeding even though it was very difficult on my mental fedlth br ey ' s
experience also eroded their trust in healthgesibnals and they lamented that this
impacted their ability to seek future hibatare

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 goto the doctor or even a therapist knowing what they could potentially do to

me and get away with.l 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 mistreatimanivould
constituteboth Failure to meet Professional Standards of CarelPoor Rapport
Between Women and Provideass per Bohren et abkinline (2015)
with research by Beck (2018) who performed a secondary analysis of their previous

birth trauma research (Beck, 2@p4nd found that the two most reported types of
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mistreatment in childbirth werailure to meet Professional Standards of Canel
Poor Rapport Between Women and Provideklsac ki e’ s birth experi en
mistreatmentrom health care providers who failed to meet professional standards and
poor rapport with theareprovider as it encompassed a lack of supportive care, physical
examination without consent, loss of autonqmayd paucities in communication.
Participantof Reed, Sharmaa nd | ngl i s’ ( 2 @sedrchobmth x ed met h
trauma described situations in which paren
experiencewas gnored and denied in f avaokier of t he
described howheirwishes and embodied experiengere repeatedly ignored during
their birth experience
My entire ordeal | was told what to do and what not to do, and was not heard. In
early labour | was bouncing on a ball and was told to get back in bed. | asked
whyandwas ol d by t he nur s éanliBe thadodoel | sai d
could feel everything. He told me | could not. Aa® the doctor told me he
would break my watdbecause | was taking too long. I said no, and he did it
anyway.
Jacki e’ s p otheir providgrspcantintied aftertbitth, as communication
continued to breakdown and there was a lack of support to when trying to establish
breastfeedingJackie fel their intention to breastfeed was not respected
Eight hours after birth Ilwastoldneyhi | d’ s bl ood sugar | eve
were going to give her formuld.was told again | would not be able to
breastfeed and that my partner should go buy titarbecause the hospital

cannot supply the full amount while we stayed there.
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Previous quatative research has fourldatcommunication is fundamental to
parents not only feeling respected but also safe during RithrlerhagSeverinsson
Haruna& Berggen,2018. Beck (2004) also found a lack of communication from
clinicians and fears foragety contributed to feelings of trauma after birErosions in
communication I& parents feeling ignored and endarggitheir wellbeing, as was
experienced by Watt
| was hemorrhaging without knowing, all night in the hospital. The nurse was not
listening to me when | said | was in so much pain inside, but again it was my first
vaginal delivery what did | knowShe did not listen to me, and said to me that |
was tryng to be super women to go naturalyh e was awful ... I sl o
blood pouringdown from my legs.Then | fell and blacked out.was indeed
dying from blood loss! lost over half my blood and also had a NDE. (Near
Death Experience).
F r a n k ithderauma dxpenience also involved ineffective communication and
disrespect, refleatg poor rapport with their provideEarly on in their birth experience
Frankie felt ignored and a lack of caring from their provider
Her manner was brusque; she seWhwed irr.i
we arrived at the hospital, my water halceady broken and | was having strong
contractions.l was excited to see that the birthing suite they were taking me to
was next dooto the water birthing tank. When | commented on this, | was told,
“Oh no, I don’t have etnhte tshtaatf fr efsooru rtchea t
looking forward to. It was the first sign to me that what | wanted absolutely did

not mattemnymore
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Ignor ance of Frankie’s wishes continued when
lithotomy position against their wishes duripigth. Communication did not improve
after the birth of their infant, Frankie f
condition was not accurately disclosed to them after birth and their immediate
postpartum wishes continued to be ignored withoptasmation
| was asking after him all this time, wanting to see my baby and have him put to
my breast for skixto-skin, but being toldhat he was just hanging out with my
partner when in fact they were wworried
much time passed before | was able to actually hold him, and even then, he was
whi sked away agai n ato-skindightewaglikelhadabl e t o
wanted.
Quinn’s birth experience involved multiple
providess, they also experienced ineffective communication and unsupportive care.
After an emergencyaesarearsection,Quinn described feelingeglected and a lack of
communication from their health care provider
No one told myself or my husband what was hapyebut | knew something
wasn’t right as she waOnee'shewdsbreathppdnt t o n
normally and crying, they broughty husband to see her, but left me alone in the
table, not sharing details with me.
After birth, Quntinued, asthayexperianad violatems tof cansgent
and autonomy related to infant feeding. As Quinn described, the care they recsved w

disrespectful, involving verbal and physical adaus
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The nurse whose care we were in in the NICU was clearly nobsiygoof
breastfeeding and kept bullying me to give her a bo#tlsone point, while
struggling to get her to latch, she accusedfmes t ar vi ng my baby..a
consent, she grabbed my baby and roughly pushed her mouth onto my breast,
then demandedféed her a bottle.
Quinn’s providers demonstrated aProvidempl et e
failed to provide routineupport for maintaining lactation in the face of difficulties,
essentially under mi ni ngtfe@dingimtheemarlyef f or t s t o
postpartum
Ot her ti mes?”Isesten my mamgtgwehih | detlined.learned
later she was tired ahe trying to breastfeed and wanted to give the baby a
bottle. She also refused to call any lactation support for mesegefto bring me a
pump or help me access donor milk. It was brutal.
This flagrant abuse and | ac kosioofpospactymp or t c O
anxiety as previously noted in this chapter. Their mistreatment, especially the verbal
abuse, restéd in flashbacks, lowered safficacy, and preoccupation with infant
weight. Quinn was able to successfully establish lactatiombutvithout weathering
“seeds "of doubt
As demonstrated, mistreatment can begin at any point in childbéatbre,
during, or immediately afterBirth can be an especially vulnerable time as individuals do
not always feel comfortable sedflvocating whe facing mistreatment, especially when
birth is something they have never experienced betbastyn recounts their diculties

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 | was in hard labour. | asked for
something to take the edge off. &Sh | ooked at me said “ No”
Il was in so much pain. I was young, ea
formysefand my husband wasn’Anhdumratetlhe r oom
started pushing. She ran out of the room, left me mitthusband and mother
and left the door wide opershe went to get the head nurse. | delivered my son
with the cord wrapped aroundsimeck. He was blue and purp@.he woul dn’ t
even speak to me about what was going on.
Elliott, who experienced labouwlystocia, faced difficulties in advocating for themselves
regarding infant feeding. Their mistreatment took the form of a lack piostiype care
and lack of autonomy in infant feeding decisions. Elliott wrote,
During the time | was asleep she was keghe nursery and given formula top
ups. Once | woke up and was able to attempt to latch her, she wouldn't latch,
when | asked nursingfaff for assistance, they were all unable to help me.
Insteadthey pushed for top ups as my daughter was hungrywhixl, not
knowing any better and as a fitshe mom | went with the medical professional
who | thought knew what they were doinghis ultimately ended up with me
barely latching her and having my milk dry up completely bysgmondveek
postpartum
It remains unclear why the wishes and rights of these birthing parents were not
respectedn terms ofbirth andor infant feeding decisionsTheresultantmistreatment

of participants exacerbated their trauntiais possible ltat mistreatmenwvas a
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consguence 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 wegetna

to keep her temperature stable through skin on dkilidn't get my golden hour,

once we got to the recovery room, they gave her to my huslandh't want

them to clean the vernix off her, they did, | didn't want them tohhne cord,

they did.None of my wishes were met. Her Apgar scores wereqeand they

did not find anything wrong with the placenta...
Reading the written descriptions provided by participants like Wynn | was left
wondering if these institutions had policies in place thertepatientcentred. While
there is no way of knowing what policies were in place at the institutionkich these
participants gave birth, participants described conditions that weretresttiz@ntred
nor in agreement with BFHILt is exceedingly dficult to have a positive, respectful
birth andpostpartunexperience when mistreatmesinadvertently reinforced through
the absence of protectivevidence based, patiecgntrednstitutional policiesand
practices

Breastfeeding after birth traumaneompasses feeling at the mercy of
unsubstantiated institutional policiesd practicesexacerbating feelings of
vulnerability and drawing attention to the need@orient health services to strengthen
implementation of the Baby Friendly Hospital Initveat

Participantdelt at the mercy of institutiongdoliciesand practices and they

mourned the loss of certain experiences during and after birth. This loss of choice
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increased feelings of vulnerabilitypuring birth participants described not being
“al l owed” to do certain t hingecedgainahoices hat t he
during birth. For exampleCoreyexplained,’ My baby was taken away for a check from
the pediatrician immediately and | wasn't allowed to hold him until my over 30estitch
were administered ” Corey |l ater struggDuwidgoneioft h i na
their two traumatic birth experiences Sam
but told me the hospital rule was vacuum-@&e ct i on at t haénnpoint .~
rationale for thérule” and they feared for their life during surgery and all subsequent
births. This experience left Sam with lingering anxiashich also complicated their
breastfeeding experience

Kennedy was also denied choice in labour,&vn t hey were tol d th
all owed to walk around the hospital.” N o
emergency @&sarearsectionKennedy vas prevented from seeirigt alone holding
their infant. Kennedy wrote,

The NICU doctor met me in yrrecovery room to give me an update on my son

and to let me know they wanted to keep him in the NICU. | couldn't seelhim.

was sent tgpostpartum | was told | could see my son the next morning when

they took out my cathetet.was not happy but theyouldn't budge.
Again, Kennedy was not given any rationale or explanation for this policy of separation
thatpreventedKennedyfrom seeng theirinfant After being met with resistance,
Kennedy had to seldvocate in order to initiate breastfeeding whdparated from

their infant
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After settling in | asked about nursing my sdrhey said | didn't have to and he

would be fine.l asked about my supply hooming in if | didn't nurse himi

was quite adamantinally, they said they could get me a punipumped

every hour when they came in to check my vitdlam convinced this is why |

had a great supply.

The BFHI is a global program initiative; irgmentation of the BFHI in facilities
around the world improves clinical care and breastfeeding (atd©, 201&). In 2005
at the 18 anniversary of the Innoceti Declaration a call was issued to recommit to BFHI
“mai nt a global critpriatadhtiee mimum requirementforafl aci IWHOj es ™ (
2018a, p. 9). Many participants described experiencehwiere in opposition to the
BFHI ten steps. Had Kennedy given birth in a BFHI accredited facility,vitoeyd have
likely been supported to initiate anghintain lactation Additionally, policies would
haveallowedKennedy to spend time with their intan the NICU in accordance with
theten steps outlined specifically for premature or unwell babies in the NHeUNeo
BFHI: The Babyfriendly Hospital Initiative for Neonatal Ward§WHO, 2018
Nyqvist et al. 2015) Steps 4 and 7 of the BFiguide aginst theunnecessary
separation oparents and infants after biftWHO, 201&).

Kennedy' s experience was not wunique; ma
being separated from their infants after birth. Separations were particularly upsetting for
paents, often times more distressth@n what occurred during birthmplementation
of skin to skin immediately after birth has been found to decrease PTSD symptoms in
those who experienced birth traumdd{lollahpour Khosravi & Bolbolhaghighi,2016).

In their qualitative research on segt#on, Yang, Brandon, LandCong (2019found
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parents felt a sense of helplessness and it was mentally and physically difficult to
establish breastfeeding during seperrati on.
distress over being separateanfrtheir infants, | 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 sestssralf
panic | felt in not beinglbbwed to see or hold my sor.rationally knew he was
medically stable but | wanted to see him and | wanted to initiate breastfeeding.
Although | was a firstime mother, | had an innate knowledge that | should be in
physical proximity to my baby, to kie my requests dismissed in favour of routine
hospital practices felt an injustice to me and my sbmhave my wishes to see my
i nfant met with zero rationale other than
pr ot ocol ” ¢ o mp o uanehadd similgr experienaemedter an emergency
caesarean section they too were separated from their ifffa@y. were succinct in their
description of their pain and whatniteant for breastfeeding initiatioh.ane wroe ,My *
baby was taken fromme afterhe secti on | wasn’t all owed t
was fed formula without my consent and it was one of the worst experiences | have ever
gone through.

Many parents did not disclose the reasons for separatiggesting reasons
wereunknown omot communicated to themt the time.Some infants were separated
from the birthing parent for assessment purposes or out of medical necésaiiltie
experienced separation when their infant needed medical treatreeriiigh, they

described theirbin expert e@acmoats traumatic tHhing |
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Franki e’ s r equest stodkiowereimetiwithrsilerece, this sepaetionl s Kk |
coupled with a lack of communication was distressing:
| was &king after him all this time, wamig) to see my baby and have him put to
my breast for skifto-skin...1 * m not sure how much ti me
able to actually hold him, and even then, he was whisked away again and |
wasn’ t a b-doekintright adiay like Ikhadrwanted.
Participants worried separation would have a negative impact on breastfeeding;
separation was a cause of parental distress and disrupted breastféedasgarching
the link between birth trauma and lactation trauma, Palmdtiddren and Fair (2020)
found separation increased mother’ s suffer
Similar to feelings expressed by KennebyJan became very apprehensive about
breastfeeding initiatigrdue tothe prolonged separation they expaced wien their
infant was being treated for meconium aspiration. Dylan explained
| did not see my son for 7 hours after he was born, and only for a minute in an
incubator| coul d not hold him for over a we
honestly thoght that kecause | 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 otfdedasy:
| suspect this delay at bonding with her is what jeopardized my first
breastfeeding journeyDuring the time | 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 werdaundel, as

physical proximity and skhto-skin contact are known to facilitate breastfeeding.

Birthing parents and infants have a “physi

separation can threaten parerfant bonding and breastfeeding (Crensh204,4, p.
211). A systematic review of immediate skio-skin contact for healthy newborns
found higher breastfeeding rates one to four months postpartum in those who had
immediate skirto-skin contactMoore, Bergman, Andersp& Medley, 2016.
In contrast, some grticipants 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 environmékfter a traumatic birth, participants
experiencing clirical 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 aBaby Friendly Initiative hospitalas the NICUnurses hiped a lot and
gave good tips, learning about herbs and foods to take/avoid to increase supply,
pumping every B hours even through the night and doing lots of skin to skin in
NICU before pumping.
Qualitative research examining the maternal gepee ofgiving 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 sham&f(oleau,Pizarro, Molino Gr a y - d & Seaénic, 2017).
Participants attributed their success to practices known to facilitate breastfeeding

initiation, such as immediate skio-skin contact, allowing the pareimtfant dyad to
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remain together and support to establish and maitdatation. 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 rasg#och (
2018a). After experiencing an emergency caesarean hirtbtéd dstress, Reese was
able to have skiuto-skin in the OR and attributed their ultimate breastfeeding success
after Dbirth trauma to the care ankd support
believe that a large factor in my success was thadganywas brn healthy and never
separated from me and the professionals dealing with me gEsttion prioritized my
breastfeeding relationship with my son.

When institutional practices were patie@@ntred and prioritized breastfeeding,
parents felt spported ad were enabled to meet their breastfeeding goitss
prioritization of breastfeeding is imperative because a high percentage of parents intend
to breastfee@Twells et al. 2016) Sam recalled how they felt their breastfeeding wishes
were prigitized:

As soon as | 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 golisld them the most important thing for

me wadbreastfeenhg. They sent lactation consultants multiple times a deye

last lactation consultant | saw before leaving saved my breastfeeding journey
Sam’ s experience highlights how the breast
parents are exposéaol multiple practices that are in agreement with BFHI stéys.

extensive amount of research has illustrated a-cexsgmonse 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 &clusive reastfeeding duratiofi® é r e z - Eet &.2006).] | a

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 itwsufficiencies in support at thespital 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. 2017The destabilizing nature of birthauma can
challenge breastfeeding, increasing the need for lactation supptigated parents.
Participants who were happy with their breastfeeding experience attributed it to the
support available to them at the tinlair felt supported in estaghing breastfeeding
after a tr au mbaamithankfpl forthe delprthe NICU rturses at §ave and
for community supports likaprivate IBCLC . ” Frankie gave birth
infant; making it impogble to breastfeed as long as tlvegnted yet they were able to
breastfeed longer than they thought possible, they attributed this to the support they
received.F r a n k i e Bresaktfeediegdfter the traumatic birth was something that
we actuallyhadd ot of s uppor tratefulo We hadarspecidlistecomesr er y g
and see us to help us outAvery, who had an emergency caesarean, echoed these
feelings,

Again, my nurses were amazingelped me through it and kept pushing me (I

asked for this) evewhen | was defeated and tireMy nurses stayed with me
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and even pulled out some old school tricks to help my milk sdtdaccessfully

breastfed my daughter for a year.
After experiencing a severe postpartum hemorrhage, Rowan received a mixture of
suwpportive and unsupportive care piders, however they found the support of a
particularly dedicated midwife vital to their breastfeeding experieRaavan described,

Fortunately for my first night id\dult SpecialCare | had a midwife who was

excellent. She helped position my baby angpie 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
addtion to breastfeeding support, maparents also needed emotional support to
process theitraumatic experienceOften it is the lactation specialist that is the first to
recognize that birth trauma has occurred (Ker@atlkett, 2015).Lactation specigsts
can play a critical role inecognizing trauma and directing patients on to other
specialists and mental health supports if warranted (Kemdakett, 2015). Cameron
faced mental health struggles after experiencing complications from their caesarea
section. The support and recdgmn 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 idengifi that | had mental health profg. | 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 brdasding. Withouther | would surely have

given up. She was an angel and | 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 symptorafier birth, their mental heal8truggles were exacerbated in
the absence of ti mel y Ilbhadmhodattationrsupgottagndatr t . C
home | fell into a depression, as | was unable to breastfeed Par ti ci pants o
(2019) rese@h found parents experience erteeemotional distress when breastfeeding
doesn’ t unf dOthdrreaearchihas regealedahat.there is relationship
between postpartum symptoms and breastfeeding outcomes, when parents are unable to
breastfeed othey face premature breastfeedaggsation they experience increased risk
of postpartum depressioBdrra, lacovou, & Sevilla2015 Gregory, ButzGhazarian
Gross & Johnson, 2015

Qualitative research on breastfeeding experiences reveasuppairt is crucial
to the breastfeeding egpence and many individuals recount a lack of support as a
pivotal aspect of their experience (Kair et al. 2015; Powell et al. 20d4¢viewing
women’s perspect i ve Debevear Evarmrs(ROfl6afewshdd ng supp
breastfeeding support frohealth 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 cessdteme experienced
breastfeeding challeeg and they grieved for the lack of support they experienced in

terms of both breastfeeding and their requisite mental health neaals.lamented:
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There were very few supports available once | had left hoslpstiatferedfrom
post natal anxietyandwhe | t hi nk back it all coul d’
get through if there had been support groups or professionals familiar with what |
had been through available to me.
Morgan struggledo establish a plentifulilk 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 ard&r made the
decisionto stop breastfeedinghat little | still was when he was 3 mastold. It
was an extremely hard time emotionally to deal with this decision as | felt like a
failure once again.
Participants described how they wished their breastfeeding experience could
have been different, ished there had been more support availabteem. Due to a
lack of supportthey mourned for the loss of an uneventful breastfeeding experience.
Breastfeeding was painful for Alex after a complicated birth and they felt that their
breastfeeding cessam at three months was dueto alack gf uo r t . More x st at
support could have made a big differehice.J ac ki e al so i denti fi ed
d e c | alrtriedhagyway, with no assistance and was unsucce3sfate was no
S u p p ®amwas’able to breastfeed; however, theirjay was fraught with
challenges. They felt they could have done with more support, as they lacked family
and professi onal Iwasvprpmuchalone$spent adobhatime d , “
online reading breagtéding supportAnd a lot of the time justuffering. | wish they

sent nurses and lactation consultants to check on new mbthers.
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After experiencing birth trauma and sometimes ineffective support in hospital,
participants frequently turned to family mbers and communitipased supports.
Marlow and their infanbothhad complicated physical recoveries aliith,
exacerbating breastfeeding challeng@sice home they turned to community supports
where they found the reassurance they needed to continue.
| finally managed to get to a local breastfling group after about 8 weeks.
was a shame | couldn’t have gone earlie
to sit on the chairsMy public health nurse was also a great hdlpat first
weekwhenmyni | k hadn’t come i ofadviclargitojdust g a\
me to keep goinglt 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 bredstig support
organization that aims to promote breastfeeding as an important aspect of health for
children ad parents alike. La Leche League is run by parents called Leaders, who have
personal breastfeeding experience, they provide in person, telegmbretual support.
La Leche League Leaders provide evidebhased support, encouragement and
education to inthing parents in communities worldwide. Community based peer
support is an effective form of support that increases breastfeeding duratiecnsacias
strata Clark, Baker, McGirr, & Harris, 203&hakyaet 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 underminedeadiast
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Reese also attributed their positive breastfeeding outcomes o plagtsupport they
received from La Leche LeaguReese described their sources of support,
I had a lot of family support with breastfeeding, and | was able to make all
appoirtments available to me with the breastfeeding resources in my community.
| 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 mple breastfeeding challenges, including temporary
breastmilk substitute sufgmentation.
If it wasn't for the constant support of my husband and mother, and sisters |
would have given upl quickly joined breastfeeding Facebook groups and that
becamea great source of support and informati@eing able to put a question
outthere and have a whole community of moms respond with their experiences
and advice gave me hope that | would be abte/eycomethis.
Whatever form support took, what matteredswat hat it centred the p
experience, provided reassurance amtieied confidenceHayden described how
breastfeeding success was the result of support they received that met their needs.
The support I/we received from family and friends,csjpeally my mother who
encouraged me to try in the hospital when | couldewen sit up, because she
knew how much the ability to breastfeed meant & khospital staff who did
not pressure or force breastfeeding at any point during my care, as tdis cou
have easily led to a negative experience with nursiig public health nrse,
who provided me with the confidence to continue nursing even though | doubted

| was making enough milk and had resigned myself to formula supplementation
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An increased detetrination tobreastfeeding after birth traunf@esentsan
opportunityto devebp personal skills, allowinfpr healing, atonement, and reclamation
of personal agency in the face of mistreatnamtinadequate suppart
Participants described an increasecdaination to persevere in breastfeeding,
parents repeatedley misned "t teo vdcersccrithe t heit
was determined to breastfeed.hér ( J wads deteiminéd to pursue breastfeeding.
(Peyton)l was det er mibalievd | hadihe strergth to domtinue with all
that | went throughi. ( Wyl avds determined to breastfeed as | wanted that
experience with my son”  ( M tl.was myre determined than ever to breastfeed
( L a nweas so“determined for my son tave breastmilk.” ( L eThis drine)to
breastfeed was born out of a desaééal and atone for a traumatic bitholloy et al.
(in pres$ similarly found that after birth trauma, breastfeeding becomespect of
parenting that warrantatensefocusand determinationBeck and Watson (2008) found
a similar theme of determination in their research, revealing their participants had a
desire to “prove themselves as mothers” (p
over infant attachment and brdasding became a wdor them to make up for their
birth experiencelL e n n o n  rAdthowyh dverydsingle’inch of me felt like it got hit
by a truck, | was determined to breastfed and bond with that littlé dllis
experienced violations of congeduring birth andlescribed 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 | was doing right by hinmadn't been able to

protecthim during birth, btiat least | could nurse him and make sure he was
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having that contact and being fed appropriately. In many ways, our nursing

relationship was what helped me salvage that situation and feel like | had the

potential to be a good mothelf.| hadn't been alel to nurse him, things would

have been so much worse

Like Walllis, participants repeatedly spoke of making it up to their baby, that
breastfeeding was an atonement to their inf&am worried about the consequences of
a surgical birttand shared, |  \dabaut those thisgouttold mysel§ i nce | coul
give him a vaginal birth I could breastfeed despite the diffitulBeck and Watson
(2008) also found the decision to breastfeeding was a way of compensating for the
traumatic bith. Afteranemegncy caesarean Jul es’ I nf ant
they worried what this would mean for bondintules felt succeeding in breastfeeding
would make up for the sense of detachment they initially &l | e s Iwasot e, *
determind to breastfeed helrknew 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.

| felt as though every choice had been taken dveag me andhat mybody had

failed me when | had to have the emergency secliéeit like this was the only

thing | could do to take back control and do what was best for my baby.
Other participants also described feeling as though breastfeedingvagsoftaking
back ontrol over their bodyln 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 apodpartumhemorrhage,

Hayden felt breastfeeding was something their body could accomplish. Hayden stated,
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“Despite the initial challenges, nursing became very healing foltaeas arguably the
only thing that my body succeeded in doing after a very caatpldl 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 depreBsioa, (acovou, &
Sevilla, 2A5). Beck and Watson (2008) found breastfeeding was a source of comfort,
facilitating emotional recovery after birth traun@articipants felt that breastfeeding
protected them from letting their trauma overwhelm thétayden confirned these
feelingswle n  t h e yNuraing apgpeared t6 have some sort of protective effect for
me in dealing with the events of the bifthAn extension of the protection breastfeeding
offered, was the profound sense of healiRguticipants frequentlysed the word
“healing” when describing the ultimate out
Hayden faced numerous challenges in establishing breastfeeding but deemed it a
fundament al | y hDespiteitha igitialecihaljlerges, rainsicgdecarsiey
healingforme? Rei |l |y al so felt breastfeeding was

It helped me heal to some degree as wellam grateful for the ability to be

able to breastfeed successfully, grateful for how it helped me come pastfsome o

the traumaand allowed me the chance to bond with my babies.

In researching posttraumatic growth after trauBetk (2016¥ound birth
trauma can become a catalyst for growth, with mothers reporting a deepening of the
connection between mother and irtfafter birthtrauma. Experiencing birth trauma
intensified participants faith in their ability to move forward (Beck, 20 F&tticipants

of this research similarly found breastfeeding fostered a deeper connection with their
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infant after birth traumaBlair struggle with having to leave their premature infant in
the NICU after draumatizingpirth. For Blair breastfeeding fostered a sense of
connection with their infant and helped them hdahir wrote,
It helped me heal from a traumatic, terrifyibigth and thepainful separation of
having to | eave her in the NICU as we d
manyblood, sweat and tears but it really helped me begin to heal from the birth
and NICU experience.
Participants also echoed feelings of rengéasth. Whenbirth trauma left
parents in turmojlbreastfeeding gave themope Out of a traumatic experiencaroe
hope and growth, as Sam wrote, “I am so ha
came into the world, | was able to breastfeed themave me hop when my
di sappointment, anger, and grief about the
Breastfeeding was one thing that fostered growth after birth traBendicipants
were cognizant of the role breastfeeding played in processing their birth experience.
There was stragth to be gained in breastfeeding after birth trauBlake revealed,
When | reflect on how my traumatic birth and breastfeeding interacted, | would
say that the strongly peaceful, nurturing hormones released by breastfeeding
helped me remaiextraordinalty happy so | 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 theirth and beastfeeding experience
participants were left change@lake was left empowered after birth trauma, as they

illuminated with their powerful words,
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| was a mother the minute my baby was conceived, but the journey of labor and
birth preparedne for the reponsibilities and emotions of the rest of motherhood

like nothing elsecouldL abor revealed to me a dar k,
mine. Now | can access that patience more readily than ever before, which is a
saving grace as a mothdt.also gaveme the experience of people lovingly

ministering to me at the neediest time of my life apart from when | was a

newborn myself.That has been a light of inspiration for me to be empathetic and
emotionally available when my baby needs r@ving birth wasa

transformative experiencé.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 aspeof society mst 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 (WH@86) and deveped them further
adding the assertiahat in order for health promotion to succeed people must be at the

centre of health promotion approach&entringt he bi rt hing parent’ s
formed the basis of this research from the beigip 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 breastfeediftgr birth trauma and how this relates to

health promotion.The increased levels 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 rhetoricfgatientcentrel perinatalcare it is clear that the
anguish of breastfeeding aftarth trauma has been overlookethis existence of
unacknowledged pain & the roobf eachessencstatemenof the general structural
description whether this paistemmed from mistreatment or it was a catalyst for growth
and healing, the pain waslisthere. 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) outlméhree tenets that underly the five action
strategies to address health promotioaythreadvocate, enabjandmediate In
addressing the pain of parents breastfeeding after birth trauma, efforts need to be made
to advocatefor conditions favourabletal | b i r t hi n gnalpjeparentsito * s h e al
take control of factors influencingeir health andnediatefor coordinated action across
all aspects of society, not solely the health care systdrase tenets underly the
following discussion of the Qitva Charter action strategies that were congruent with
the experiences described b thirthing parents.

Build Healthy Public Policy. Health promotion is not simply a component of
healthcare, it exists beyond the confines of the healthcare system 19B&),
Healthcare delivery at the level of the individual is impacted by policidslavels 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 heaBhilding healthy public
policy involves advocating for policy makers to take explicitcaxst to improve health
equity, through channels such as legislation or regulation (Fry & Zask, 281.&).

societal level we must strive to understand how individudtineainfluenced by
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policies and we must advocate for policies which are conducivnelitodual 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 childifatiity-based
settings Three years later thiswasfollend by r e c o mmetnaghrdutndare ns f or
for a positive childbirth experiente, cal |l i ng on all countries
local level policies and protocols to ensure a positive childbirth experience by
optimizing patienicentred care throughtmlistic, human rightdbased approadwHO,
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 vans experiences constituting mistreattneuring childbirth.

There were multiple descriptions of violations of consent, assault, disrespect, verbal
abuse, and a complete breakdown of communicafitiese experiences were not

confined to labouand birth, here 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 dyal without raionale. Mistreatment left participants feeling violated and
traumatized, the care they received failed to meet expectations for juaintrad care,

nor was it humasmights based.

Recently the United Nations General Assemblgased th&eport of the
Special Rapporteur on violence against women, its causes and conseqguences on a
human rightsbased approach to mistreatment and violence against women in

reproductive health services with a focus on childbirth and obstetric viglendaing
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how mistreatent in childbirth is a form of gendéased violence and therefor a human
rights violation that is both pervasive and systemic the world &erfno neval.,i ¢
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 héitho( n o at al,¢
2019. Through their written descriptions of mistreatment participants confirhsd t
there is an absolute continued need for advocacy and public commitment to the
alleviation of mistreatment in childbirth through the building of healthiylip policy.
Participants understood that their mistreatment was not solely the result of
mistreament at the level of patieqprovider, they were directly anishdirectly aware of
the ways in which hospital practices and policies or the lack thereotietptheir
breastfeeding experienc&here was acknowledgement that the questioning of practices
that violated autonomy and conser@remet with insidious explanations that it was
“hospi t alSeparationtofahe pdreitfant dyad and lack of ghd to- skin
contactwaspractices often denied to parents, even dfiey were explicitlyrequestd.
Parents identified that the withholding of those practcespled with a lack of
protective policiesiegatively impacted their breastfeeding experiemzktheir mental
wellbeing. Additionally, participants recognizethatgiving birth athospitalswith
practicesadhering to om line with BFHI TenStepswas favourable to their ability to
establish breastfeeding after birth trauriidie Baby Friendly Hspital Initiative is
evidence based and is conducive to a positive birth experidimeg.partici@nts were

not universally exposed to BFHI practices was unfortunate, their experiences highlighted

117



the need for strong commitment to the BFHI Ten Steps giirtloe 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 gether 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 imives improving the capacity of the health system to
enhance population higa improving population health can only occur when all
individuals regardless of health status are enabled to move forward in theillezdth
continuum (Fry & Zask, 2017).

However, participants did not feel supported in moving towards the attaiminent
health, moreover participants described many ways in which health services were
detrimental to their wellbeing. Written descriptions outlined varying degrees of
mistreatment,ricludingmultiple incidences of health professionals displaying a lack of
commitment to human rights in childbirth and a breakdown of pagientider
communicationwith negative consequences for parent wellbeing and breastfeeding.
Perhaps most alarmingyitten descriptions outlined the ways in which health
professionalsviolé&¢d pr of essi onal standardsn of care,
healthcargjeopardizingtheir capacityto seek future carencluding breastfeeding
support inthe postpartum peyd and beyond Participants lamented the lack of
breastfeeding support, tining the difficulties in accessing effective breastfeeding

support after experiencing birth traumBhere was an expressed need to mediate the
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negative effects of birth traumadh on the breastfeeding experientelight of
mistreatment and a lack s@ipport, participants wrote of their desire for changes in
health services, wishing health professionals had treated them respectfully, wanting a
retribution process for health gessionals wh@ngage irdisrespectful treatment and
identifying how practies such ascreased access to lactation consultantsegalar
home visits from lactation consultants after hospital discharge would have been helpful.
Reorienting health semes isa strategy of the Ottawa Charter that is
underutilized despite evidee of its effectiveness, it can occur at the system or
organizational level and should involve active engagement of health professwisas (
& Nutbeam, 200Y. In order to reorigt health serviceglinical servicesieed to be
adapted, health professaa need oigoing 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 & a2017). Descriptions of breastfeeding after birth
trauma point to the el to reorient health services so that health professionals receive
continued professional development on human rights in childbirth and training in the
delivery of trauma informegerinatal care.
However, calls for professional development are not entargdustained
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 contextsial health
policy decisions are made in order for appropriate healthcgsrchanges to occur
(Wise & Nutbeam, 2007 It should be considered that participant descriptions of
mistreatment in childbirth and suboptimal breastfeeding support are nosierty the

result of a lack ohealth professional education training lut 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 outlinadternational reports
(WHO, 201®; Si mo nebal, 2049)

Create Supportive Environments. Creating supportive environments involves
the cevdopment of social or physical environments that are protective of wellbeing
(WHO, 1986). Supportive environntsrcan be created by changing the social or
physical environment, throughliganizational change or modification of programs and
services. Efforts to create supportive environments can be taken by individuals,
organizations and communities (Fry & Zask, 2P1Effective health promotion
encompasses continually monitoring the emwiment for its health impact and following
up with actions that facilitate public health (WHO, 198%h achieve wellbeing, it is
imperative all individuals need to be safeguarileth physical threats to health and
psychologically damaging practices.

The environment in which participants experienced birth and lactation was not
supportive.As demonstratelly their written descriptiongarticipants experienced
ineffective supporéind traumatic aspects of the birth influenced the breastfeeding
experiene. Due to physical and psychological threats to wellbeing, participants had
unique support needs and experienced difficulties navigating and obtaining
breastfeeding support afterthi trauma. This research allowed me to understand the
support needs ohose breastfeeding after birth trauma. Participants spoke of how
helpful it was when they received lactation support from a lactation consultant that
acknowledged their birth traunaad understood their requisite health needs.

Appropriate support was egral to breastfeeding after birth trauma, when support needs
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were unmet participants faced further pain and loss of wellbéingck of lactation
support also contributed to ealdyeastfeeding cessation for this group of birthing
parents.

Participantsarticulated the need for lactation professionals who understood birth
trauma and could identify the mental health sequelae of birth trauma and its resultant
impact on breastfeedindendall Tackett (2014) has outlined how Lactation consultants
(IBCLCs) ae in a unique position to create a supportive environment for those
breastfeeding after birth trauri@ecause they are often a first source of contact after
birth trauma and theircepe of practice is in line with identifying the symptoms of
PTSD and theesultant breastfeeding sequelae from birth trauimereased access to
Lactation Consultants while in hospital and at home would help meet expressed support
needs of this populatno

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 trémnever,
other paticipants 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 ofcreating supportive environments in childbirth facilities and communiSésp
Ten of t he Cdiirate dischaage 0 shat pdrents and their infants have
timely access to ongoing support and tdWHO, 2018a, p. 15)Participants needed a
to be discharged into an environment of support, they needed to know wheress

support and howHaving experienced birth trauma megpatticipantshad greater
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support needsn creating supportive environments there is a need to strengthen
relationshig 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 promotidndividuals can facilita their own wellbeing
when they are empowered to take control of theitth€¢®/HO, 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 tbvddachallenges to their
wellbeing. One way in which individuals can dbis 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 cownedo health(WHO, 1986).

Even amidst threats to healthdividuals ca be empowered through the
development of personal skillg\fter birth trauma, breastfeeding wasaustion
participantcould take to facilitate their own wellbeingn breastfeedig participants
exercised control of their health, enhancing their cap&zitppe with birth trauma,
fostering resiliency and post traumatic growirhe general structural description
presentedhe ways in which breastfeeding after birth trauma presemtegportunity 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
presentd an opportunity to heal themselves and atone to theirtinfesxdemonstrated
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 wellbeingt Ract i pant s’ wor ds
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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 postpartumAll perinatal health ppfessionals 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 aboutrthentight

present an opportunity for health professionaladdress the strengths in this population
and empower personal skills.

Participant words demonstrated that birth trauma destabilizes breastfeeding but
also presents an opportunity for growth &eeling. All aspects of society need to work
together to hild healthy public policy, reorient health services, create supportive
environments and develop personal skills to address the health needs of parents
breastfeeding after birth trauma@he straggies of the Ottawa Charter are highly
interdependent, theérategies 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 bwytilizing health promtion strategies of the Ottawa Chayiarlistening
to theexperiences 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 EngliShe
perspectives of individuals unable to write in English or lacking the literacy level
necessary to write in English were not obtainé¢hile this research tried to remain

inclusive and gendereutral it later came to my attention that it is possikdé We
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excluded individuals who do not wuse the
milk feeding. While much of the recent research literature uses the term breastfeeding
due to heteronorative bias, there is a growing movement to use terms suatieat
feedingor human milk feedinm addition to breastfeeding. The addition of these terms
could be utilized in future researchlthough in line with the goals of the research, no
demographa data were collected as required to protect the privapgrdiCipants, 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 tth trauma and has prominently revealed potential topitstafe
research not anticipated at the onset of this stéahy. research exploring the lived
experience of breastfeeding after birth trauma as experienced by various genders or
cultures would b&aluable in expanding our knowledge of this phenomenon, venyie
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
inclusiveof all individuals who experienced birth trauma, regardiésgender or
cultural identity, however it is clear that certain populations face increased risk of birth
trauma and should thereby be awarded future research priNatyely, due to inherent
heteronormative bias displayed in perinatal health servicésapports, gender non
conforming individuals are at increased risk of birth trauma because of stigma and
mistreatment during childbirtgSvanberg2019. Future researclooking specifically at

thebreastfeeding/chest feeding experience of gendecadorming individualswho
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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 highkof birth traumaand

suboptimal breastfeeding ratése to increased rates of adverse events in childbirth, a

lack of access to culturally sensitive cangcism in healthcar@and the vestigesf

transgenerational trauma, pointing to thimostneed teexploreh i s poplwddat i on’ s
experience of breastfeeding after birth tray@avin, Grote, Conner & Fentress, 2018;

Kendall Tackett, 2014)

Participants descriptions of separation of théhimg pareninfant dyad were
particularly salient and illumating of the breastfeeding experienéd.the time of
writing, we are experiencing a global pandemic and some jurisdictions are imposing
varying degrees of separation of the parent infant dyadprohibiting breastfeeding as
a means of infection confr@/Nang et al., 2020despite World Health Organization
(2020)guidance to the contrary. Parents who experience separation during the
pandemic may be at increased risk of both birth trauma dupsmal breastfeeding.
Tomori, Gribble, and Palmquist (20Rwarn that during the pandemic the impact of
interruptions to breastfeeding are intensifi¢ids absolutely pertinent that future
research be performed on the lived experience of both kaing and breastfeeding
after birth trauma during the COVADO pandemic.

Research does not occuraracuum a multitude of contextual factors will
determine how future research unfol@ocietal impetus for change will ultimately play
a role in how tk findings of this research will move forward, it is my htipeg future

research will become increasingly patient centiks 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 expences of participants reflect the current context of
perinatal care, points to my obligation as researcher to make my findings available to
participants and interested stakeholdéks executivesummaryof the researciill also
be provided to local stakolders, including the NB Bakyriendly Initiative Advisory
CommitteeandLa Leche League CanadRresentation of the findings at a La Leche
League Canada’ s L ehandesunderStandirg sflthe suppari neelds oe
parents wishing to breastfeatter birth trauma. | also intend to submit for publication
to The Journal of Human Lactatiém an attempt to reach a broader group of lactation
professionals and researche8&ibmitting a presentation to the Gold Lactation online
breastfeeding conferea may also serve as a way of reaching a global population at a

time when iaperson conferences are not possible.

Implications for Clinical Care

Revealing the lived experience akhstfeeding after birth trauma has
consequences for clinical care andtfue health care system as a whalée lived
experience of the patient provides important insights into the workings of health care
systems.Kruk et al. (2018) have pointed to theed to revolutionize the ways in which
we measure the quality of healthre systems, proposing that the patient experience is
central in assessing the quality of health care systém@rder for care to be based on

the needs of birthing parents, thexperiences must to be hedkdibola & Public Health
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Agency of Canad®018. We need to make it known to those workingperinatal care

and breastfeeding support that how parents are treated and communicated with during
childbirth and postparturinas & impact on their breastfeeding experience and their
futuremental and physa wellbeing.

This population has unique postpartum support needs and health care providers
must come to the painful realization that the support needs of this populationea®t at |
partially the result of care providers who failed to listen to theprioritize their
experience during their time of neeldfail to believe that the vast majority of those
entering health professions do so with the expectation that they wdt jpdlin upon
their patients, however it must be acknowledged that mutitegdain these participants
endured was the result of mistreatment, poor communication and lack of support from
health care providerdt is beyond the scope of this research &séeout the
innumerable causes of these transgressions at the institrsyatem level, however |
think it highlights what kind of environme
experience and the role camoviderscan play in fostering a nne patient centred
approach.Through this research care providers cacolme cognizant of how their
actions, whether conscious or noty@anforeseen consequendesthe patient
experience, awareness is first step in examining the role pl&yednustacknowledge
that birth trauma at the individual level may very well reftemtima 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 fbetemotional fallout of
birth trauma, let alone breastfeeding after birluta. Svanberd2019)of Make Birth

Betterstated,

127



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
traumatiseehypervigilant, avoidant of feecting on difficult events and finding it
impossibleto see any potential positives in the birth process.
Because birth and breastfeeding exist on a continuum, | see the consequences of that
trauma in the breastfeeding experientée general structurdescription of
breastfeeding after birth trauma pides an important reminder for care providers to
return to the foundation of healthcatiee patient, to understand the importance of
improving upon their communication skills, understandings of etimeatment and
breastfeeding support knowledgerioitizing patient centred care through
communication skills, ethical care and trauma informed breastfeeding support is
essential in the education of all perinatal health care providelditionally, the
importance of consent in perinatal care cannot behasiped enoughin their review
Tillman (in pres$ pointed to the necessity of understanding that all individuals have or
will likely experiencesome type ofraumaover the course of the lifetimaighlighting
the importance of conseint perinatal carevithin atrauma informed care frameworkn
a healthcare system that is predominantly focused on easily measured external
outcomes, the patient’'s voice cemandqui ckl y
continually commit to prioritizing the needstbkir patients.
This research reveals that unfortunately, the experience of the patient has become
lost in a rhetoric of patienaind familycentred perinatal carélhis is why qualitative
health resarch is needed more than ever, as it is paramoumptoving healthcare, as

van Wijngaarden, Meide, & Dahlbe(g01)st at e, “ A reason for qu:
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the urge t o b(p.l17p9% Bringmg thioreseaeci to thedattention of tieal
care professionals will provide insight into theelil 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 ipatigit
centred. The provision of patient centred eareinforces 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 t

educate care providers and other interested pamié®w to support health in these

individuals. My objective with this research is to illuminate the experience of parents
breastfeeding after birth tr auma,kvaluesf I
lifeworld knowledge as essential and fundameal t o healvarh car e

Wijngaarden, Meide, & Dahlbeyg017p.1745).

The role of the Health Services Researcher

Personal experience with breastfeeding after birth trdadwe to this resarch.

| felt breastfeeding after birth trauma wasimportant experience and | wanted others
to recognize the significance of the experienbeep down | had hoped that my
experience was an anomaly, yet the sheer number of participants received ayithai d
recruitment confirmed mine was ndh the paned words of myarticipants) saw
myself, the details and the circumstances different but the pain the $aere. were
many times when | had stop reading descriptions because they were heartngrandhi
echoed my own feelings after birthbegan taquestion why | had undertaken this

research, was | trying to retraumatize myselti¥en | came to the end of one particularly
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di fficult descr i phankoforthaapgbrtunity toeehaboatdhiswi t h “
and another one,ndg Tthanrky yotuorfyrand sftemidoi
Parents wanted to have their story hed@drents wanted someone to do this research.
If nothing else, this research has solidified the importance gf ¢ i e nt Every wor d s .
aspect of healthcare must aenthe patient experience, this is the key to collective
wellbeing.
The importance of patiertentred care was stressed in the Romanow Report,
“The direction of our health care system must be shaped@ihealth needs of
individual patients, theifamilies and communitiés Cdmmission on the Future of
Health Care in Canada Romanow, 2002, p.50). This research affirms that gaps exist
in the provision of patiententred care, health services reseaschan play an integral
role in improving care bgonducting research that communicates the needs of patients
in order to foster the attainment of healiescribing the meaning of the breastfeeding
after birth trauma through the analysis of written desioms permits health services
researchers to dw attention to what changes to healthcare are needed.

In analyzing the participastéxperienceit has become clear the birthing
parent’'s experience is of utmosthe i mportanc
perspective of the individual it is cleamaticoncern for universal human rights is
foundational in creating a positive experience (SchillergR0Rarticipants of this
research experienced many forms of mistreatment and many interpreted thegriteat
as a violation of their rightsParents sbuld 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 | think it is criacgdaw attention to
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the ways in which perindtaare should be human rights basétkalth professionals
need increased awareness of rights in childbirth if they are to provide proper care,
research can bring awareness of rights to the forefiidme. Whte Ribbon Alliance a
non-profit organization déicated 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 rdoteinternational and
multinational rights dealrations. 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 preferencesnigdoichpanionship
during maternity care 3. Confntiality, privacy 4. Dignity, respect 5. Equality, freedom
from discrimination, equitable care 6. Right to timely healthcare and to the highest
attainable | evel of heal tation,andfrdedomé&omt y, aut
coercion(White Ribbon Aliance, 2011)The preceding rights should become a
reflexive aspect of patient care delivery and reinforced through contiregegrch and
education.

Breastfeeding was destabilized by birth trauma; paneste transitioning to a
new role in the midsdf a traumatic experience and they needed care that recognized the
turmoil they had experiencedParticipants recognized practices and care that enabled
them to breastfeed. Participants articulated tha&t ieived that was in alignment with
BFHI, carethat allowed to be with their baby, to engage ingkiskin after birth, to
receive support after discharge facilitated a more positive breastfeeding experience after
birth trauma. Often BFHI steps aretight of the kind of care that is best for imprmy

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 ogert with providing a patient centred experienké 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 recognizetieir previous trauma. After feeling that iegbrofessionals
had failed to communicate with them and mistreated them during birth it was important
for them to feel supported and listened kdany participants did not receive what could
be considerettauma informed care¢hey did not feel supportexthd 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 iofmed care. The Americgubstance Abuse and Mah
Health Services AdministratigqffAMHSA, 2014) has outlined a trauma informed
approach as follows:
A program, organization, or system that is traum#rmed realizes the
widespread impact of trauma antlderstands potential paths for recovery;
recognees 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, aksl tweactively resist
re-traumatization (SAMHSA2014, p.9).
Trauma informed lactation care can facilitate heallkgndall Tackett, 2017).
Participants breastfeeding after birth trauma have tremendous capacity for growth and

healing as shown through th@rds of participantsProviding trauma informedould
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further enhance coping skills for this vulnerable populatibrauma informed care
would be beneficial to all birthing parents, not just those who have experienced birth
trauma. In the future healtlservices research should examine the ways islwinauma
informed care impacts parents.

Health Services Researchers do not provide patient care but we can conduct
research that can be used to improve patient a&kecan focus on influencing direct
patient care through the tenets outlined in thev@dt&harter to facilitate health
promotion on a boarder scale. Through research we can advocate, enable and mediate
for the attainment of healtiVe can advocate for research that centres the patient
experigice and use that knowledge to inform patien¢ célve can enable individuals to
participate in researckve can let participants tell us where research needs lie and what
to investigate nextWe can share rich descriptions of their health care expesience
through phenomenological and other qualitate®earch.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 bredistferates
drew attention to the need to enharice understanding of the experience of
breastfeeding after birth traumt.has become imperative for all care providers caring
for families in the postpartum period to understand what it means to beebatter
birth trauma.Despite the prevalencé birth trauma and worldwide commitments to
promote breastfeeding there was a lack of knowledge on what it means to breastfeed

after birth trauma.sSince the development of the Ottawa Charter and BFHI oedath
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four decades little attention has beevegi 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. Fortythree participants described their experience of bredstigafter birth

trauma, revealing that it isl&ed experience connected to building healthy public

policy, reorienting health services, creating supportive environments and developing
personal skills.Gi or gi s Descriptive Phvasusedh®nol ogi c
illuminate the lived experience gan by the action strategies of the Ottawa Charter.
Participants written descriptions were analysgdthesized from meaning units, focal
meanings, and situated structural descriptions to reveal the medmirepstfeeding

after birth trauma through formulation of a general structural descripfibis. research

affirms that gaps exist in the provision of patient centred care and health care providers
play an integral role in improving patient provider iatdrons and recognizing the

needs of this population in order to foster their attainment of wellb&egearchers

have a responsibility to advocate for the patient experience in health services research in
an effort to strengthen global initiatives arudi@n strategies aimed at the promotion of

health. This research points to the need to give indialda voice in healthcare.
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Appendix A

PARTICIPANTS NEEDED

For a Masters research study on breastfeeding experiences after birth trauma
Have you experienced birth traumay?

Are you willing to write about your breastfeeding
experience (successful or unsucessful) after birth
trauma?

Questions?
Contact:

Erin Northrup
(Masters Student)
erin.northrup@unb.ca

Supervisor:
Dr. Catherine
Aquino-Russell
Ph.D
UNB Faculty of
Nursing
caquinor@unb.ca

Interested? Please visit:

www.breastfeedingafterbirthtrauma.ca
for more information

This study has been reviewed
andisonfile as
UNB REB 2019-XXX.
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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
Mastes of AppliedHealth Services Research Student, University of New Brunswick

| am interested in the experience of breastfeeding after baing. | understand my position of power as
a researcher; however, | also have personal experience with airthar | expéenced 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 carpipan at any pdse of the childbirth process that involves actual or
threatened serious injury or death to the mother or her baby and orithéuabperceives she has been
stripped of their dignity (Beck & Watson, 2008).

Some examples of birth trauma linde:

Long hard labour

Forceps or vacuum delivery

Emergency caesarean section

Poor pain relief

Fear of death

Feelings of horror, helpless, or loss of control

=a =4 =4 —a —a -9

We are seeking individuals >18 years who have experienced birth trauma and attempted tocbreastfee
(successfubr unsuccessful):

1 To write your experience difreastfeeding after birth trauma (successful or unsuccessful)
Participants will submit descriptions through a secure, anonymous online form
Participants may also choose to attach a text docufwéard, PDF, et) to the online form
Participation wil!/ enhance ot hers’ understandir
To maintain your aonymity:

0 You will not be asked to provide any identifying information

0 You will be assigned a false name

0 Any names of people and ggaphic locatins will be removed

0 This will be done to protect privacy

=a =4 —a A

Privacy

1  We will do everything possible to keepyranformation confidential

1 This online form doe8lOT collect any identifying user information (i.e. No IP addresses or
analytical usedata)

1 You will not be asked to provide any identifying information
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=

Your name will not be used at all in studicords. We will assign you a false name.

1 If results of this study are published or presented in a meeting, no one will be able to tell you
were in the study

1 The researcher will do their part to make sure your identity is not revealed to anyone oatside th
research team

1 Yourrecords will be kept for 7 years in a secure area, such as a locked file cabinet. Computer
data will be password protectadd encryptedAfter 7 years they will be securely destroyed
through a confidential service.

1 Your participationis voluntary. You may choose to not take part in the study at any time, simply

inform the researcher.

Potential Benefits

1 There may be no berief from partcipating in this research

1 You may like the opportunity to share your thoughts

9 Your participation mg help clinicians better understand others who have experienced birth
trauma

1 Understanding breastfeeding after birth trauma may help impreveatte individials receive
during and after birth

Potential Harms

1 There are no known risks to participating liststudy

1 If you feel anxious remembering your birth trauma, please know you may stop participating in
the study at any time

1 If participating h this study$ distressing please contact your primary health care provider, such
as your family physician or ym local mental health services

An executive summary of the results of the research will be provided to interested participants, contact
erinnorthrup@unb.a

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 O6Yes, I consentd You indicate Yy«
CONSENT to participate in this research.

Supernisors:

Dr. Caherine AquineRussell, 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
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Senior TachingAssociate, Uiversity 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-204%9

FleschKincaid Grade Level: 7
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Appendix C

Delriefing

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 reaeiafter childbirth. In this sty you were sked to write a

description of your experience breastfeeding after birth trauma. Research has shown that
writing about a difficult birth experience
Some parents fe€listressed after experiencingtb 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 ofdetachment

Crying and feelings of sadness

Changes in Appetite

Feelings of hopelessness

Loss of interest in things you used to enjoy

=4 =4 -4 -4 -4 -4 -5 -4 -3 -9

If you are experiencing any distress you are encouraged to contact your primary care
provider (physician, nurse practiti@nor mental balth 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 omd support grups, free monthly telephone support
run by licensed professionals, helpline

Website:https://www.postpartum.net/

Free helpline: 8800-944-4773

The Birth Trauma Association

Information regarding bbih trauma, icluding information for partners. Links for support
and private free online seffelp group.
Website:https://www.birthtraumaassociation.org.uk/

Crisis Text Line
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Hotline serves anya@) in any typef 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

Providesprovincial crisis phone line, accessible 24 hours a day, 365adggar to all
residents of New Brunswick

Website http://www.chimohelpline.ca/

Free Helpline: 4800-667-5005

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 Ern at erin.notirup@unb.ca

If you have any questions or concerns about this study, please contact: Erin Northrup
(student) erin.northrup@unb.car Supervisor Dr. Catherine AquikRussell
caquinor@unb.ca

This Study has been reviewed and is on file as UNB REB-XX0
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Appendix D

Situated Structural Descriptions (SSDs) for all participants

1. Adrian

Despite a traumatic birth experience, Adrian deemed breastfeeding to erallgen
uncompicated event. After an urgent surgical birth, the infant initiated early
breastfeeding behaviours effortlessly in the immediate p@sttype area. Prior to
lactogenesis II, the newborn continued to display positive lactation behaviolggrwhi
hospital Difficulties commenced upon arrival home 36 hours post birth, however
Adrian’s midwives assi st ed theirdalstothe gagest f e e d
of residence. At fourteen days postpartum, lactation was uncomplicated. hegs}

Adrian strained to elevate the newborn and required assistance to bring the infant to the
breast; during this time relatives afforded encoenagnt to the breastfeeding

relationship. Given that recovery was in excess of 90 days, Adrian condigecay¢

and ad provided by support persons integral to their breastfeeding success following the
caesarean birth. For Adrian, breastfeeding aftén iauma meant a lengthy recovery

after a surgical birth, complicating their ability to care for thdmnh Adrianasserts

that the care provided by support persons was integral to establishing breastfeeding after
birth trauma.

2. Blair

Blair had intendd to give birth in their own home. Prior to the birth they were
devoted to acquiring extensive knowleggetaining tahe planning and safety concerns
of homebirth. This education proved invaluable when Blair experienced a spontaneous
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vaginal birth befee term. Blair described the birth experience as terrible and the
experience of having a child in Neonatatensive Cag was challenging. Blair
recognized several factors that enabled their achievement of effective breastfeeding.
Parturition that took jgice at a designated Babyiendly Hospital, trained health care
professionals who offered solid knowledg®d support; @rsonal knowledge of holistic
nutrition in lactation, milk extraction at regular intervals, and kangaroo care with infant
in hospital wee all instrumental in ensuring breastfeeding success. The experience of
numerous lactation tribulationgrengthened t breastfeeding dyad. For Blair,
breastfeeding ameliorated the trauma of an awful birth and stressful postpartum
circumstances, aidingglaling and facilitating attachment with their premature infant.
Sixteen months postpartum, breastfeedemains of theitmost importance to Blair.

They continue to be appreciative of thehimspital support offered. Despite the
hardships experienced dogi the establishment of breastfeeding, Blair stresses the
integral therapeutic role breastfeeding playedecovering fom birth trauma. In
summary, Blair asserts the personal importance of lactation and the healing role it
played in their recovery fromith trauma.

3. Corey

Corey experienced a lengthy labour which ended in an instremsesigted birth.
The physician warnd Corey that the infant had a high chance of demise unless a
surgical birth was performed. In concert with their midwife, Corey resdahesca
vaginal birth could be attained. Immediate skirskin was prevented because of
i nf ant ’ estbyassgealist anth placement of sutures in the birthing parent.

Corey expressed gratitude that their partner was able to implemetb-skim &
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this time. Their infant was successful in attachment to breast, despite physical
discomfort and lack dbreastfeedingxperience. However, Corey experienced
diminished milk production. A return to paid employment at 3 months postpartum
required the snultaneous mechanical expression of milk and breastfeeding; giving
the appearance of an evasufficientquantity of mik. In summary, a complicated

birth caused the early separation of the breastfeeding dyad, Corey then experienced
decreased milk produon 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 urgentaalrgirth and stressed
that individuals close to the birth neglected to communicate that caesarearnssetion
delay latogenesis Il. Although feeding issues were ultimately resolved, the first week
was taxing as Devon tried to navigate the introduabioartificial milk and milk
expression, all while the infant experienced digestive distress. Duringtthe b
experiene Devon recounted a nurse infringing upon their bodily autonomy. This
physical violation failed to negatively impact the breastfeed#hagionshiphowever,
Devon did experience challenges in intimate relations with their spouse for rmore th
one year pstpartum. In summary, Devon asserts that poor communication and
violations of bodily autonomy by staff were detrimental to both theastfeeding
relationship and interpersonal relationships.

5. Emerson
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For Emerson, repeated anesthesia attempd an instimentassisted delivery led to
the onset of severe headaches and limb paralysis in the postpartum period. Health care
professionals plzed undue pressure on Emerson to initiate breastfeeding, failing to
recogni ze Emer s orawas intent ibreastiedd, hewe\ert uabearablé e
pain from post anesthesia complications interfered with the ability to initiate
breastfeeding. Emersavas chastised by health care professionals and made to feel their
parental skills were lacking for not@pting lactabnal assistance in the midst of
physical discomfort that clouded their mental capacities. In the absence of explanation
f or E mextreme physisal déstress, lactation difficulties persisted. Physical
symptoms continued to intensify anchBrson was sepated from their infant while
undergoing an intervention to remedy their postpartum complications. Emerson felt
outraged and deprived prospective attachment with their infant when post anesthesia
pain necessitated prescription of a metiicacontrainicated during lactation. In
summary, Emerson felt pressured to initiate lactation whilst in physical distress, they
were further affroted when lactation was ultimately discontinued due to separation of
the breastfeeding dyad coupled witke tommencememf a pharmaceutical
contraindicated during lactation.

6. Jackie

For Jackie, laboun the hospital involved being ordered around, ignored, and having
needs disregarded. Questions were met with resistance and authoritarian justification.
Analgesics were dayed and when Jackie reported pain, the physician persistently
deni ed ehlayc Amnetbnsy was performed despite refusal of consent, resulting

in a laceration injury to infant. Breastfeeding was not successful for Jackie, as they we
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made to felephysically inadequate and lacked lactation support in the immediate
postpartunperiod. When the infant became hypoglycemic, they were prohibited from
breastfeeding and instructed to procure artificial milk external to the health caee centr
J a c knfamt’'feeding experience was characterized by a predominant lack of lactation
assstance. In summary, Jackie experienced flagrant mistreatment and violations of
consent during parturition, coupled with a gross lack of support for lactattbha 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 ensur
breastfeedig s uccess. Breastfeeding facilitated
Hospt a | policies were incompatible with Reil
temporarily introduce additional artificial feeding methods, although Reilly did
ultimately swwceed in exclusively breastfeeding. Efficacious breastfeeding aided Reilly
to tniumph over their traumatic birth experience and facilitated attachment with their
infant. In summary, birth traumaandwithr eased
theproper support, establishing lactation facilitated recovery from birth traursitele
unsupportive institutional polices.

8. Cameron

Cameron underwent an urgent surgical birth which they described as terrifying,

followed by a lengthy and exaciating recoery period. The surgical site became

¢
N

purulent;however, medical managementwakdey ed because Camer on
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provider disregarded indications of infection. Due to the surgical birth, Cameron faced a
del ay 1 n | act o giafanessfiiees fromlesophag€ahreflexdisease and
infantile colic. Cameron lacked familysastance; 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 tdtilize the hctation resources at the hospital in the first month
postpartum, visiting the fant nutrition clinic on numerous occasions to ensure their

infant could transfer human milk effectively. Throughout the postpartum experience
Camer o n’ weremainfulpnd effamed and their infant daughter displayed

fastidious eating habits. Recove¢ of Cameron’ s surgical site
Notwithstanding, Cameron continued to breastfeed until their daughtevesaiied

close to one year of age. The sagmfthehopi t al * s i n t-certifiecat i on al b
lactation consultant was invaluable in thaility to display empathy and recognize
Cameron’s psychol ogi cal health concerns.
and apprehension, the lactatiansultant washe sole health care provider who took an

i nterest i n Ca me ctatian consultams tidplayed congpassioh bnel | a
tolerance and was able to anticipate requisites for efficacious milk transfer. Had they

been deprived of the care tlaetation cosultant provided; Cameron would have

renounced the breastfeeding relationshipn@&mn continues to encounter symptoms of
posttraumatic stress disorder due to their birth and postpartum experience. Cameron is
appreciative of their ability tbreastfeedis pi t e of struggl es with
breast and ability to transfer sigfent quantities of milk. While other individuals are
indifferent to struggles in lactation, Cameron values the sense of attachment

breastfeeding produced beten parent anchild. In summary, after a terrifying birth
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experience and lengthy recovery, ttenpassionate support of a lactation consultant
was integral to Cameron’s | actation succes

9. Jules

Jules worried that their birth trauma experience would habmeastfeedig success
and they would be denied that particular bonding opportunity withitifamt. Neonatal
resuscitation following an emergency caesarean section meant separation of the parent
infant dyad. Upon reunion with infant in the recovemt ufeelingsof dissociation,
detachment, and fear predominated. Jules aspired to initetstt@eding immediately,
however uncontrolled pain and a drowsy infant impeded their progress. Convinced their
body had betrayed them during birth, Jules belietheir bodywould once again thwart
the establishment of lactation. The belief that the tyiti form an attachment with their
i nfant was contingent on successful breast
accomplish their lactation goals. Continwgtbrt in theearly postpartum period lead to
breastfeeding success. Ultimately, commontaégtaon di ffi cul ti es di d
feelings of pride that their body was resi
growth. Jules was worried thdgirth traumavould negatively impact breastfeeding;
they felt their body had betrayed thent this only strengthened their resolve to
succeed.

10. Hayden

During birth of their first child, Hayden had an instrumassisted delivery and
experienced a fourtbegreetearfo t he per i neum. Though Hayde

breastfeeding immediately postth, lactation was disrupted for several days, as they
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experienced a lif¢hreatening postpartum hemorrhage with resultant tachycardia and
hypotension. Duringhis time, Hayén experienced decreased level of consciousness
and their infant was given breastk substitutes. The insertion of a postpartum

obstetrical balloon failed to mitigate bleeding, resulting in Hayden requiring several
blood transfusions and fafly a uterineartery embolization. Hayden was aware of
situations in which nurses assistedifanty critically ill patients in expressing

breastmilk, however they do not recall receiving this assistance. Following discharge
from the intensive care unidayden resumedttempts to initiate breastfeeding and was
relieved their infant was willing tourse, despite their diminished milk supply.
Extensive blood | oss continued to i mpact F
support of health professionals a@neénds, theyemained resolute in their commitment

to breastfeeding. Supplementation withamfformula was initiated after breastfeeding
attempts in hospital and continued until a visiting public health nurse determined
weaning of supplemental feedsswaarranted. Hyden continued to struggle with

delayed lactogenesis until engorgement waslfiresdperienced at six weeks

postpartum, coinciding with maternal weight gain. Hayden was advised that frequent
feedings would stimulate milk production, thusves reassuringshen their infant

indeed began to develop and thrive as a result of frequehihémse While Hayden

sustained long term health complications due to their birth experience, fortunately these
issues did not continue to negatively impact bfeading, and keastfeeding continued
until weaning occurred igwadbbtewelcomedhand ' s sec
upsetting. In spite of early challenges, breastfeeding had a therapeutic effect, making

Hayden feel as if their body was capable despitemplex bitt and recuperation
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period. Hayden did not appreciate the full extent of howdutaleastfeeding was in
coming to terms with their birth trauma until after weaning was complete. Hayden

specifically outlined the following factors which thesftfensured thir breastfeeding

success: 1. Their i nfant 'beasteadc2 Suppsrfforh | at c

|l oved ones who understood Hayden’'s strong

professionals in hospital who were supportive, newerave or presuring, 4. Ifhome

support from a visiting health care professional, 5. A p&ie breastfeeding experience,

and 6. Appropriate and timely information on the advantages of breastfeeding. In
summary, Hayden’ s br e atwithfmedcddompications,ur ney
making recovery and early lactation challenging, however, timeaflcand informal

support they received helped them persist. The breastfeeding relationship was integral to
healing after birth trauma.

11. Quinn

Quinn experienced @recipitous &bour and infant malpresentation necessitating the
need for an emergent surgidatth. Initial reassurance of immediate skaaskin and
early breastfeeding initiation was shbvied, as their infant experienced asphyxia during
birth and peents were sybcted to lack of communication from health care
professionals. The immediate posrtum period was punctuated with additional
separation due to signs of hypoglycemia in the infant. Amidst their own post op pain,
Quinn was further burdened e care offer@ in the NICU was unsupportive of
breastfeeding, characterized by coercive tactitaltreatment, violations of consent and
outright repudiation of routine lactation support. However, successful lactation was

established after hospital disrige through @ntinuous effort and determination from
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Quinn. Birth trauma and mistreatment e tspecial care nursery contributed to feelings

of inadequacy and anxiety, leading to obsessive documentation of infant output and

weight by both parents. Despibptimalinfat sl eepi ng behaviour, Q
health suffered, as their postpartum peras fraught with vivid flashbacks and

ruminations of the negative hospital experience. A steadfast dedication to breastfeeding
facilitated improvements in psyclogical wellkeing, leading to feelings of enjoyment,

pride, and a renewed commitment to caminhe breastfeeding relationship as long as

mutually desired. For Quinn, breastfeeding after birth trauma meant persevering through
mistreatment and lasting sytoms of traura to emerge with feelings of healing and

fulfillment in their breastfeeding jouey.

12. Reese

An emergency caesarean section was performed post term due to abnormal fetal
heart rate tones. Reese’ s i nfpganscoregtas bor n
and skinto-skin contact was initiated in the operating room with assistancese Clo
contact was maintained with the infant at all times, with the infant accompanying Reese
to the recovery room where health care professionals were diligassisting with
breastfeeding initiation. Health care professionals in the postpartum ungdoffe
assistance, continual observation and documentation of lactation progress. After the
infant experienced excessive neonatal weight loss, arrangements weréontae
breastfeeding dyad to obtain additional lactation support following hospital diseharg
Breastfeeding was efficacious and continued until Reese was required to restrict physical
activity for the duration of the next pregnancy. Reese had numesiatises who

provided breastfeeding assistance and was able to take full advantage oftiical pu
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lactation supports, including an internationally recognized peer to peer breastfeeding
support organization. Reese felt their positive breastfeeding expemeuld be

attributed to health care providers who valued breastfeeding and to hospitaigsract
that ensured the breastfeeding dyad was not subjected to separation during the
postpartum period. In summary, Reese attributed their lactation succassonalance
of postpartum support, including peer to peer support, and institutional pdfates t
complied with the Bab¥riendly Initiative.

13. Morgan

A late preterm placental abruption resulted in an emergent surgical birth performed
under general anestia. Morgan gsired to breastfeed and experienced a rapid onset of
lactogenesis II, despite eaqpencing excessive bleeding during the birth. It was
recommended that Morgan initiate manual breastmilk extraction in hospital due to
i nfant’ s | topansfer dkdLacabon Was sugtained through great
discomfort; Morgan was assured pain wesporary. Breastfeeding at this time was
extremely demandingandnerver ac ki ng, Morgan’s infant
hospital for phototherapy and inadetgieveight gainMorgan was prescribed
galactagogues to enhance milk synthesis, as their indatinued to experience
insufficient weight gain, however this led to obstructed lactiferous ducts. Numerous
lactation support professionals were consulted reath the usef a nipple shield,
manual milk extraction, and resolution of infant ankyloglasRiepeated false
reassurances regarding attachment and milk production were incongruent with the
reality that the infant was failing to gain weight and requaéditional ndrition. Due to

extreme discomfort and vasospasm of the nipple, lactation bagarearable and
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Morgan was compelled to initiate artificial infant feeding. Feedings with breastmilk
substitutes became more frequent, negatively impacting Morgan mi | tion.pr od u c
Several health care professionals were consulted for support to no aviibegan

made the painful decision to discontinue breastfeeding at three months. Morgan
struggled to reconcile feelings of disappointment over not meetingdhtation goal
Watching their infant thrive on breastmilk substitutes helped Morgan feehe¢ péth

their decision. Morgan felt liberated after a taxing experience. Feelings of guilt persisted
but began to wane as Morgan witnessed the growth of duter. Morgarbelieves

birth trauma instigated their negative lactation experience, lookieggaimey yearn for

a different experience for their next child. For Morgan, birth trauma was at the root of
their lactation struggles, which included anatomasad physiologial obstacles. Morgan

felt they were left with no choice but to acquiesce tauseeof breastmilk substitutes.

14. Alex

For Alex, breastfeeding initiation was particularly challenging following an
emergent surgical delivery. Their infant wasameeosmic witha hearty appetite,
spending prolonged periods of time at the breast. Alex sagelleloped bleeding and
pain originating from the nipple and areola. The use of a breast shield was somewhat
helpful in alleviating breast discomfort. Difficids in milk poduction were experienced
leading to the commencement of manual milk expreskionever Alex was unable to
express a sufficient amount of breastmil k.
exclusively infant formula. Alex laments théeir circumsances were the result of

inadequate support and unresolved lactation pain. felethat suboptimal lactation
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support was of great consequence to their breastfeeding journey. In summary, Alex
lacked the appropriate support, lactation wasgainful to ontinue.

15. Robin

The birth of Robin’s second child involyv
second stage, resulting in an instrumassgisted delivery and surgical incision of the
perineum. Following delivery, there was immediate g&iskin contacand 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 expefinBebin, depite
difficulties experienced during the birth.

16. Lane

Experiencing an emergent surgical birth
Breastfeeding was extremely challenging and for the first six weeks, Lane worked
diligently to meet their gal of exclusie breastfeedinglhe 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 pgzartum sepaten of Lane andheir infant, coupled with the
lack of permission sought by staff in giving their infant breastmilk substitutes, was one
of the most painful and traumati zing event
professionals weregtpful, many vere obstructivéo 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 producton. Community epport after hospital discharge was scarce,

i ntensifying Lane’s struggles with mental
Lane felt they would have benefitted from proper community and professional support

offered byindividuals knowledgeable ibirth trauma and lactation. In summary, birth
trauma intensified Lane’'s determination to
after being denied agency during birth. The provision of appropriate supports during the
postpartum perid would have bee h el pf ul i n 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 detachmemintinued as Kegan began to pa 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 crhwlg their chid 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 aftarth trauma reant breastfeedg amongst feelings of
dissociation and disrupted attachment.

18. Charlie

At term, Charlie required laboumduction with prostaglandin gel due to gestational
diabetes. The infant presented in occiput posterior position, |plaguwas

excrieiating, and epidural anesthesia was unsuccessful. The administration of uterotonic
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agents facilitated cervical dilatip however pushing was ineffective and labour became
obstructed. The infant displayed abnormal fetal heart tones andedechme fele.
Charlie’ s Il engthy | abour ultimately ended
born with several lacetai ons and contusions as a resul:¢t
infant displayed signs of hypoglycemia and was separated@taarlie formonitoring.

Despite having previously expressed colostrum, healthcare providers were adamant that
breastmilk substitutebe initiated, as the infant was diagnosed with neonatal

hyperbilirubinemia and was lethargic at the breast. A detemgrasychologial state

and insomnolence led Charlie to séi$charge from the hospital against medical advice.

Charlie lacked suppband their mental state continued to worsen, however, during this

time they failed to recognize they had experiencedth bisgtuma and ere displaying

symptoms of postraumatic stress disorder. Once at home, Charlie experienced lactation
difficulties anda lack of lactational support, intensifying their symptoms of depression.

Charlie later sought support in the communiiere a privat practice internationally
boardcertified lactation consultant identified posterior ankyloglossia in the infant.

Howewe r , sever al hospital nurses and Charlie
ankyloglossia diagnosis and claimed Charlie wasqslly resposible for their

infant's feeding difficulties. Charlie was

feeding. Atone year of age, Charlie’s infant had
continued to feed at the breast. Charliesoders their prseverance 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, amazigghey were ale to persevere through this
challenging time and maintain lactation.

19. Finley

At ten days post stinducedusingprastagiapdingthd abour w
amniotic sac ruptured and uterine contractions commenced shortly after. As labour was
progressing aa slow pace and Finley was comfortable following the administration of
epidural anest hesi afttoupdate dtrenfamdy members.i a | part
Abruptly monitors began sounding and sever
hospital room.F nl ey’ s partner returned to a packe
pressure had plummeted and their infant was expenigmprolonged heart rate
decelerations. Health care providers were unable to stabilize Finley or their infant,

Finley andtheir partnemwere horrified. An emergency surgical delivery was swiftly
performed and fortunately their infant was born in goodtheBinley planned to
breastfeed, and succeeding in breastfeeding was paramount to them. Initially,
breastfeeding seemednaculously efértless but difficulties soon developed. The infant
experienced difficulties latching and began to lose weight, coasdgankyloglossia
was diagnosed by a lactation consultant in the community. A teiiguevision was
performed but recary became coplicated by reattachment, necessitating a repeat
revision. Foll owing the s ecogredsedandghept o my ,
were able to maintain the lactation relationship beyond the middle of the first year.
Following a traumat birth, breatfeeding was profoundly meaningful for Finley. In
summary, the meaning and importance of breastfeeding for Finiétatad their

ability to overcome lactation difficulties.
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20. Casey

Casey’s birth was excee dugmbpi stabanddtao us .
sufficient weight, was admitted to the special care nursery for a period of five days as a
result of the haowing birth experience. Although Casey attempted to nurse at the
breast in the Neonatal Intensive Care Unit, they weeeidd to suplement with
artificial milk following each nursing session. Casey believes these incidents caused
them to be steerechto a challenging trajectory in attainment of human milk feeding
goals. Following discharge, Casey expressed milk aswhey unsuccefid in securing
proper breastfeeding positioning, consequently their infant was nourished through their
bottled expresd breastmilk. Upon arrival home from the hospital, breastmilk
substitutes were not utilized after the initiation of regldreastmillexpression.

Expression of breastmilk continued for a duration of ten months. Ashena parent

of two children, Casy expressed amazement that they were able to maintain a rigorous
milk expression and infant feeding schedule for an ex@mperiod ofime. In summary,
while it was a challenging journey, Casey took pride in their ability to maintain lactation
through mik expression after a traumatic birth experience.

21. Peyton

Peyton’s protracted | abour endedgederawi t h
anesthesia. Labour was painful, as uterotonics meant contractions were unrelenting, and
Peyton was unable to obtainidgyral anesthesia due to a festing health condition.

Peyton was perplexed as to why a surgical birth was necessatyn@time dil health

care providers communicate that Peyton or her unborn child were at risk. Peyton and
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their infant were starteon prophylactic antibiotics immediately following delivery,
again, health care providers failed to communicate that Pagiban infecon before
labour induction. At this time breastfeeding was fraught with difficulties, while Peyton
had prepared for laation during pregnancy by contacting a lactation consultant, they
felt ill-equipped for the issues they were facing. Hheedire professnals appeared
supportive but | ater turned out to be unco
feeding decigins. Peyton experienced difficulties in initiating breastfeeding, their
nipples were lacerated and their breasts were edvarmultiplecontusions. 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 professionalfer#d contraditory 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; diagnostimaging foundPeyton had a hematoma that required
surgical correction. Peyton, while readmitted to the hospital, had to maintaitidact
under unfavourable circumstances, as there was an infectious disease outbreak
preventing their infant from coming the hospitalPeyton 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 mearggwering thragh disrespectful
treatment and miscommunications during birth, and contradictory lactation support
postpartum. Peytowas ultimately able to feel a sense of pride in their success.

22. Sloan
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Sl oan’s prolonged and @entdsurgicabsth, inardeotar end
preserve their infant’'s |ife. At the ti me
acknowledgehe assistance their partner and health care providers offered. Sloan
navigated conflicting feelings of relief their chilhs born unhaned 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 supportetheir intentions in the early
postpartum period. Bablyriendly Initiative policies were not adhered to and Sloan was
prohibited from initiating skirto-skin contact with their infant during the immediate
postpartum. Sloan found lactation erdingly chaknging 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 breastfegdielationshic ul mi nat ed when Sl oa
selfweaned 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 hyh e i r s ankylégkbssit.’

23. Parker

Parker had a successful vaginal birth after a previous caesarean birth (VBAC), which
wasaposti ve and wuplifting experience. Par ker
they experienced a |{ftreatening postpum hemorrhagdt was a horrific experience
in which Parker experienced feelings of impending doom. Although Parker was
experiencinglecreased levels of consciousness, they recall unbearable pain followed by

a decrease in body temperature and muscle sp&amily memers arrived back to an
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empty hospital room displaying evidence of copious blood loss; Parker could hear the
concerns ath anguish of their family members from their treatment room. Parker was
distraught over the perceived reaction of familynmbers, and féla sense of anguish

and panic. After their reuni on, Par ker’' s i
theirret n home, Parker battled extreme exhaus
distress intensified at night and they fearedtfierr life. Maintaining lactation was one

thing Parker felt a sense of control over. Despite their postpartum complications and
unsiccessful breastfeeding attempts with previous children, Parker produced a copious

milk supply and their infant had an eftee latch. Pa k er ° s recovery was |
grueling, but they took pleasure in their breastfeeding experience. After much

contempétion, Parker attributes their lactation success to the fact that their postpartum

health challenges forced them to pri@etrest and @mintain close physical proximity

with their infant. For Parker, breastfeeding after birth trauma meant persistingtthrou

physical pain and anxiety, while also relishing the sense of bodily control lactation

imparted.

24. Avery

Attwo weeks post e r m, pghysieianysed prostaglandin gel to induce labour.
Avery was in early first stage of labour for two days. At 2 cntidita the fetal
membranes ruptured spontaneously and overt meconium staining was observed. Upon
rupture of membranes, fétaeart rate dcelerations were detected and the physician
determined an emergent surgical birth was warranted. Post birth, Avephysisally
drained. Avery scarcely recalls their infant feeding experience on day one postpartum;

however, they were explt in communcating to their registered nurse their intent to
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breastfeed. The registered nurse was invaluable in coaching Aubeyearly

postpartum days. In the early postpartum, Avery developed extreme pyrexia and
subsequent diagnostic tests reedahvery had equired a uterine infection, owing to the
meconium stained liquor. The parentant dyad underwent hospital readmissfor

one week for parenteral intravenous therapy. During inpatient treatment, due to the
speed at which lactogenesis tooirred, Averyexperienced 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 canibus supporAver y’' s nur ses met
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 milfor a periodof one year. In summary, Avery
asserts that nursing care was invaluable in successfully breastfeeding after adraumati
birth.

25. Taylor

Lactation was excruciating and Tayl or s
decreased milk prodtion and theithealth care provider instructed them to initiate
artificial infant feeding. Manual milk extraction was commenced layldr was unable
to express sufficient quantities of milk. Taylor speculates that their emergency surgical
birth coupled wih the prevendn of immediate skifio-skin contact and continued
separation from their infant negatively impacted their abilityutcessfully initiate

lactation. For Taylor, breastfeeding after birth trauma meant struggling with pain,
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decreased milk sygty, and refleting on the impact birth practices and Bdendly
policies had on their infant feeding experience.

26. Glen

G| e n thsvasleamplicated: they experienced a premature rupture of membranes
in their second trimester and were hospitalized airdst. This wa a traumatic time for
Glen, as the outcome for their infant was uncertain, with increased chances of infant
demise, asvell as a high probability of complications related to prematurity. Glen
delivered their infant vaginally in the absenéearcotics oanesthesia. The infant
experienced an intraventricular hemorrhage and required intubation at birth. Glen was
determind t o breastfeed, due to their infant’s
express breastmilk at thré@ur intervals stheir infant ould receive nutrition by
enteral feeding. A commitment to successful lactation meant Glen exclusively expressed
breasinilk for three months, ensuring their infant received optimal nutrition. At three
months postpartum, Glen was able to atéifeeding athe breast and was ecstatic when
they were successful after a week of attempts. The lactation journey was tumutttious a
Glen experienced delayed onset of lactation, however they were able to receive medical
support and prescription galactagies, whichided 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 meangpobviding optmal nutrition through feelings of
anxiety over their child’"s health ochalleng
continue the lactation relationship.

27. Wallis
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For Wallis, birth trauma had occurred with the birth of their first chitiggrdoeing
transferred to hospital they were subjected to procedures that explicitly violated their
consent. This treatment made Visafkel they had betrayed their infant by neglecting to
keep them safe. Wallis’ despnonthsanand suffer
impeded their ability to form a healthy attachment with their infant. Feelings of shame
and blame felt insurmountablensuring breastfeeding success meant persisting through
complications; this was Wal herrigfant. ldatafoni nct w
was a way of regaining the personal agency and control that was lost during birth, it
meant Wallis could ensertheir infant received their devotion and optimal nutrition
during the postpartum period. Lactation was healing in a tudétiof ways ad made
Wallis feel worthy of being an effective, loving parent. Their devotion to lactation led
them to adhere to Wiak Health Organization recommendations to maintain lactation
until the age of two and beyond. Wallis reflects that faigedidtion woulchave been
detrimental to their wellbeing. For Wallis, breastfeeding after birth trauma meant
overcoming lactational @tlenges and mental health threats, to regain their personal
agency after blatant violations of consent; in doing so thergable to mee amends to
their infant and sustain feelings of being an effective parent.

28. Bailey

A. Bai |l ey’ s f iate mdermcah3ahdda halireesks destatiam. After
enduring five days of nightly discharges home with marginal cervitzage, labour
induction and augmentation commenced. Uncontrgdeedwas experienced when
Bail ey’ s epi dur al medisledged.lPeosto witnessang Bakey er b e c a

ambulate to a wheelchair, those present at the birth were unaware of the fadedian
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and tlought Bailey was simply not tolerating pain well. Bailey was tireless in their
attempt to breastfeed, but was ultimat@hsuccessful and had to initiate artificial infant
feeding.
B. For their second child, Bailey experienced labour patesrmittently or eight
days. Active labour commenced four hours after a membrane sweep was performed,
however, Bailey was dischargdde to insufficient cervical change. The following day
an injection was administer edvalwasdnmBeati | ey w
inthe next 24 hours. Hours lat&ai | ey’ s membr anes spontaneo
began to hemorrhage. Birtle@urred precipitously without pain relief after arriving at
the labour and delivery unit. Bailey was informed that theydxgperiencedritical
blood loss and sudden birth could have easily occurred out of hospital in the motor
vehicle. The infant was phkically stable, however, Bailey required additional medical
attention. With their second child Bailey was able to feesdbatroompletelyat the breast
on cue with little difficulty. Discontinuation of breastfeeding occurred easily at the half
year mark.h summary, Bailey experienced two traumatic births and attempts to
breastfeed after the birth of the first child failedwewer after te second traumatic
birth they experienced little difficulty.

29. Dylan

Dylan required an emergent surgical delivery aterotracted labour and
uncontrolled fetal tachycardia. Health care providers determined the infant had had
prolonged expasge to meconim and was experiencing meconium aspiration syndrome.
Dylan was separated from their infant when they were transferetigher level of

care at a different hospital. Due to the necessary monitors and tubes, Dylan was
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prevented from havinghysical contet with their infant for several days. The infant
proceeded to receive enteral feeds of breastmilk, until feeding btelast was initiated

at three weekesf ageDylan anticipated that breastfeeding would be challenging because
of enteral éeds and theatt they had been prevented from having physical contact with
their infant, however they were successful in their ifeeding attempts. Dylan

attributes their success to the support they received from an internationatbddied
lactaton consultanin the Neonatal Intensive Care Unit. For Dylbreastfeeding after

birth trauma meant receiving appropriate professipostpartum lactation support to
establish lactation while being separated from their medically fragile infant.

30. Wyatt

A. Wyatt had arunplanned surgical delivery after it was revealed their infant was in
breech presentation. During pregnangiyatt intended to breastfeed and spent a
significant amount of time educating themselves regarding lactation, although they did
receve misinformaibn from loved ones. Wyatt had a strong determination to breastfeed.
Establishing lactation after a caesarean was meirepainful and Wyatt felt physically
drained and sleep deprived. Wyatt discovered that health care professionalsl initiate
artificial infant feeding without their consent. At horiéyatt was able to troubleshoot
issues independently and alternate breaslihg strategies provided some relief.
Lactation continued to be extremely painful, yet Wyatt persisted and continued to
breastfeed thnagh discomfort for several months. Support was obtained from an
internationally boargtertified lactation consultant diWyatt was able to temporarily
alternate feedings of expressed breastmilk with breastfeeding, this helped to alleviate

thar pain. Lactéion finally became pleasant; Wyatt acknowledged their experience was
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challenging and they had feelings of empathyotbier parents who were not able to
persist through lactational pain. Initial difficulties lead to an increased determimatio
continuethe breastfeeding relationship for an extended period. The challenging
experience lead Wyatt to address future breedifig) challenges with ease. Wyatt felt a
sense of pride for overcoming lactation difficulties and attributes their success
lactation elucation sources and from an internationally recognized peer to peer
breastfeeding support organization. Breastfeedftey birth trauma meainunplanned
surgical birth and continued pain challenged the breastfeeding relaticihssie
challengesheighened Wyatt’'s resolve to breastfeed
professional and community support.

B. After a traumatic birth with their first child, Wyatt was determined to have a
vaginal birth after caesareaiBAC) for their seconahild. Wyattwas able to find a
VBAC supportive care provider, althoutiis professionalvasunavailable at the end of
thar pregnancy and was caréat by a colleague. Care provided at the end of pregnancy
consisted of unplanned interventions but Wyadintains it vas an overall positive
experience. Unaware at the time, Wyatt had suffered a vaginal laceration during
delively, andlater began to hemorrhage. Wyatt was in excruciating pain; however,
health care providers were neglectful, disregardingnamimizingWya t ° s pai n, go
so far as to belittle Wyatt for having¥BAC. Having no prior experience with vaginal
birth recovey, Wyatt felt overpowered to speak out further. Wyatt refused
pharmaceutical management of pain due to fears of impactitagidex; they &o feared
pharmaceuticals would make them somnolent and they would fail to wake up. After

ambulating, Wyatt fell athlost consciousness due blood loss. They recall having a
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hallucinatory neadeath experience before being taken to surgicapgir the peneal
tear. Having had prior lactation experience, Wyatt felt confident in their ability to
establish lactation. lcation pain was minimal and Wyatt attributes much of their
success to immediate skio-skin contact and early breastfeedingjiation after birth.
Wyatt was able to maintain lactation into toddlerhood. Their mistreatment during
childbirth informed theicommitment to homebirth for future births. Despite their birth
traumas, Wyatt felt a sense of pride for their tenaciousnassaintainingactation, as it
became an amazing experience. For Wymaastfeeding after birth trauma meant
breastfeeding thr@h mistreatment from care providers and medical complications,
emerging with a resolve to breastfeed.

31. Elliott

Elliott had a taumatic unmedated vaginal birth. During the second stage of lgbour
Elliott became fatigued due to labour dystotmeir physic an r espected EI | i
for minimal intervention but sought consent in applying fundal pressure, fortunately this
facilitated partution. In the immediate postpartyiglliott was administered analgesics
which caused somnolence for several hpilnis made it impossible to care for their
infant and Elliott suspects this disrupted the lactation processatirtte, artificial
infantfeedi ng was i1 nitiated by health care pr o\
Elliott attempted lactation, theirfiant would not latch, attempts to secure support were
rebuffed and health care providers pressured Elliott to continueiattifitant feeling.
A | ack of experience made EIlliott feel con
recommendations. Ellio&ind their infant continued to struggle with latching issues and

at two weeks postpartum Elliott had complete lactation ingaffcy. For Hiott,
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breastfeeding after birth trauma meant early separation of the breastfeeding dyad, early
introduction of arfiicial feeding without consepénd a lack of support in the early
postpartum contributed to lactation insufficiency.

32. Sawyer

S awy e r ’'asc bitthregparience was a result of multiple dynamics. Risks and
interventions led to adverse physical and psyaifichl incidents that were exacerbated
by the physician disregarding tBea w y gaght’togdecline an invasive intervention.
Abnormal fetabssessment warranted surgical birth andséeing interventions for the
newborn. Sawyer described the experierfdereastfeeding was influenced by
psychological distress which was attributed to the traumatic birth. The traumatic birth
ledto an impact bdiminished selcare and insomnia. Yet even with ample milk supply,
the infant’s i nabnmglledtosutualdistiess.iSawyeas éxgeriebcece a st f
hallmark symptoms of dysphoric milk ejection reflex. However, perseverance with
breastfeedingnd milk expressing occurred to the point where Sawyer yielded to the use
of artificial milk for infant feeding. Irsummary, Sawyer asserts that the birth trauma
altered the course of the breastfeeding journey.

33. Blake

Thr oughout adedmboafeeingspfestieme fatigue, isolation, and
anxiety surfaced. Blake was shouted at during the second stage of labizhrwas
distressing and had the opposite of the desired effect. Uncontrolled pain contributed to
the later development gbsttraumaticstress symptom&xpectation®f immediate

bonding after birth were interrupted when it was discovered the indanas$pirated
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meconium and Blake was experiencing medical complications from prolonged pushing.
Despite complications, birth wainexpectedlpoignant and lifealtering, Blake felt a

deep minebody connection and renewed sense of vitality. Later, Blakeaiexjged

frequent flashbacks, feelings of their birth were contradictory, some aspects were
positive, while other aspects wen¢ensely negave. Through giving birth Blake came

to the realization that transformative personal experiences can be dichattimglae

both good and bad. Upon reflection, Blake is thankful for what went right, as they now
understand how circumstancasuld have mde matters worse, they could have
experienced complicating interventions and their child could have faced graver
corsequences. For Blake, labour was a defining moment, illuminating personal strength.
Receiving care and empathy during birthfurn helpedlake give love and empathy to
their infant. In contrast to the slow birth, everything that occurred after binhesk
happen quickly. Due to the infant’s diffic
by ambulance to a high level care at aniher hospital. During this time care providers
were confident and reassuring. Despite the turn of events, Blakenezgmadaunted,

any disappointment over missed bonding was displaced when they realized they would
need to call on inner resas to tacklevhat might lie ahead. Blake felt their protective
instincts for their infant ramp up. While in NICU, Blake felt cpreviders were very
capable and knowledgeable, however they were saddened to learn they would not be
able to initiate lactatin until oxyg@ was discontinued. The first latch at 36 hours
postpartum made Blake ecstatic, they felt a strong sense of attaictantheir infant.

During pregnancyBlake was given realistic information regarding attachment, which

tempered their abiljtto deal withunforeseen events. Blake was relieved that birth
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complications and separationtbe breastfeeding dyad did not @nrfere with the
establishment of lactation. Blake attributed her lactation success to the availability of
internationally boad-certified lactation consultants in the NICU, who assisted Blake
with milk expression. They were also afforded the opportunitpam close to the

NICU, which facilitated skirto-skin contact with their infant. Lactation was a positive
experience, Blakélt awash wih healing feelings of tranquility, and protection when
their infant was latched. In spite of debilitating ptraumatic stress symptoms, Blake
continued to breastfeed into toddlerhplaatation did not produce the same euphoric
feeling it dd initially but it was a useful parenting tool. Reflecting on their experience,
Blake maintains that lactation assisted themealing and processing their traumatic
birth, it fostered feelings of care and attachment to their infant. For Biedastfeding
after bith trauma came easily with the proper assistahe&s also healing, helping
them to process their traumatic yetrtsformative birth experience.

34. Sam

A. Sam breastfed after both of their tra
the wpture of theamniotic sac, they were surprised by the high level of pain they
experienced from the beginning. Upon arrival atgita Sam received epidural
anesthesia and discovered their labour was more progressed than they thought. The
second stage débour was prlonged and Sam became distraught when after 2.5 hours
they were not making any progress. Health care providemmefbSam they would
have to proceed with a caesarean section. Sam was terrified at the prospect of surgery
but was calmed by supportive ntse. The surgical delivery involved a lot of manual

mani pul ation of skin and t hadlsecomsqbstructed was d
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during pushing, this resulted in a misshapen head appearance after birth. Support was
available immedieely after delvery in initiating skinto-skin contact and establishing
lactation. Sam was able to communicate their intentidmeastfeed and received the
support of international boawkrtified lactation consultants several times a day. Milk
producton was a nomssue for Sam but they did experience difficulties with latch,
which was complicated by pain medications that maghkegain of an ineffective latch.
Manual milk expression commenced and finally a nipple shield was offered which was
immenselyhelpful for he latching difficulties. The nipple shield was eventually
discontinued and Sam exclusively breastfed for six moiiisr months postpartynt
was discovered their infant had several food allergies, so breastfeeding was continued
into the gcond year ofife. Lactation was difficult for Sam and they frequently
considered weaning; however, they ultimately chose taragtEstablishing lactation
was difficult due to incisional pain and an inability to properly lift their infant. The
postpaim periodwas s ol ati ng and challenging, Sam’
rarely slept for long stretches at night. Memoriethefbirth trauma consumed Sam and
they were often worried and distressed. Sam felt a heightened sense of responsibility for
the delivery, wrrying the surgical birth would have long term negative health
consequences for their infant. Lactation becamelad®o compensating for the birth
trauma. For Sanbreastfeeding after birth trauma meant enduring physical and
emotional paincoupled withfeelings of isolation. Lactation became an act of penance
after birth trauma.

B. For their second birth, Sam wasandidate for & BAC. Again, their membranes

ruptured prior to birth, but this time Sam chose to have epidural anesthesidiatehye
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afterarriving at the hospital. Once more, the second stage of labour was prolonged,
however this time forceps were usedssist with delivery of the infant. The sight of the
forceps was extremely distressing for Sam, they did not anticipatevthég be so

large. An episiotomy was performed without
delivered and placed skio-skin. Copious amounts of blood had been lost and the sight

of it caused Sam to lose consciousness. Sam received many stitchessonpébated

their recovery. Due to the amount of blood |&&am again lost consciousness and

required a blood transfusion. Sanitiated breastfeeding but did not notice any latching
difficulties until they were discharged home. Lactation consultartkedtospital
expressed |little concern over |l actation di-
breastfeeding success. A few mtas later Sam suddenly recalled making the

observation that their infant had a notched tongue while in hospital. An anlgd@glo
diagnosisvas confirmed by a physician and a revision performed. Sam maintained

lactation into toddlerhood, their infant stgmorly, but Sam felt better prepared to deal

the sleep deprivation the second time around. The support of their partrzeplantful

ml k supply were both integral to Sam’s | ac
family memberavho could offer expeaential breastfeeding knowledge and support, Sam

had to instead seek out virtual support. It was a lonely and difficult Bara.feels

current postpartum support, including lactational support for new pareimadequate.

Had they received the appropriate sup®am feels they might have been spared from
suffering through distressing anxiety, hypervigilance, and disrupgegd.s Fixatiig on

their own weltbeing left Sam with feelings of guilt for not repozing 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 atigatighaguedam.
For Sam, breastfeeding after birth trauma meant navigatingutliiéis 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 phcenta and itsubsequent removal under general anesthesia prevented
Rowan from initating lactation in the early hours after birth. Rowan experienced a
postpartum hemorrhage due to their retained placenta, however, due to care provider
errorthey did notreceive a blod transfusion until 24 hours postpartum. Due to their
harrowing expegnce 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 makinghiem dependerdn assistance from others. In hospital, Rowan received
excellent suppd from a care provider knowledgeable in lactation, this care provider
al so safeguarded the infant’s weltoslhnei ng
on their chets Establishig lactation was challenging, Rowan wondered whether their
difficulties could be attributed to delayed skmskin contact, struggles in holding their
infant or were simply unavoidable. Most health care providers offered lactation support;
however, one paicular 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

recove, however thg continued to have difficultidatchingtheir infant to the breast.

Rowan had been advised that they were at risk of delayed lactogenesis Il, however they

experienced a rapid onset of milk secretion and engorgement, further complicating the
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I nf a nitytodatcla Bhie tecommendation of a nipple shield was given with

nedigible 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 he point of having to donate the excess, yet their infant spenof lot
time at the breast and maintained a slow but steady weight gain. Discontinuation of the
ni pple shield was welcomed when Rowan’s 1in
dramatically Working through early challenges left Rowan with feelings of gratitad
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 Rwan, breastfeeding after birth trauma was ultimately positive aritedlic
feelings of gratitude for their ability to persist through various challenges and erratic
support.

36. Sidney

Sidney’'s birth experience r esttahttTeed i n ph
second stage of labour was obstructed due shoulder dysixeliaery of the infant was
instrumetassi sted and Sidney understood their
during the birth process. As a result of the course of the deliveryfém experienced
a limb fracture and Sidney endured a laceratiam@iperineal muscles. While the birth
was deemed distressing, Sidney believes their wellbeing was respected and expressed
confidence in their car e eyeritpoftheerperieree abi | it
was not fully understood until a substantidount of time had passed, it was only then
that Sidney came to the realization that t

could have experienced an alternate outcome. Ddspiiag one breast unable to
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produce breastmilk, Sidney was easily @blaurse their child from one breast for the
time period recommended by the World Health Organization without issue.

37. Frankie

Frankie’'s birth trauma wialgetodate Duniagst di st
pregnancy it was discovered that their infaatl a congenital cardiac anomaly, however
they still planned for a vaginal delivery. Their regular healthcare care provider was not
available during the deliveryhe care providewhowas present was harsh and seemed
i rritated wit h kiehabden nmdedo believe tegasm comfort a n
measures would be available during labour, however upon arrival at the hospital they
were disappointed to learn that these resources wevailatde. Frankie felt their needs
were not met. Frankie sought a piaysgical birth and laboured for many hours without
intervention, until the exhaustion became overwhelming and they requested pain relief.
To Fr an k,ithey wsre asb admimsterederotonic agents. Interventions were
started when abnormal fetal ne@nes were detected, Frankie found it incredibly
distressing to observe the fetal bradycardic heart rate. An amnioinfusion was started,
which Frankie found very painful. Frankie wasjuired to maintain the lithotomy
position during the amnioinfusioandfelt this is to be a compromising and violating
position. A fetal scalp electrode wagplied a procedurdhatfelt excruciating to
Frankie. During this timg-rankie experienceduch mental distress over the condition
of the fetal heart, worrying éhfetal circulatory system could not physically withstand
the stress of labour. Frankie became convinced of imminent fetal dendseision
was made to move to an emergent surgicéthirt was stressful when

epidural failed to reach adequaten e st hesi a after several att:
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hypoxic at birth and needed the administration of oxygen for several minutes. eFranki

lay on the operating table, unaware oftheii nf ant’' s condi tion, as
what was happening. A lefimoment was finally shared with their infant before they

were taken away, Frankie felt defeated that-$&4skin contact did not occur aft

delivery. Support for breastfeeding was readily available after deliFerya n ki e’ s i nf
lacked the strengtlotfeed at the breast but they were shown how to mechanically
express mil k. Feeding was a teamtoskinf ort wi
while Frankie expressed milk, the infant then received milk via the breast and a
supplemental nursingsystem The i ntricate feeding ritual
cardiac condition worsened and they no longer had the strength to receive @adequat

nutrition via breastmilk alone. At nine weeksdidr anki e’ s i nfant wunder
surgery for their congétal heart defect. Frankie and their partner were able to stay at

the hospital and Frankie was able to express and store milk for when thdira nt ' s
ventilator was discontinued. Frankie maintained lactation through mechanical expression

for eight monthsthey wanted to maintain lactation beyond one year but were unable to
maintain the exhaustive expression demands. Terminating mechanicakpriission

was more difficult than expected, Frankie struggled with sadness and feelings of failure.
When lactatio was successful it was a wonderful experience and Frankie relishes the
memories of that time. Frankie often dreams of relactation, asctiikeiris 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 worryingtfe health of their

infant. After delivery, adequate support was available, yet breastfeeding was
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complicated bythe health of their infant and their recovery from corrective surgery.
Frankie wishes that lactation could have been maintained for lorsgéryvas 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 postearat,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 ti me. Kennedy’' s e p ithdyuvera madédtawdait itk zem0o d i s c
pharmacologicgbain relief. An hour passed and Kennedy began to have intense
contactions with an uncontrollable urge to push, however they were prevented from
pushing. When Kennedy arrived in the operating room theintfad descended to +3
station, after a lengthy removal process the infant was transferred to the NICU. Kennedy
hadextensive perineal and cervical trauma which required a lengthy repair. Kennedy
was sent to the postpartum unit and told they would belgtedifrom 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 wiznoh
offered little consolation to Kennedy. Kennedy inquired almatiating lactation and
was rebuffed, they continued to advocate for themselves until they finally obtained a
pumpfor milk expression. A fierce determination to breastfeed led Kennedy to begin a
frequent schedule of milk expressjdiney are convinced ihresolve drove their
lactation success. After a painful separation, Kennedy was permitted contact with her

sonaa result of their repeated insistencies
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were reunited. Kennedy was firm in advocating that theepermitted to feed their

infant at frequent intervals in order to establish lactation. The lactation experiaace w
ultimately positive for Kennedy and they maintained lactation into toddlerhood.
Kennedy attributes their success in lactation to thesgwerance to overcome
challenges. For Kennedireastfeeding after birth trauma meant navigating forced
separatiorof the breastfeeding dyad and satfvocacy in order to establish the lactation
relationship.

39. Wynn

Wynn had planned for a homebirth duringgmancy, however this changed when
they were diagnosed with intrauterine growth restriction. After their pregveasy
classified as high risk, they were urged to undergo immediate labour induction, Wynn
instead opted for increased ultrasound monitorirayiit a vaginal delivery was
imperative for Wynn. Later, Wynn was again encouraged to undergo induction, though
ther Bishop score indicated low odds for a successful induction. During the induction
Wynn tried to facilitate the labour process by creatisg@portive 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 anxi ety i ncr eas dhemthat tthe sttuaten wasdoren y s i c i

and a surgical birth would need to be performed. The loss of the opporturaty for
vaginal birth was demoralizing and Wynn regards it as one of the most distressing
moments of their life. Wynn felt a loss of contrifieywere being cheated out of what
was supposed to be a joyous moment. Although small intezénfant was medically

stable and they were able to initiate starskin in the operating room, however this was
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cut short once they reached recovery and theinfas handed to their partner. After
deliveryWy nn’ s wi shes were not r espeandtheyd, t hei
were denied delayed cord clamping. Wynn felt disrespected. The placenta was healthy

and robust, no explanation was given for whyrthrgant was small for gestational age.

Wynn continued to relive the birth experience in vivid detail, they expeed

flashbacks and repeatedly felt the emotions they felt during birth. Although they had a

surgical birth Wynn still received midwifery are in hospital and they continued to offer
suport. Due to their small sing®thebdastn’ s i ni
and initiating lactation. Wynn began milk expression and the infant was fed by syringe,

as they worked to develop sticlg skills. The feeding process was complex and

Wynn’ s partner was supportive tttomadicdout . W
from health care providers. They sought the advice of an internationalderéifebd

lactation consultant but they faileddppear in hospital. Initial success was shoed

and upon arrival home | at cshnfadtiwdsfrequently t i es a
inconsolable and they had to resume syringe feeding until it was decided they would

initiate artificial infant feedig. A midwife began visiting on alternate dagsmonitor

infant weight gain and Wynn began an exhausting breastfpadd milk expression

schedule. The feeding schedule proved impossible and breastmilk substitutes were

started. Wynn ultimatelyesortedo hiring an international boarcertified lactaibn
consultantvhosuggested a nipple shield and prescription gajaciae. When Wynn

consulted their midwife regarding the galactagogue they were denied and told it was

unsafe without further testing. Confudey conflicting information, Wynn sought

advicefrom their general practitioner who agreed to prescribe the gatapia. Wynn
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began a high output pumping schedule, and other milk production measures to no avail.
Assessing milk intake was challenging foykvi and they felt guilty for using

breastmilk sbstitutes. Wynn was disheartened over giving their use of infaastonilk
substitutes and felt a loss of confidence. They felt let down, their body had failed them
during birth and now it was failing thenuidng lactation. Without the support of their
partner and family membend/ynn would have discontinued lactatiddynn joined

social media lactation support groups; the availability of instant virtual support gave
Wynn confidence they could overcome ldicta challenges. Wynn made the decision to
discontinue milk expression after every feeding and tried feeding dtrédastby one

month their infant was able to exclusively feed at the breast. Wynn was glad they had
persevered. Maintaining a rigorous knéxpression routine had a negative effect on
Wynn’s ment al heal th, focusi ngvesirategf.eedi ng
Wynn felt their traumatic birth disrupted their lactation experience. After birth Wynn
was traumatized, they did not feel tlg fhey expected. In the early weeks, lactatio

was complicated by pain and difficulties in positioning. Wynn yedo have a
physiological vaginal birth in the future. For Wynn, lactation was only made possible
through the support of loved ones and garwiders. Breastfeeding after birth trauma
meant not having their wishes respected during birth, followed bygrairtrauma,
complicated by concern over infant birth weight. Wynn was not devoid of support but
some support offered was conflicting or daight neglectful. Wynn initiated a
complicatedeeding routine but ultimately received sufficienfperson and vival

support that contributed to their lactation success.

40. Easton
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Easton felt their traumatic birth was the result of communication isstie®me of
their health care providers. Thisear pr ovi der prevented Easton’
being present durg examinationandalso denieE a s t requéstdor pain relief.
Easton felt young and inexperienced, not capable ohslelbcating duringhis
vulnerable time. During the second stafiabour, Easton experienced a lack of privacy
and was abandonedbyh ei r care provider. Easton’s inf
cyanotic, theiicare providersailed to communicate whatashappening and no
physician was present. Concerns were voicdelégos t on’ s physi ci an r eg:
care provides; Easton wadanant 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 supplyfdre the middle of the first year. For
Easton breastfeeding afterthitrauma meant enduring miscommunication and
mistreatment from a care provider before ultimately experiencing insufficient milk
supply.

41. Marlow

After an instrumenassisted delivery, Miow initiated lactation in the recovery
room. Marlow was surprised the ease at which their infant latchadgdin their
inexperience they thought that lactation would require little effort after thedicst. |
Health care providers offered assistanitl feeding, showing alternative feeding
positions such as side hg, as Marlow was in pain from a perineal laceration. The next
day it was discovered the infant had suffered a fracture and brachial pipxysiuring
delivery, making it impossible tieed in certain sidé/ing positions. Throughout this

time, Marlow vas 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. Altholitjhchea
providers were willing to offer assetce, Marlow soon observed uric acid crystals in

t hei r i erfaedbecame distraughp that their infant was not receiving adequate
nutrition. Marlow became anxioukinking thattheir breasts were nefininctioning and
agreed their infant should regeibreastmilk substitutes. The situation did not improve
andtheinfant developed hyperbilirubinemia. Marlow grew frustrated with having to
remain in hospital. The addition of breastmilk substitutes led felgonfusion;

Marlow began using a nippleshiel t o faci |l i tate the infant’
dischargd home and Marlow noticed an improvement in milk synthesis. Marlow
believed the anxiety of being in hospital negatively impacted lactogdhdderlow
continued to worry about their bitgphysiology, due to a lack of breast change during
pregnancy, findy after much determination to establish lactation, their milk production
picked up. Success did not come easy, Marlow sought help fractaida helpline,
expressed milkand consumedalactagogues in an effort to produce more milk.-Self
care was diftult with all the exertion feeding required and at two weeks Marlow
developed an infection requiring they resume antibiotics. Copious noitluption

began at two weeks postpartum, relrgyMarlow from their strenuous milk expression
and supplementatiocsh e du |l e . Marl ow” s confidence in b
overcame common challenges. At two months postpartum they attended a lactation
suwpport group, wishing their physical recovernydheot prevented them from attending
prior to that. The support offaublic health nurse was also invaluabi&ose

reassurance gave Marlow the conviction to keep going. Marlow took pride in persisting

throughlactation challengeshey attribute their acevement to the support they
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received from loved ones. Success inaBtieeding was of great consequence to

Marlow; they wanted the meaningful experience and superior nutrition for their infant.
Marlow previoudy felt unaware of the effort required to bré#asd looking ahead to

next time Marlow hopes for an easier expecewith any subsequent children. Being

able to establish lactation was serendipitously convenient, as it was less demanding than
feeding brastmilk substitutes. For Marlgwreastfeedingfter birth trauma meant
establishing lactation through a challerggphysical recovery for both members of the
breastfeeding dyad. Marlow initially felt unprepared for the effort required to establish
lactaton, however they were fortunate to receive supm various forms throughout

the process.

42. Aubrey

During theirhomebirth, Aubrey experienced gross mistreatment and violations of
bodily integrity from a health professional. Aubrey was pressured anetftsaundergo
physical examinations in the alnse of consent. They felt physically violated, the
healthcarepréfs si onal ' s behaviour was injurious &
health professionals that the amount of force used during the examiwais indeed
excessive. Aubrey was hyper Vagit after their birth trauma, and experienced intrusive
memories ad recurrent traumatic dreams. Lactogenesis and infant growth were
uncomplicated for Aubrey, however if the infant unexpectedly touched tbengd
breastfeeding, they would experience fiaimemory recollections and feelings of
panic. When these feelingsrfaced, Aubrey would pass their infant to their partner and
go to another room to sob and relive painful memories. Cluster feeding veasaégp

overwhelming, triggering memoriesoth r | oss of bodily integr
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anxiousness contributed t@sp deprivationeven when their infant was sleeping well,
Aubrey stayed awake fraught with worry over potential future assaults. It wiasildiff

for Aubrey to persevere through lactatiartheir fragile psychological state but by one
year postpartum Auby was able to employ seathre strategies to alleviate their post
traumatic stress symptoms. Aubrey continues to maintain lactatiorodut®thood.

When Aubrey informed the appropeagoverning bodies of their mistreatment during
childbirth, their eperience was denied, despite the corroboration of witnesses. This
experience coupled with their birth trauma has caused them to develojpeaneex

distrust of the medical system and alahlecare providers, even mental health
counsellors. Aubrey is thankfthey did not require lactational support, as they feel their
distrust would have prohibited them from seeking the appropriate suppofub@y,
breastfeeding after birth trauma mepatsevering through intense pastumatic stress
symptoms and heicare anxiety that were the result of extreme mistreatment and rights
violations during childbirth.

43. Lennon

Birth trauma has negativelyatfee ed many facets of Lennon’
a primipara, Lennon assumed they would have a long labourykowewas longer and
more painful than expected. Lennon found the experience excruciligngecond stage
of labour was protracted andsinument assistance was needed. When it was over and
Lennon held their infant, they felt a sense of pride for thaid work, however things
changed quickly and the infant was removed from their grasp when it was discovered
they were hemorrhaging. Therasvdisorder in the room, as health care professionals

administered medications and started uterine massage tesitfizehemorrhagehile
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Lennon experienced a decreased level of consciousness, feelings of fear, and panic.

Once medi cal | yweakphydichl eonditikngneverded thesm from holding

their infant, leading to fears regarding attachment and estatyi lactation. Despite an

intense amount of pain, Lennon possessed a strong resolve to establish lacthtion

foster attachment to themfant. Upon discharge from the hospital, Lennon experienced

an increase in pain and had to return to the hospita¢h required they be separated

from their i nfant and arti fi ccoatinued,lbut ant f e
thesourcecoud ot be found. Lennon’s frustration
artificial infant feedings and their miupply dwindled. Attempts to establish lactation

were excruciating and their infant continued to receivetrri via bottle self-blame

ard doubts about their parenting merit were
diagnosis was made and Lemfelt forced to take on the enormous task of

mechanically expressing milk for their child. While Lennonramkledges they received

some latation support from health care providers, the mismanagement of their pain is
ultimately what disrupted their lat¢ian experience. Feelings of disappointment and

shame over not being able to establish lactation at thet in@as had far reaching

consequeces for Lennon. Feeding their child expressed milk with a bottle left them

feeling criticized, which was detrimezitto their wellbeing. As a result of their

experience, Lennon suffered from a multitude of fi@imatic stess symptoms.

Lennon’ ¢ladiation experiemge were unexpected, it did not unfold how they had
envisioned, yet they remain grateful foritHée and child. For Lennon, the experience
of breastfeeding after birth trauma meant possessing a sesolge to breastfeed and

persising through pain, and feelings of criticism and d##me.
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