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Abstract  
 

This thesis explores how the centrality of successful gestation and lactation in early 

maternal identity becomes problematic when unexpected complications arise. It is widely 

accepted that lactation and subsequent breastfeeding is an automatic and ‘natural’ 

response to having a baby.  Yet it is not uncommon for women to encounter difficulties 

producing sufficient breast milk or breastfeeding, particularly those who have premature 

babies.  In considering a group of women who have premature babies and experience 

difficulties with lactation, this research examines how they are constructed as ‘failed’ 

because they cannot perform in ways that most mothers take for granted. 

 

For women who are not able to produce their own breast milk, breast milk banks (BMBs) 

have been established to provide pasteurized, donor breast milk.  The establishment of 

contemporary BMBs is supported by current medical and scientific discourses which 

endorse the benefits of breast milk over formula, where it is said that premature babies 

benefit considerably. Due to the powerful meanings associated with mothering, 

breastfeeding and breast milk, the concept of sharing breast milk in a BMB destabilises 

what is considered ‘normal’.  Women who rely on another woman’s breast milk to feed 

their babies experience the use of the BMB as a challenge to their maternal identity, and 

they have to strategically manage and negotiate this process.  

 

To explore how women navigate the experience of breast milk banking in an Australian 

context, this thesis draws on qualitative research, utilising the first person narratives of 

women who have been involved in a BMB either as donors and/or as recipients.  Taking a 

post-structural and an inductive approach, this research uses semi-structured 

interviewing, observations and a detailed discourse analysis to interpret data.  Based on 

these methodological foundations, this thesis applies and extends Foucault’s theorisation 

on the body and power, which is central to the operation of the BMB.  To extend the work 

of Foucault, this thesis engages with feminist critiques of his work to argue that women 

participate in a network of power through a project of ‘body work’, which is both 

constraining and enabling. 

 

A key orientating device of this thesis is the concept of redemptive mothering. 

Redemptive mothering is a transformative process whereby women attempt to shift from 

being constructed as failed and inadequate, to successful mothers.  This requires their 

active participation in a project of normalisation enacted in an attempt to correct their 

failed bodies. If they are unable to normalise their bodies they must manage the 

perceived risks associated with receiving donor breast milk in order to realign the 

uncertainties regarding the exchange of bodily fluids.  In considering the ways women 

navigate the BMB, this research argues that redemptive mothering is a technology of the 

self, which becomes a way that women free themselves from the constraining aspects of 

power and responsibility associated with infant feeding practices.  
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INTRODUCTION 
 

‘Australia’s first breast milk bank’ 
In 2006, while sick and at home taking time off work, my sister kindly supplied me 

with books and magazines to occupy me. As I flicked through the weekly 

entertainment magazines, I came across an article that piqued my interest.  The 

article in WHO magazine1, titled ‘Australia’s First Breast Milk Bank’ reported the 

recent opening of a new facility operating out of King Edward Memorial Hospital for 

Women (KEMH) in Perth, Western Australia (Ambrose, 2006, see Figure 1).  At the 

time I was familiar with the concept of banking human products in the form of blood, 

but breast milk donation was something I had never encountered.  I read on. 

 
Apart from celebrating the opening of the breast milk bank (BMB), the article also 

explains that it facilitates the organised, impersonal exchange of pasteurised (heat-

treated) donor breast milk.  The donors are women with an abundance of breast milk 

who give away their excess, and the recipients are the babies of women who cannot 

produce enough milk themselves and who accept donated breast milk in preference 

to formula.  The article indicates that, in recognition of some women who give birth 

early and find it difficult to lactate, the facility at KEMH provides donor breast milk 

exclusively to their premature babies in order to avoid any danger associated with 

formula use.  According to current medical advice, the use of formula is problematic 

for premature babies due to the health risks it presents, particularly for their 

underdeveloped digestive system. 

 
The links made between prematurity and mothering in the article stimulated my 

interest in the concept of breast milk banking even further.  As a child in the 1980s I 

had a brief encounter with premature babies when my twin sisters were born six 

weeks early.  I recalled my mother’s difficulties as she tried to produce breast milk 

and her ongoing use of formula.  When I saw the article, I decided to seek my mother’s 

opinion and asked her whether she would have used donor milk for my sisters had it 

been available.  Her response was an emphatic “Of course I would have!”  This 

                                                        
1 Available in Australia, WHO is a weekly tabloid magazine with a readership of mostly women, aged 
between 35-49 years.  The highest proportion of readers are full-time employed women in the higher 
income brackets (Pacific Magazines, 2011). 
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response surprised me because I thought that most people would reject the idea of 

sharing a bodily fluid in this way.  I assumed that it was dangerous to share breast 

milk as it was ‘unnatural’ and inconsistent with the traditional means of direct 

mother to child breastfeeding that I was accustomed to seeing.  My mother, however, 

was adamant that if she could have accessed donor breast milk, provided it was safe, 

she would have used it because she felt it would have been better than giving my 

premature sisters formula. 

 
As I thought more about the concept of breast milk banking and my mother’s 

response, I began discussing it with other female friends and relatives.  Responses 

were mixed: some expressed interest but most were sceptical of the idea of 

exchanging breast milk.  One aunt’s response was dramatic.  At my inquiry she 

responded physically, embodying her outrage by shielding her breasts (which had not 

breastfed an infant for over two decades), exclaiming: “No way. This milk is for my 

babies and I wouldn’t want anyone else’s milk either!”  Her powerful and embodied 

response, which dramatically contrasted with that of my mother, stimulated my 

curiosity as to what made these women respond so differently.  I wondered if the 

women involved in the process at KEMH, shared similar thoughts to my aunt or 

mother.  I was also curious to explore how the women in the article and others using 

the bank saw themselves and how they interpreted their involvement in such an 

unusual situation. 

 
The article, and in particular the images that accompany it (Figure 1), give some 

indication of how the women involved are represented and how they may have 

incorporated breast milk banking into their mothering.  The article depicts three 

main images.  Placed in the centre, a smiling woman cradling her healthy looking 

baby, with the caption “donor”.  Sectioned off in a smaller box to the left, is a woman 

watching her baby who is attached to multiple tubes and asleep inside an incubator, 

with the caption “recipient”.  Thirdly, in the top right hand corner on the same page, 

but separated to the main story, is the image of a man standing with crossed arms, 

wearing a lab coat and a hairnet, shelves of bottled breast milk displayed behind him.  

This person has no identifying caption but it is obvious that his role relates to a 

clinical aspect of the BMB, which is subsequently confirmed in the text of the article 

where he is identified as the “manager” of the facility.  This triangle of figures 
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embodies different subject positions within the milk banking process and also 

different power relationships. 

 
The portrayal of the donor compared to the recipient caught my attention as these 

two key figures are intentionally separated, occupying different physical spaces on 

the page and, it implies, also in the BMB process.  For example, positioned in a ‘heart 

shape’ in the centre of the spread, the donor mother is confidently posing with her 

baby in her arms smiling directly into the camera.  In comparison, the recipient 

mother appears blurred, off to the side and in the background while her ill baby is in 

sharp focus in the foreground.  Rather than gazing directly at the camera she looks 

downcast and solemn with her eyes averted, attentively watching her baby from 

outside the incubator.  The only part of her body touching the baby is her hands.  She 

is depicted as the ‘struggling mother’ whereas the donor woman is represented as the 

‘helper’ or ‘super mum’ confirming that these two women occupy separate physical 

and social spaces within the BMB.  According to Weston (2001: 166), a similar 

separation occurs in blood banks where “bodies as donors and bodies as recipients 

cease to occupy the same social space”.  Although these women occupy separate 

spaces, the bond that brings them together is the ill baby, who is both the source of 

the donor’s maternal beneficence and of the recipient mother’s concern. 

 
Also occupying a different subject position and power relation is the third figure; the 

manager of the breast milk bank.  He is positioned as totally separate from the 

women, an opposition not only emphasised by his placement on the page but also by 

his steady gaze, his stance and his clothing (i.e. visible collar and tie). His appearance 

depicts clinical professionalism and authority, while his white lab coat and hairnet 

symbolises cleanliness and safety.  This image is reinforced by the text in the article 

which explains that the BMB provides multiple “levels of protection” with enhanced 

“security” features to guarantee that “the milk is absolutely safe”.  This signifies that it 

is important to allay concerns about risk, an issue which is emphasised in the detailed 

explanations provided throughout the article about how donors are screened, treated 

and how their breast milk is stored. 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 1: WHO magazine article, 4 September, 2006 

A 
NOTE:   

     This figure/table/image has been removed  
         to comply with copyright regulations.  
     It is included in the print copy of the thesis  
     held by the University of Adelaide Library. 
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The safety and security features of the BMB are personified in the image of the 

manager: his clothing and body language, his confident stance with arms crossed, 

suggest that he is overseeing and ‘guarding’ the bank like a security guard.  The 

colloquial reference to breast milk as ‘liquid gold’ by health professionals implies that 

it is a valuable resource requiring processing and storage in a ‘bank’, justifying the 

emphasis on security and safety.  Reference to breast milk as ‘liquid gold’ also 

accentuates the economic and market connotations, which are further heightened 

through the language used within the article.  For example, the sub-heading “Keeping 

up with demand” has links to language used in the context of the economy, as does 

the explanation in the article that the process utilises similar equipment to the “dairy 

industry”, implying a food processing chain of supply and demand. 

 
The predominance of the metaphor of production in relation to reproduction has 

been identified in the work of American anthropologist Martin who has written about 

birth and maternity in this context.  The article about the BMB resonates with 

Martin’s (1987: 63) metaphor of birthing as a factory, where the labouring woman is 

the worker, the baby is the product and the doctor is the “supervisor or foreman of 

the labour process”.  The metaphoric notion of a doctor as supervisor, watching or 

gazing over the women who work laboriously to produce (and consume) breast milk 

reveals that medical expertise and technology are important aspects of the 

contemporary process of sharing human milk. 

 
The role of medicine in the process is also highlighted in the article by the choice of 

donor mother interviewed, who is identified as a part-time GP (General Practitioner).  

Additionally, she is also described as an occasional ‘wet-nurse’2 to her sister’s 

children who she had breastfed from time to time.  These points are significant 

because they are indicative of a wider subtext in two ways.  First, promoting the 

donor as a GP has the effect of legitimising the safety of the BMB process because it is 

supported by another medical professional who is also a mother.  Furthermore, the 

                                                        
2 The term ‘wet nursing’ is commonly misused, as it is in this article, where it is used interchangeably 
with cross-feeding (or cross–nursing) by those who assume the two terms denote the practice of 
shared breastfeeding regardless of the specificities.  However, it is important to acknowledge the 
different ways in which breast milk is shared.  The concept of wet-nursing denotes a formal 
arrangement where a woman is paid to feed another woman’s child.  Whereas, cross-feeding is 
typically used to describe informal arrangements usually conducted between relatives and peers, 
without remuneration, much like the arrangement I assume is being discussed in this circumstance. 
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mention of her infrequent role as a wet nurse to her sister’s children functions to 

allay anxieties regarding the sharing of breast milk by illustrating that it is not an 

unusual practice.  The message is, if a medical professional and expert is not 

concerned about the risks and anxieties around breast milk sharing, why should any 

other mother.  

 
The media article introduces some of the key themes that this thesis will address.  

Firstly, the article reports that the women who have used the BMB have embraced it, 

yet the accompanying images and text suggest that there is something different or 

unusual about the notion of sharing breast milk in a contemporary context.  The 

strong emphasis on the use of technology and medicine to assure safety, cleanliness, 

and sterility highlights an underlying discourse about the possibility of risk 

associated with the exchange of breast milk and the need to dispel concerns for 

mothers who are confronted with the prospect of accepting donor breast milk.  The 

focus on cleanliness along with the positioning of the women as separate, conjures up 

the importance of boundaries—of maintaining and protecting individual 

boundaries—highlighting how the sharing of bodily fluids can and has been 

considered risky.  The article promotes the BMB as a process which can safely 

traverse these boundaries.   

 
Secondly, the article also establishes the importance of providing breast milk as 

nourishment for babies, particularly premature babies.  This tells us something about 

the way that breast milk is defined in the context of frail, premature babies who may 

have precarious health.  For these babies breast milk is good, no matter where it 

comes from, while formula is detrimental.  This indicates that breast milk is 

positioned within dualistic categories which hierarchically position one feeding 

option against another.  The power of dualistic categories is also poignant through the 

distinction of those who succeed and those who ‘fail’3 at lactation.  The difference 

between a failed lactator and a successful one divides women where the different, 

opposing spaces, as a recipient or a donor, are significant.  By taking up new roles as 

                                                        
3 Throughout the thesis I use the terms failure/success, natural/unnatural, normal/abnormal and 
good/bad mothering.  Although I only mark these terms by the use of single quote marks in the first 
instance I stress that these terms are problematised through the whole thesis. 
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either donor or recipient, these women must negotiate a different set of rules which 

clearly influences the way they are perceived and construct themselves as mothers.   

 
The dualistic categories of breast milk as good, formula as bad, failure and success, 

and safety and risk all indicate that linguistic categories underpin women’s 

negotiation of motherhood.  Consideration of the Who magazine article also 

illustrates the dualisms that influence motherhood can change depending on the 

context in which they operate, gaining more or less power in specific locations.  In the 

following section, I consider how some of these dichotomous categories can influence 

the construction of maternal identity and reflect on the ways the BMB may disrupt 

some of the taken for granted aspects of bodies and mothering.   

 

Maternal identity and the influence of dualisms 
For centuries, femininity has been defined by women’s capacity to bear and rear 

children, which marks them as different to men.  Maternity is often perceived as a 

‘natural’ aspect of women’s lives where characteristics such as nurturing, selflessness 

and patience are maternal qualities that are seen as innate in women.  These qualities 

often evoke social myths and expectations surrounding contemporary motherhood 

which has generated categories where women are morally judged upon a series of 

(mostly unwritten) rules that position them as either ‘good’ or ‘bad’ mothers.  As 

such, the notion of the ‘good mother’ has become a pervasive aspect of gender and 

maternal identity.  Goodwin and Huppatz (2010: 2) argue that the idea of the ‘good 

mother’ has discursive power that reaches deep into the everyday lives of women and 

families, where the concept has become extremely problematic due to the ideological 

and societal pressures it evokes regarding children and motherhood. The 

construction of the ‘good mother’ is a condition of modernity which has created a 

climate of competing parenting ideologies that make choosing and adopting a 

maternal identity increasingly complex. 

 
One important aspect which influences the construction of the ‘good mother’ is 

women’s early maternal behaviours particularly in the early stages of motherhood 

during pregnancy, delivery and infant feeding practices.  Much of the emphasis on 

mothering at this transitional stage is on the body and the role of biology.  The power 

of biology in organising women’s social roles has been the basis of many feminists 
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critiques, such as Rich (1986), who in the mid-1970s was one of the first to argue that 

motherhood had become an institution that was socially and culturally organised, 

resulting in unreasonable demands on women.  Due to the work of pioneers like Rich, 

over the last four decades feminists have challenged ideological concepts of 

motherhood, questioning the role of biology and the ways in which women construct 

their social and maternal roles around it (Weaver & Ussher, 1997).  

 
Despite radical feminists who argue that the social and cultural meanings of 

embodiment is the source of women’s oppression, the role of the body has been 

considered as empowering (Van Esterik, 1994).  This has lead to more recent 

feminists criticising the devaluation of the body, instead acknowledging that 

embodiment has become an important aspect of motherhood.  Regardless of these 

feminist debates, mothering and maternal identity is undeniably and powerfully 

linked with the body.  This is evident in many common representations of early 

motherhood which places an emphasis on embodiment through pregnancy, infant 

feeding and bonding through physical contact.  In such a framework, the power of 

biology is difficult to ignore as a sense of maternal identity is often intimately 

associated to the ‘natural’, reproductive processes of the body.  As Teman (2009: 50) 

argues, the popular beliefs regarding pregnancy assume that it is a reproductive 

process which involuntarily allows a woman to naturally develop a maternal identity.  

In this way, bodily processes such as pregnancy, lactation and breastfeeding are tools 

that render women recognisable as mothers and allow them to construct an identity 

as they become mothers.   

 
The power of the natural is emphasised in the conceptualisation of lactation and 

breastfeeding which “has become the measure of a mother” (Blum, 1999: 3) and 

symbolic of what is perceived as ‘good’ mothering.  This is in part due to the breast-is-

best message which has become a formidable aspect of early mothering, as it strongly 

endorses lactation and breastfeeding as ‘natural’.  In the framework of infant feeding 

(and motherhood), what is natural is valued.  For example, in typical circumstances a 

‘natural’, vaginal birth is privileged over a c-section birth.4  In this framework of 

                                                        
4 The term c-section is also known as a caesarean or caesar.  For consistency, I have referred to this 
procedure as c-section throughout the thesis, except in excerpts of women’s narratives, where I have 
kept their choice of words. 
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natural-as-more-valuable, breastfeeding and breast milk is privileged as ‘superior’, 

and formula as ‘inferior’.  This results in the benefits and disadvantages of 

breastfeeding and formula as directly competing—breast versus bottle.  The 

distinction between breast versus bottle has established a series of dualistic 

categories that define behaviours in which women should/should not engage 

(Bartlett, 2003).  As Van Esterik (1994: 46) indicates “Breastfeeding requires 

negotiating a number of socially constructed dualism that have dominated western 

thinking”.  The table below lists the dualistic elements of typical infant feeding and 

motherhood, dividing them into two distinct categories.  The notion of ‘good’ 

mothering (as opposed to ‘bad’ mothering) arises out of these structuralist categories 

where dualisms have led to the categorisation of women as either aligning with one 

set of values or the other.  For women entering motherhood under ‘normal’ 

circumstances (i.e. uncomplicated pregnancies and deliveries), this linguistic code 

influences how they perceive themselves as mothers.   

 
Breast milk Formula 

Good Bad 
Breast feeding Bottle feeding 

Private Public 
Innate Artificial 

Natural Unnatural 
Ability Inability (lack of desire?) 

Success Failure 
Skin Plastic 

Close Distant 
Exclusive Impersonal 

Self-Sacrificing Selfish 
Maternal Sexual 

Responsible Irresponsible 
Assured bonding Compromised bonding 

Proven health benefits Health compromised 
Caring Negligent 

(Adapted from Bartlett, 2003: 157-8) 

 
Within these dualisms, one pole dominates and is more privileged, so it becomes 

important for women to come onto the ‘good’ side where they are perceived to be 

doing all the ‘right’ and expected things to enhance the health and well-being of their 

baby.  The power of these dualistic categories appear fixed and are made more 

influential in a neo-liberal environment of personal responsibility where 
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breastfeeding and lactating is often positioned as an individual choice.  In this context, 

women are often interpreted as ‘choosing’ to provide breast milk or to suppress it.  

Whilst it is true that women can suppress their lactation, many women who enter 

motherhood discover that lactation and breastfeeding are not always achievable and 

certainly not automatic.  Unfortunately, despite the fact that lactation is unachievable 

for a number of women, for a variety of reasons, there are strong moral judgements 

within the breast-is-best discourse which implies that women who do not breastfeed 

‘choose’ not to, or they did not try hard enough.  In relation to breastfeeding, the 

notion of choice and responsibility often crudely draws on these binaries, depicting 

breastfeeding mothers as ‘good’, responsible and self-sacrificing, and formula 

mothers as ‘bad’, careless or indifferent.   

 
As a post-structuralist critique of dualisms suggests, fixed, categorical separations are 

reductionist and over-simplified (Hall, 2001b).  Taking up this post-structural 

position, this thesis argues that it is inadequate to place the complexities of mothering 

into simplistic categories of good and bad, or what is natural and unnatural, 

particularly since circumstances can alter the meanings and order of these 

hierarchies.  This is evident through the use of new reproductive technologies (NRTs) 

which open up new and alternative ways to generate a family, creating a position 

where the taken for granted familial roles are reconceptualised (Carsten, 2004: 21).  

In creating new types of families, NRT destabilises the meanings of reproduction and 

relatedness as many bodily and kinship boundaries become redefined and more fluid 

(Carsten, 2004; Taylor, 2005).  As Ragoné (2004) suggests, individuals are more 

willing to blur traditional biological and kinship roles in order to successfully 

construct a family.  Through the use of various NRTs, individuals have adapted to the 

blurring of these flexible boundaries (Ragoné, 2004).  For example, couples who seek 

surrogacy do not have blood ties to their baby, yet they may seek to compensate for 

this by maintaining close contact with the surrogate mother during pregnancy and 

birth (Ragoné, 1996; 2004: 352-3).  The flexibility provided by NRTs illustrates how 

the power of dualisms can be destabilised in a post-modern context, where concepts 

of what is natural and normal become pliable.  Yet, whilst these dualisms become 

more adaptable, they simultaneously remain deeply entrenched in reproduction and 

maternity indicating that aspects of dualisms can be both fixed and fluid. 
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Fixed and fluid boundaries 
According to Van Esterik (2002: 263), “breastfeeding heightens awareness of body as 

self and body boundaries; but meanings assigned to bodies and boundaries are 

neither universally shared nor unchanging”.  The fluid, yet tightly bounded (and 

guarded), boundaries of the body and the self are also heightened through popular 

culture.  A local example of this is seen in the evocative yet controversial sculpture 

named Big mother (Figure 2) by Australian artist Patricia Piccinini, permanently 

exhibited at the Art Gallery of South Australia.  In the exhibition notes Piccinini 

describes Big mother as a “genetically engineered primate wet-nurse breastfeeding a 

human baby, provoking opposing and conflicting emotions of awe and terror, 

repulsion and concern, monstrosity and tenderness” (Art Gallery of South Australia, 

2010).  

 
 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 

 
Figure 2: Big mother (Piccinini, 2005) 

A 
NOTE:   

     This figure/table/image has been removed  
         to comply with copyright regulations.  
     It is included in the print copy of the thesis  
     held by the University of Adelaide Library. 
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Through Big mother Piccinini draws attention to the ways in which dualistic 

categories of natural and unnatural are socially constructed and how they can change 

or be changed.  Big mother’s non-threatening presence, allows the viewer to see 

similarities with human mothers, where the division between natural and unnatural, 

human and animal are heightened, yet blurred.  These disruptions illustrate 

contradictions around the dualisms associated with mothering, highlighting how 

fixed yet modifiable they are.  However, the disquiet stirred by Big mother also 

emphases that confusing the fixed categories associated with motherhood can be 

unsettling, particularly because they have become integral to the construction of 

maternal identity.  Big mother also works to draw attention to how any circumstances 

or locations which blurs the dominant dualistic categories around motherhood can be 

regarded as problematic.   
 
In this thesis, Big mother is a metaphor for the BMB where cultural categories and 

dualisms are disrupted in a specific location.  The BMB opens up opportunities where 

structuralist categories become uncertain, illustrating that there is contestation about 

what is natural/unnatural, good/bad, successful/failed.  As such, the BMB becomes a 

site that draws attention to the flexibility of boundaries but illustrates how they are 

simultaneously reinforced.  The contradictions between fixed and fluid and the 

impacts that transgressing socially constructed boundaries has on maternal identity 

in the context of the BMB are central to the aims of this thesis. 
 

Contemporary breast milk banking 
Although this thesis does not intend to go into detail about historical practices of 

breast milk exchange, it is important to establish why and under what circumstances 

sharing breast milk disappeared, and how this history of sharing has come to bear on 

the evolution and (re)establishment of modern BMBs.  The idea of sharing breast milk 

is not new.  Although attitudes towards the female body during the eighteenth 

century framed the practice of breastfeeding as ‘animalistic’, breast milk was 

considered valuable and there was a huge demand for women to be employed as wet 

nurses.  In these formalised, paid arrangements, lower class women were typically 

employed to feed the babies of wealthier women, with the babies residing in the wet 

nurses’ home for the first few months, sometimes years of their lives (Fildes, 1986; 
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1988; Golden, 2001; Wolf, 1999).  However, during the late nineteenth to early 

twentieth century the impact of social Darwinism cast these lower class wet nurses as 

a threat to optimum development.  It was assumed that their poorer environments, 

diets, immoral recreational activities (such as the consumption of alcohol), hygienic 

practices, ethnicity and demeanour could be transmitted through tainted milk supply 

and cause high infant mortality rates and feeble health of the babies they were paid to 

breastfeed (Featherstone, 2002; Fildes, 1986; 1988; Golden, 2001; Kukla, 2005; 

Thorley, 2008).  Outbreaks of typhoid, tuberculosis and influenza amongst the urban 

poor also came to be linked with unhygienic practices and environments and 

increasingly babies were removed from the wet nurses’ homes (Golden, 2001).  For 

some time this meant the wet nurses came to live with their wealthier employers but 

this too was a practice that ceased due to the discomfort many wealthy employers 

experienced with having a lower class woman living in their home (Wolf, 1999).  

These circumstances led many women to seek alternatives in synthetically 

manufactured substitutes, and eventually contributed to the growth of the infant 

formula industry during the twentieth century. 

 
Throughout the twentieth century, the idea of shared breastfeeding continued to be 

problematic due to the connections it generated with the lower classes, and the threat 

it posed to mother-child bonding.  During the late twentieth and into the twenty-first 

century, the practice continues to evoke apprehension about the exchange of bodily 

fluids and the transmission of diseases.  There is some evidence that milk pooling5 

was a continuing practice within hospitals at least until the 1970s (Long, 2003; 

Thorley, 2008, 2009; see also Beal et al., 1978).  However by the 1980s, the global fear 

about the transmission of the human immunodeficiency virus (HIV) contributed to 

the virtual disappearance of most sharing practices in the West (Thorley, 2008).6  The 

                                                        
5 Milk pooling is the process of expressing and pooling together milk from various women and was 
utilised initially in the early twentieth century often in the form of ‘milk stations’ (Golden, 2001; 
Swanson, 2009).  
6 Although apprehension of HIV and the exchange of bodily fluids caused the cessation of formal breast 
milk sharing practices (Palmer, 1993: 76), some research indicates that cross-feeding is still a minority 
practice which has continued into the late twentieth and twenty-first century between women who 
know each other (Long, 2003; also discussed in documentary aired in UK and Ireland, Other people's 
breast milk, 2008).  However, for the most part, due to these anxieties, the sharing of breast milk has 
become a taboo practice in mainstream Western cultures, and as such it is rarely discussed and not 
well documented, so knowledge of informal cross-feeding is mostly based on anacedotal discussions 
(Long, 2003; Thorley, 2008; 2009 and numerou pers. comm.).  Yet interestingly, this practice was 
highlighted and legitimised between the sisters in the WHO magazine article described previously.  
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fear of disease meant that wet nursing and other milk pooling practices became seen 

as high risk. 

 
Over the last decade, medical and scientific discourses that endorse the benefits of 

breast milk have lead to the re-establishment of BMBs to prevent babies from 

receiving formula when their mothers cannot breastfeed or lactate. The 

establishment of BMB facilities indicates that the medical and scientific community 

acknowledge the difficulties some women experience with lactation, especially when 

they have premature babies.  

 
Globally, there has been a rapid increase in popularity of BMBs, which has seen the 

opening of numerous facilities in continents and countries worldwide including 

Europe, North America, South America, South Africa and Asia (including, India and 

the Philippines) and Australia.  As featured in the WHO magazine article, Australia 

currently has four BMB facilities, one of which operates out of KEMH, the primary site 

of the research conducted for this thesis.  The rules of BMBs differs between and 

within particular countries, where some facilities distribute donor breast milk to 

recipients at a cost, whilst others provide the donor milk for free.  Some BMBs, 

including the one at KEMH, restrict access to breast milk to premature babies, 

whereas others offer donor breast milk to full-term7 babies, including: 

� babies who have mothers with HIV/AIDS; 

� babies with feeding intolerances and allergies; 

� babies whose mothers are receiving chemotherapy or who have had surgery; 

and 

� to families who do not include a lactating woman such as adopted babies, 

including those of gay fathers (Tully, 2000; Wilson-Clay, 2006).   

 
In continents with several BMBs, guidelines are specified by organisations such as the 

United Kingdom Association for Milk Banking (UKAMB), which standardises the 

processes used in the facilities operating in the UK.  In Australia, there is no national 

organisation to regulate the operation of BMBs, thus the guidelines are adapted and 

                                                        
7 Although the gestational period during pregnancy can vary in each woman, it is estimated that a baby 
is full-term 40 weeks after the last menstruation.  Babies born between 37 to 42 weeks are considered 
full-term.   
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enforced at a local level making each facility different (Hartman, pers. comm., April, 

2008).  At KEMH, donor breast milk is strictly limited to use by those premature 

infants born before 34 weeks gestational age.8  This eligibility criterion is based on 

the idea that once a premature baby has reached a gestational age of 34 weeks they 

are less susceptible to fatal infections and complications, which may be triggered by 

formula feeding.  For premature infants, the immunological and protective qualities of 

breast milk (mother’s own or donor) are considered essential to protect against 

severe, and sometimes fatal, gastrointestinal infections, such as sepsis (bacteria in the 

blood stream, including ailments such as meningitis and pneumonia) and Necrotising 

enterocolitis (NEC).  NEC involves the infection and eventual death of the intestinal 

tissue (necrosis literally meaning tissue death) affecting premature babies who are 

formula fed (Lee & Polin, 2003; Schanler, 2001; Wight, 2001).  It is the most common 

cause of neonatal morbidity and mortality affecting two to five per cent of all 

premature infants with the mortality rate ranging from 10 to 50 per cent (Hunter et 

al., 2008). At 34 weeks it is also expected that a baby will have developed the suck-

swallow-breathe reflex required to successfully breastfeed unassisted.   

 

Conceptual framework 
This thesis explores how mothers, in the context of KEMH, perceive BMBs and how 

they negotiate their maternal identity when donor breast milk is incorporated into 

their mothering.  Most of the mothers in this project have premature babies, so often 

many aspects of mothering are different in the first weeks and months of their baby’s 

lives.  This includes compromised breastfeeding due to medical circumstances that 

limits contact between mother and baby.  Limited contact is said to effect the release 

of hormones required to produce an adequate breast milk supply, so often many 

women who have premature babies will encounter lactation issues (Lau, 2001).  In so 

far as breastfeeding and the provision of breast milk is valued as natural, this thesis 

aims to explore how women experience their inability to lactate, how both individuals 

and institutions respond to this inability, and the behaviours and actions that these 

women rely on to position themselves as natural and good mothers. 

 

                                                        
8 The term “gestational age” is a clinical term used to indicate how many weeks a foetus has been in 
utero, calculated from the first date of last menstruation.  When babies are born prematurely their age 
is referred to in gestational weeks, to determine milestones and development.  
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Examining the way in which the BMB operates has revealed a strong link between the 

body and the maternal sense of self.  As mentioned earlier, although many feminists 

have critiqued essentialist discourse as something that constrains women, as current 

representations of breastfeeding and motherhood indicate, many women continue to 

claim a sense of identity by drawing on the power of biology and the body (Kitzinger, 

1992; Rich, 1986).  The power of the linkages between the body and a sense of self 

are reinforced through the procedures within the BMB which aim to initially 

normalise the maternal body.  The BMB does this by attempting to restore the 

expected physiological response of these women’s bodies, changing them from failed 

lactators to efficient lactators prior to offering donor milk.  It is only if these 

restorative tactics are not successful that the use of donor milk is recommended.  In 

this situation women are required to strategise and rationalise their agency to 

reconceptualise their motherhood. 

 
In this thesis I apply a Foucauldian framework of power to explore how power 

relations impact upon women’s negotiation of the BMB and how this process 

influences their maternal identity constructions.  French theorist Foucault has been 

influential is exploring the ways in which the body and the self are constructed 

through power relations.  For Foucault, power is exercised upon and through the 

body where power does not come from a central source but rather it operates 

through a network of capillaries that “is exercised from innumerable points” 

influencing every aspect of our social lives (Foucault, 2008: 94, originally translated 

and published in English in 1977).  It is Foucault’s position that individuals negotiate 

their active participation in power relations by organising their behaviour around 

dominant discourses, which in relation to this thesis, apply to the fixed dualisms that 

currently frame infant feeding practices.  The conflict that can arise within discourses 

(for example the contestation and disquiet that Big mother stirs) produces a site 

which opens up the possibility for change, demonstrating how power is produced 

through being exercised.  For Foucault, “It would not be possible for power relations 

to exist without points of insubordination which, by definition, are means of escape” 

(Foucault, 2001b: 347). 

 
Many feminists have critiqued Foucault’s ideas arguing that his model of power is 

gender blind (Bartky, 1988; McNay, 1991).  However, as Foucault himself has 
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indicated, this was not because he was supporting sexist frameworks as he has 

explicitly stated that he supported the feminist movement (Foucault, 1980c).  Despite 

his gender neutrality, a number of Foucault’s conceptual arguments have been 

utilised by feminists interested in a modern analysis of power (Phelan, 1990; Sawicki, 

1991).  For example, feminists such as Bordo (2003) and Bartky (1990, 1988) argue 

the value of his ideas in understanding the ways in which discipline and surveillance 

influence the body, suggesting that women are constantly under the male gaze and 

subscribe to regimes of bodily maintenance.  In their argument, women are docile and 

take up self-disciplinary practices to conform to gender norms. 

 
More recent feminist articulations of Foucault argue that Bartky and Bordo’s 

understanding of power is limited because power is characterised as repressive.  As 

the Foucauldian model of power makes it clear modern power and its associated 

reactions are organic not violent or tyrannical, as he explained: 

It’s clear that power should not be defined as a constraining force of 
violence that represses individuals, forcing them to do something or 
preventing them from doing some other thing. But it takes place when 
there is a relation between two free subjects, and this relation is 
unbalanced, so that one can act upon the other, and the other is acted 
upon, or allows himself to be acted upon. Therefore, power is not always 
repressive. It can take a certain number of forms. And it is possible to have 
relations of power that are open.  (Foucault, 1988b, no page number) 

 
So it is that Foucault argued for a form of power that is not repressive, but productive, 

and operates in a network where power is not hegemonic and does not require force 

but rather it depends upon willing participation. Whilst Bordo and Bartky’s 

summations of repressive aspects of power is valid, contemporary scholars such as 

Gimlin (2002), Davis (1995), Throsby (2008) and Heyes (2007b) have all applied, 

modified and extended Foucault’s notion of power and discipline of the body.  By 

arguing that everything that places limitations upon individuals and groups also has 

the potential to open up new possibilities, they have illustrated that power is both 

repressive and productive; constraining and enabling.  

 
In this thesis I am using the work of these feminist scholars as a framework to explore 

how women construct their identity by navigating systems of power within the BMB 

process.  As I mentioned, these women are unique in their negotiation of power 

because they are the mothers of premature babies.  As women who could not gestate 
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a baby to full-term, their inability to lactate means they enter a location of uncertainty 

where dominant discourses are powerful yet contradictory.  Despite this continuous 

shift between fixed and flexible, women continue to value the dominant dualisms that 

are evoked by mothering.  As such their inability to lactate is perceived as a failure to 

nourish their child, inviting the use of formula which means they risk being 

constructed as bad or irresponsible mothers, especially when the use of formula is 

considered life threatening for their premature babies. 

 
The BMB allows these women the opportunity to restore their bodies relying on their 

active participation in care of self strategies.  For these women restorative tactics are 

not just about providing breast milk, there is a moral element where they use these 

tactics as a way of aligning with a set of dualistic values that they regard as important.  

In this way the BMB not only becomes a way to restore the body but is 

transformative, where failure and maternal identity are redeemed.  As I will explore 

throughout this thesis, mothers, in particular recipient mothers, participate in a host 

of redemptive strategies to transform their failure, which becomes a way for women 

to positively negotiate productive power relations within the BMB. 

 

Thesis exclusions 
Due to the location of the BMB within a hospital and the use of donor breast milk 

exclusively for premature babies in nurseries, there are numerous elements 

associated with this site.  There were many avenues to explore because the BMB 

incorporates several different aspects of maternal and neonatal care, particularly in a 

medical framework.  Although I acknowledge that donor breast milk is provided for 

babies with compromised health, which is at times life threatening, this thesis is not a 

consideration of their illnesses or of the complications associated with them.  I only 

consider aspects of neonatal and maternal health when health or illness directly 

relate to the experience of the BMB and influence maternal identity. 

 
Moreover, this thesis does not explicitly focus on premature newborns and mothers’ 

experiences with premature babies, as such research already exists (see Fenwick et 

al., 2008; Heermann et al., 2005; Hurst, 2001; Lupton & Fenwick, 2001; Shin & White-

Traut, 2007; Sweet, 2006, 2008).  Whilst I recognise and acknowledge prematurity as 

a crucial factor in the experiences of women and I have considered the impact of 
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premature infancy wherever necessary, this research was developed to explore the 

impact that breast milk banking has on maternal identity constructions.  Since breast 

milk banking at KEMH is situated within the context of prematurity and strong 

medical discourses, these aspects have become a lens through which I contemplate 

maternal identity. 

 
Although I value the position of both donors and recipients and conducted interviews 

with both, this thesis focuses predominately on the experiences of the recipient 

mothers.  As data analysis proceeded, it became evident that the notion of 

transforming failure was experienced more acutely by recipients.  This was in 

contrast to donors who experienced success and pride of being able to construct their 

maternal identity around the capacity of their body to produce breast milk, not only 

for their own child but for other women’s children as well.  It was the women who 

were unable to lactate, and unable to nourish their child and who had to negotiate the 

complexities of failure, transformation and power relations that were the focus of this 

research data and the reason why they have remained central throughout this thesis.   

 
This thesis is not about breast milk banking from the medical perspective and I do not 

delve into how maternal identity constructions are perceived from the point of view 

of the ‘gatekeepers’ to the process.  This project specifically focuses on the first 

person narrative of mothers, and not the experience or perspectives of the health 

professionals who generate and enforce the rules and policies of the BMB. 

 
Advocating or providing opinions for or against breastfeeding and breast milk 

banking is also not the goal of this project.  Instead, I present the experiences of the 

women involved and my interpretation of this through a feminist framework.  I do 

not seek to promote or discredit the concept of breast milk banking, the women who 

use the bank or doctors who devote their professional work to its operation.   

 

Organisation of Chapters 
Chapter 1 explores the meanings of breast milk and breastfeeding by stepping 

through the dominant and privileged meanings promoted by the breast-is-best 

discourse.  As the dominant meanings are not the only truths about breastfeeding and 

breast milk, this chapter goes beyond these taken for granted dichotomous meanings 
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by illustrating the contradictions, complexities and ambivalence that arise from 

discursive undercurrents.  An aspect of the conflicting and competing nature of these 

discourses is the way they change depending on location and context.  Based on the 

power of context, I demonstrate how locations of uncertainty such as the BMB 

problematise dominant meanings as well as draw attention to the flexibilities of 

cultural categories of motherhood.  This will emphasise how dominant discourses 

and dualisms around motherhood and infant feeding are inadequate frameworks to 

understand maternal responsibility yet continue to have power, particularly in the 

context of neo-liberalism.   

 
Chapters 2 and 3 provide the structural and methodological foundation, outlining the 

broad theoretical framework and the methods and tools I used to collect women’s 

narratives and to interpret the experiences of women involved in the BMB in Perth.   

 
Chapter 4 presents a detailed explanation of how women who have babies at KEMH 

become involved as either donors or recipients.  This functions as an orientation for 

the reader to the following chapters.   

 
Chapter 5 considers how women involved in the BMB enter an established discourse 

of failure where their bodies are constructed as dysfunctional and untrustworthy, 

amplified when they find they are unable to lactate as expected.  By engaging with 

their narratives I explore how women experience and construct their failed bodies as 

a reflection of their failed selves.  I apply the Foucauldian concept of bio-power to 

explain how in the BMB women are problematised and normalised.  The concept of 

‘body work’, put forward by feminists such as Heyes (2007b) and Gimlin (2002), 

becomes significant in their pathway to normalisation as they work to overcome their 

failed bodies.  

 
In Chapter 6, the practices of the BMB are examined through the application of the 

Foucauldian concepts of surveillance and discipline.  I specifically illustrate how the 

use of time, space, inspection and documentation are tactics used by the BMB to 

correct unruly bodies so they transform into efficient and productive bodies.  

Through narratives of participants, I explain how these disciplinary and surveillance 
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methods are not forced upon docile women but are actively engaged in an 

empowering way.  

 
Chapter 7 applies the transformative aspects of redemption put forward by Spicer 

(2001) and Lattas (1991), to explore how women shift their focus from their bodies 

to themselves.  They attempt to restore themselves from failed to successful in order 

to become mothers that they perceive as responsible and dedicated.  I explain why 

women hyper-mother, arguing that it is the only way they can ensure they do not get 

blamed or experience guilt regarding the ill health of their premature babies.  These 

findings highlight one of the main theoretical contributions of this thesis by arguing 

that the process of redemptive mothering applies and extends the Foucauldian notion 

of technology of self and others, to which he has admitted he focused less attention on 

due to his emphasis on technologies of domination and power (Foucault, 1988a: 19).  

 
In Chapter 8, the concept of redemption is extended through an exploration of the 

aspects of risk that women have to negotiate.  In this chapter I introduce recipients’ 

responses to donor breast milk and how they negotiate the uncertainty associated 

with ‘other’ women’s breast milk.  The complexity of having to receive donor milk and 

having a premature baby means there are some constraining and enabling 

parameters which are always open for negotiation.  These considerations involve 

conceptualisations of risk, based on the theories put forward by Beck (1992) and 

Giddens (1991).  I also consider the notion of ‘matter out of place’ and boundaries 

attributed to the work of Douglas (1984) and the notion of kinship put forward by 

Carsten (1995, 2004) to explore why recipients perceive risk in the BMB and how 

they manage it. 

 
I conclude this thesis by reiterating the concept of redemptive mothering as a 

transformative strategy women can rely upon to avoid the negative aspects of failure.  

This redemption also has both limiting and empowering elements because women 

continue to be constrained by dualistic categories but are able to negotiate their 

position by reclassifying some of the taken for granted truths about breast milk, 

bodies and motherhood.  Finally, I will illustrate how the findings of this thesis 

contribute to feminist theorisations of power and the body as well as the multiple 

meanings of breast milk, and outline areas for further consideration. 
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CHAPTER 1: Is breast best?: Navigating multiple meanings 
 
This chapter reviews the ways that breastfeeding and breast milk are defined in order 

to establish how and why infant feeding has become so significant to maternal 

identity constructions.  In the first section, I examine how breast-is-best advocacy 

generates dominant meanings associated with breast milk, breastfeeding and 

formula, which are situated in dualistic categories of natural/unnatural and 

superior/inferior.  As a closer examination reveals, these dualistic categories are 

widely accepted, yet they are easily destabilised through competing/ 

conflicting/changing discursive undercurrents.  I will step through three of the most 

prominent discourses relating to breastfeeding and breast milk, to explore how they 

are established as dominant, yet can be undermined in differing contexts.  

 
The second section of this chapter highlights that although the dominant discourses 

of breastfeeding, breast milk and formula can be destabilised, the categories of 

mothering and maternal responsibility remain more fixed and morally loaded.  By 

considering how the notion of maternal responsibility is established in breast-is-best 

endorsements, I will illustrate how infant feeding practices are situated in the context 

of neo-liberalism and health.  Using academic concepts and popular examples I will 

demonstrate how the moral elements of neo-liberalism mean that maternal 

behaviour is scrutinised.  When scrutiny reveals behaviour that is in opposition to 

expert recommendations, women have the potential of being constructed as immoral 

and irresponsible, evoking guilt and blame, highlighting that the dualisms that inform 

motherhood continue to have power.  Overall, drawing attention to the unstable 

discourses and neo-liberal influence on infant feeding practices highlight the 

contradictory concepts women navigate in their performances and constructions of 

early motherhood.  This provides the context for the women who find they cannot 

breastfeed or naturally produce breast milk.  

 

Dominant meanings 
Prominent, public discourses relating to breastfeeding and breast milk provide clear-

cut definitions that are widely accepted as truth.  These ‘truths’ about breast milk and 

breastfeeding are widely accepted because they have originated from expert 

knowledge endorsed by medicine and science (Apple, 2006; Carter, 1995; Wolf, 
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2011).  They are also accepted because they are reinforced by commonsense ideas 

that ‘natural’ is more valuable.  This authoritative and commonsense knowledge, 

defines lactation as an instinctive “involuntary function of the body” and the 

“physiological completion of the reproductive cycle”  (Hausman, 2003: 78).  Based on 

this belief about lactation as ‘automatic’, the general perception is that after giving 

birth, all women can lactate.9  It follows that the capacity to lactate leads ‘naturally’ to 

the capacity to breastfeed.  Breast milk, accessed via breastfeeding, is thus 

understood to be the healthiest and most natural way for babies to receive optimum 

nutrition.  In the endorsement of breastfeeding and breast milk, what is considered as 

natural is privileged, so naturalness is often emphasised as a way to persuade women 

to breastfeed.10  For example, the idea that natural is an important aspect of infant 

feeding is promoted by the Australian Breastfeeding Association (ABA) which 

highlights that breast milk is irreplaceable because “it is the start in life that nature 

intended a baby to have” (Australian Breastfeeding Association, 2011, no page 

number). 

 
The positioning of breastfeeding and breast milk as a natural and instinctual 

expectation of maternal bodies and mothering establishes the notion that the 

provision of breast milk through breastfeeding is biologically determined and the 

‘norm’.11  The idea that lactation is the norm has facilitated the construction of breast 

milk as the ‘gold standard’ in infant nutrition, a metaphor that is strongly promoted 

by the medical, scientific and psychological discourse on infant feeding practices.  

                                                        
9 This is unless women have known complications that may have damaged their breasts or milk ducts 
such as previous cosmetic surgery or mastectomy. 
10 Breast milk as ‘natural’ has been emphasised by some newer advocacy material that indicates that 
breast milk and breastfeeding is beneficial to the environment.  Over the last decade, Australians have 
become more eco-conscious and aware of our ‘footprint’, with eco-friendly practices more commonly 
encouraged and incorporated into our daily lives.  Breastfeeding advocates have specifically honed in 
on this consciousness of late and have used the benefits to the environment to encourage women to 
breastfeed.  They specifically promote breastfeeding and breast milk as beneficial because it causes 
less physical damage to the environment as it requires no production outputs (including costs) and no 
waste (Day, 2006: 8).  This is an example of the ways in which the unstable notion of breastfeeding as 
‘natural’ is reinforced by calling on other powerful discourses at a particular time.   
11 What is considered ‘normal’ has fairly restricted boundaries and although some women may 
breastfeed there are also certain behaviours surrounding the act of breastfeeding that are 
unacceptable in some social contexts and may be perceived as ‘abnormal’.  Acceptable breastfeeding 
has been constructed within boundaries that include but are not limited to factors such as the age of 
the child, the social context in which breastfeeding occurs (i.e. in public or private) and whether a baby 
appears to be an acceptable weight and growth percentile (Henderson et al., 2010).  Notably, 
exchanging breast milk is not included in the context of ‘normal’ breastfeeding, it is rarely spoken 
about and is implicitly discouraged. 
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These prominent discourses have led the World Health Organisation (WHO) to 

promote access to breast milk, recommending that all babies should be exclusively 

breastfed for the first six months and then in conjunction with solid food for up to two 

years (World Health Organisation, 2007).  Breast milk as superior and natural has 

also entered the human rights discourse, where babies are positioned as having the 

right to access the best nutrition (Kent, 2001). 

 
Current advocacy rhetoric uses the knowledge provided and validated by experts in 

its promotion of breastfeeding by explaining that breast milk is important because it: 

� provides the correct food for your growing baby  

� protects your baby from illness and infection  

� aids the development of your baby's eyesight, speech and intelligence  

� promotes a special loving bond between mother and baby  
(Australian Breastfeeding Association, 2011, no page number) 

 
The prominent meanings of breast milk and breastfeeding are associated with the 

beneficial qualities and characteristics of breast milk and the method of delivery.  

Where breast milk has a clear definition as nutritional (the best ‘food’ for 

development) and as immunological (providing protection against illness and 

disease), breastfeeding is defined as relational (a way to connect mother with baby). 

Definitions of breast milk as nutritional and protective, and breastfeeding as 

relational are constantly reiterated in advocacy material.  For example Figure 3 

(below) depicts page two of UNICEF’s Baby Friendly Health Initiative Program12 

booklet ‘Off to the Best Start’ which became available in the UK in 2010 (UNICEF 

United Kingdom, 2010). 

 
The image used in this booklet is particularly powerful in showing a baby smiling 

gratefully into the eyes of the mother who appears out of the frame.  The image works 

with the accompanying text to incorporate the three dominant meanings of ‘mum’s 

                                                        
12 Established by WHO/UNICEF in 1991, the Baby Friendly Health Initiative or BFHI (also known as the 

Breastfeeding Friendly Hospital Initiative) is a global program for health care environments to ensure 
breastfeeding is the standard practice (www.bfhi.org.au). BFHI is an accreditation scheme in 
accordance with the ‘Ten Steps to Successful Breastfeeding’ aiming at promoting and encouraging 
breastfeeding initiation and continuation rates (Ackerman, 2004: 591). Steps include promoting and 
educating women about the benefits of breast milk, the promotion of skin-to-skin contact, ‘rooming in’ 
(i.e. keeping mothers and newborns together 24 hours a day) and avoiding the use of dummies and 
pacifiers – all strategies that are said to assist in creating positive breastfeeding outcomes.  At the time 
this research was conducted KEMH was a BFHI hospital (see www.kemh.health.wa.gov.au). 
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milk’ as nutritional and immunological and breastfeeding as relational.  In the 

following section I will examine each of these meanings more closely. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 3: ‘Off to the Best Start’ Booklet 
Source: ‘Off to the Best Start’ (UNICEF United Kingdom, 2010: 2) 

 

Breast milk as nutritional 

The ‘Off to the Best Start’ booklet (and many others like it) highlight the nutritional 

aspects of breast milk, which has become a defining characteristic.  For example, 

promotional materials (see Appendix 1) highlight that breast milk: 

� “contains all the food and drink your baby needs” (The Feeding Book, p. 2); 

� “it is the perfect food to help your baby grow, develop and learn” (7 Reasons 

Why ...  leaflet); 

� has “exactly the right nutrients and stuff” (Let’s Give Our Baby The Best 

leaflet); and 

A 
NOTE:   

     This figure/table/image has been removed  
         to comply with copyright regulations.  
     It is included in the print copy of the thesis  
     held by the University of Adelaide Library. 
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� “is jam-packed with nutrition” (Breastfeeding ... naturally, p. 3) 

 
Much of this rhetoric is focused on promoting breast milk as the perfect food required 

for healthy infant growth and development, including brain and cognitive function, 

eyesight, intelligence (IQ) and oral development (Palmer, 1993: 83; Murkoff & Mazel, 

2009).13 Breast milk as food is said to allow babies to reach specific growth 

milestones which are typically measured, charted and observed for the first two years 

of life.  It is important to note that the emphasis here is on breast milk, where 

breastfeeding is simply constructed as an effective delivery system which transfers 

milk from the mother’s breast to baby’s stomach (Palmer, 1993: 82).  Within this 

discourse, adequate development and growth is directly related to nutrition and the 

mothers ‘choice’ to provide breast milk. 

 
Many promotional and education materials not only boast the nutritional benefits of 

breast milk but also highlight that a unique and significant aspect is that it is ‘custom 

made’ to suit the specific and individual needs of each and every baby (Murkoff & 

Mazel, 2009: 3). The unique specificity is one of the strongest claims in the promotion 

of breast milk as the best possible nutrition for babies.  This is because women’s 

bodies are said to have the unique capacity to tailor their breast milk for their own 

(biological) baby’s specific needs and requirements, and to adapt these as the baby 

ages (Apple, 1986: 17).  The constitution of breast milk changes over time where it is 

said to be produced in stages, customised for a specific purpose.  For example, the 

Stage I milk, known as colostrum, is specifically suited to newborn babies from birth 

to 10 days postpartum to provide a diet low in fat but rich in vitamins and antibodies 

(Henderson & Scobbie, 2008: 510; Palmer, 1993: 45).  As the baby ages the stages of 

milk change from transition milk into mature milk which is produced in greater 

volume and contains more calories than colostrum (Blackburn, 2007: 165; Both & 

Frischknecht, 2008: 19-20).  This means that breastfed babies receive the specific 

nutrition they require at a specific time, a point emphasised in promotional and 

educational material, for example: “your breastmilk is always the right food for your 

                                                        
13 Murkoff and Mazel refer to the text What to expect: the first year, a spin off from the hugely popular 
commercial text What to expect when you’re expecting.  These volumes have been criticised by 
academics (Kukla, 2005: 121), yet despite this criticism I have included information from this text 
because they are and continue to be a significant and seminal source of information for many women 
regarding pregnancy, birth and child rearing.  Thus, they are important to the construction and 
reinforcement of dominant discourse about breastfeeding and breast milk.  
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baby” (Australian Breastfeeding Association, 2007, emphasis added).14  Breast-is-best 

advocates argue that manufactured formula is uniform and cannot replicate these 

specificities (Henderson & Scobbie, 2008: 520). However, the market has attempted 

to counter this claim by providing age related tailoring where formula companies 

have developed different formulas for specific purposes including formula for 

premature newborns and children at weaning age. 

 

Breast milk as immunology 

Since all babies are born with immature immune systems they are susceptible to 

many types of pathogens (such as viruses, bacteria and other disease causing micro-

organisms) which could be dangerous for some and life-threatening for others.  The 

aliments and diseases that breast milk is reported to prevent babies from contracting 

is comprehensive, and includes allergies, asthma, obesity and Sudden Infant Death 

Syndrome (SIDS) (Murkoff & Mazel, 2009: 4; Palmer, 1993: 68).  Ip et al. (2007) have 

comprehensively researched the links between formula-fed babies and illness, citing 

the following potential risks if formula fed: infections (including gastrointestinal 

infections like diarrhoea, which can be fatal in babies), dermatitis and eczema, lower 

respiratory tract diseases, asthma, cardiovascular diseases, type 1 and type 2 diabetes 

and childhood leukaemia. 

 
Babies who are breastfed are said to be less vulnerable to these diseases because 

breast milk contains antibodies and specific flora which not only build up their 

capacity to digest foods but also ward off infection (Palmer, 1993: 63-8).  Palmer 

(1993: 67) suggests that this is because some protein components of breast milk not 

only function as nutritional but also to ‘attack diseases’.  For example, as I mentioned 

colostrum is low in calories but high in antibodies and immunoglobulins which have 

protective “anti-infective” characteristics (Blackburn, 2007: 165).  Ochert (2009) 

reiterates this point, explaining that there are important and substantial components 

of breast milk known as oligosaccharides which strengthen probiotics (good bacteria) 

living in the ‘gut’ of babies.  These oligosaccharides are sugars which feed ‘good 

                                                        
14 This also indicates that exclusivity is promoted as part of the meaning of breast milk which becomes 
problematic when breast milk is shared.   
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bacteria’ in turn expelling the ‘bad bacteria’ that make their way into the digestive 

system and can make babies sick.   

 
The protective aspects of breast milk frequently appear in promotional materials 

which define breast milk not only as nutritional but also as a protective substance 

that keeps babies safe from disease (Palmer, 1993: 68).  Consider Figure 4, another 

excerpt from the ‘Off to the Best Start’ booklet, where its title indicates that 

breastfeeding is protective but the text below illustrates that it is the breast milk 

which is protecting baby. 

 
 

 

 

 

 

 

 

 

 

 

 

Figure 4: ‘Off to the Best Start’ booklet 
Source: ‘Off to the Best Start’ (UNICEF United Kingdom, 2010: 4-5) 

 
Another common aspect of promotional material is not only the risks to neonatal 

health but also to future adult health.  This is said to be because people who were 

never breastfed or who were weaned too soon “will have deficient immune 

systems—not just in infancy but for the rest of their lives” (Ochert, 2009, no page 

number).  For example, formula fed infants have been linked to adult illnesses, 

infections, heart disease and diabetes and adult obesity (Ip et al., 2007). 

 

Breastfeeding as relational  

Bonding and forming early connections with a newborn is often cited as one of the 

most significant benefits of breastfeeding.  Psychoanalyst Freud was a pioneer in the 

development of the idea that early experiences with one’s mother shape adult life, 
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specifically relating breastfeeding as a baby’s first activity and the ‘starting point’ for 

later sexual life and love relations (Yalom, 1998).  According to Blum (1999), research 

conducted during the post-WWII period (circa 1945-65) revealed the significance of a 

baby experiencing an early connection with its mother through the psychological 

damage caused to young orphans and refugee children who had been separated from 

their mothers during the war.  These observations led to the development of  

“attachment theory”: a concept pioneered by Bowlby (and later Ainsworth) which 

suggests that early experiences of nurturing relationships with adults (usually 

parents, and primarily the mother) formed kinships and emotional stability in 

childhood and in later life (Blum, 1999; Yalom, 1998). 

 
During the 1970s, the notion of attachment re-emerged through research conducted 

by paediatricians Klaus and Kennell (1976) who argued that mother-child bonding 

after birth was significant in the development of future relationships.  Their research 

was based on the behaviours of animals who would reject their young if they had 

been separated soon after birth, concluding that bonding through feeding was a 

natural, mammalian instinct (Klaus & Kennell, 1976, 1982).15  This notion of a 

‘mammalian instinct’ influenced the idea of ‘kangaroo care’ where women are 

encouraged to spend as much unhurried skin-to-skin contact with their newborn 

baby (Lee, 2008).  Close physical contact with their baby soon after birth is also said 

to be linked to the stimulation and the release in women of the hormones prolactin 

and oxytocins which are required for the production of breast milk (Palmer, 1993: 81; 

see also, Blum, 1999: 33; Crouch & Manderson, 1995).   

 
The link between close maternal/infant contact following birth and the stimulation of 

hormones combined with the enhancement of future emotional well-being led to 

what has been referred to as a “bonding craze” during the 1970s and 1980s which 

promoted early skin-to-skin contact shortly after birth (Blum, 1999: 33).  Ensuring 

maximum skin-to-skin contact between mother and baby has since become a 

                                                        
15 In 1976 this text was originally published under the title Maternal – infant bonding, the cover 
featuring a mother in a floral gown with her baby at her chest.  When the second edition was release in 
1982 it was renamed Parent – infant bonding with the cover image depicting a mother in a hospital 
gown breastfeeding her baby, with a man (presumably the father) in a white coat overlooking this 
scene with his hand on the baby’s head.  In the foreword of the 1982 edition it is suggested this move 
was done in recognition and appreciation “for the undoubtedly complex human ecological process 
central to healthy family development” (Klaus & Kennell, 1982: ix, emphasis added). 
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common practice carried out following birth to initiate breastfeeding and the ongoing 

production of breast milk (Forster & McLachlan, 2007).  In acknowledgement of how 

important early tactile connections are, the 10 Step Baby Friendly Health Initiative 

program in Australia strongly encourages unhurried skin-to-skin time following birth 

(Ackerman, 2009: 591).  This is typically when a baby will first ‘latch’ to their 

mother’s breast so they can establish breastfeeding by immediately suckling 

colostrum.  It is thought that these early initiations are essential, providing 

stimulation to maintain production of breast milk and generating maternal 

confidence to continue breastfeeding.  As Schmied and Barclay’s (1999: 329) research 

indicates, women understand their breastfeeding as a way to facilitate a unique 

communication between mother and baby.  In this way it is felt that mothers become 

more attuned to and are able to ‘read’ their baby’s cues and to respond more 

confidently and readily to their needs. 

 
Palmer (1993: 82) suggests that breastfeeding, rather than breast milk per se, is 

defined through its emotional and psychological properties.  She indicates that breast 

milk is simply the substance that is exchanged between mother and child and it is the 

touch and sensations evoked through breastfeeding that babies benefit from (Palmer, 

1993: 78).  This suggests that the embodied, emotional action of breastfeeding is 

defined as relational, and the breast milk simply a substance that provides nutrition 

and immunity.  These relational meanings are said to determine the healthy 

emotional development of a baby who is breastfed where breast milk is the enabling 

substance for the construction of relatedness and emotional health. 

 
Lee (2008) observes that the definition of breastfeeding as relational positions 

woman as responsible for ensuring the reduced risk of psychological dysfunction in 

their child.  The concept of maternal responsibility to produce emotionally healthy 

citizens is based on the belief that early experiences of bonding shape not only the 

initial bond between mother and child but also the emotional stability of individuals 

into adulthood.  Women who dismiss breastfeeding are thus being seen to weaken 

bonding which is not only considered a potential risk in damaging the psyche of 

individuals but has also been blamed for wider social problems like delinquency, 

violence and crime (Lee, 2008).  Although no such links have been established 
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scientifically, such beliefs still generate popular assumptions regarding maternal 

responsibility to nurture infants through breastfeeding. 

 

Locations of uncertainty 
The discursive constructions of breast milk as nutritional and immunological and 

breastfeeding as relational have mostly been informed by scientific and medical 

knowledge.  According to Schmied and Barclay (1999), these meanings are currently 

undisputed in popular and professional discourse where they are taken for granted as 

unchanging.  However, as Foucault illustrates, discourses are not always static.  He 

points out instead that: 

we must conceive discourse as a series of discontinuous segments whose 
tactical function is neither uniform nor stable.  To be more precise, we 
must not imagine a world of discourse divided between accepted 
discourse and excluded discourse, or between the dominant discourse and 
the dominated one: but as a multiplicity of discursive elements that can 
come into play in various strategies. (Foucault, 2008: 100) 

 
Foucault suggests that although there are dominant discourses we cannot accept 

these discourses as the only truth.  Moreover, these discourses are not uniform and 

we must acknowledge that over time they continuously alter.  This alteration is 

reflected in the discourses surrounding breastfeeding, breast milk and formula.  For 

example, during most of the twentieth century there has been dramatic shifts in the 

advice of experts over what is deemed to be the best option in infant feeding.  At 

times dominant discourses favoured formula and at others breastfeeding illustrating 

continuous shifts. 

 
The dominant discourses shift because there have been alternative (often 

contradictory) discourses operating in tandem.  Thorley (2003) has indicated that 

this was the case during the post-war era from the mid-1940s to the mid-1960s, 

when the medical system supported and encouraged breastfeeding but this same 

system was also being used to promote synthetic products which completely 

undermined and destabilised the breastfeeding message.  These contradictory 

discourses have extended into contemporary timeframe where Wolf (2011) argues 

there is no widespread, scientific agreement on the long term health effects of 

breastfeeding.  She claims that in scientific and medical research, if breastfed babies 

do appear healthier it is not proven to be conclusively because of breastfeeding.  Wolf 
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insists that constructions of breast milk and breastfeeding are based on exaggeration 

of the benefits of breast milk in scientific research.  Her point illustrates how it was 

scientific discourse that held the power to change the promotion of breast milk 

towards formula, and it is the same scientific discourse now that is bringing it back to 

breast-is-best.  Continual shifts and contradiction in discourse means that the breast-

is-best message simultaneously struggles against itself, and a previous version of it. 

 
The idea that breast-is-best as the dominant discourse and only truth is challenged by 

Foucault’s argument that discourses operate in multiplicity.  However, the breast-is-

best advocacy relies on unequal dualistic separations to get its message across so the 

accepted, dominant meanings are pitted in opposition to discourses that are 

downplayed.  Ignoring minor discourses results in many conflicts between what is 

promoted as best practice and women’s everyday experiences.  The difference 

between expectation and reality often results in ambivalence towards to the breast-

is-best rhetoric, causing many women to reject the most powerful medical, scientific 

discourses that promote breastfeeding (Ryan & Grace, 2001: 486).  This is because 

dualistic categories do not reflect women’s actual experiences, leaving many women 

feeling confused and frustrated when they are required to situate themselves on one 

side or another. 

 
Women’s frustration and ambivalence is evident in current breastfeeding rates which 

illustrate that although it is widely accepted as being the most beneficial infant 

feeding option, it is still not the most common method used by most women (Lee, 

2008; Stearns, 1999).  As Stearns (1999: 310) illustrates, there is still a strong bottle 

feeding culture (particularly in the United States) which does not seem to be 

dissipating.  In Australia, the breastfeeding initiation rates (BIR) show that just over 

80 per cent of women begin breastfeeding whilst in hospital after childbirth.  By six 

months this rate has dropped to 50 per cent and by 12 months it has decreased to less 

than 25 per cent (Amir et al., 2010).  These breastfeeding rates are well below 

recommendations made by WHO as mentioned earlier (Amir & Donath, 2008; Amir et 

al., 2010).  

 
In a survey conducted by Arora et al. (2000), the typical reason women give for 

having initiated but quickly ceased breastfeeding is a lack of support by family and 
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partners.  Other reasons cited are uncertainty regarding the quantity of breast milk, 

problems relating to attachment, obligations such as employment, study and other 

children, nipple trauma/pain, loss of interest (mother and baby) and maternal 

exhaustion (Arora et al., 2000; Forster, 2005).  These reasons indicate that women 

who cease breastfeeding early do not do so because of a lack of knowledge or through 

lack of initial desire to breastfeed (Hoddinott & Pill, 1999; Murphy, 2000).  However, 

as Bartlett (2003) indicates, public health advocates treat women as uninformed, 

aiming to educate and inform them and to influence them to breastfeed.  Although 

this advocacy informs women of the benefits of breastfeeding it does not educate 

them on the wider social perceptions of breastfeeding.  There are various social and 

cultural influences that impact upon women’s ability to initiate and continue 

breastfeeding such as class, ethnicity, sexuality and income (Carter, 1995: 17; 

Henderson, 1999: 30).  This includes employers and public institutions that do not 

accommodate breastfeeding, arising from social attitudes which evoke anxiety about 

women showing their breasts in public (Wolf, 2011: 21; see also Bartlett, 2002; 

Stearns, 1999).  Even though breastfeeding is constantly encouraged, in the social 

landscape there is widespread antagonism towards breastfeeding that discourages 

and undermines the breast-is-best message.   

 
I suggest that some of the ambivalence surrounding breast-is-best mentioned above 

can be attributed to Foucault’s notion of multiple discourses operating 

simultaneously, which is why there are various meanings of breast milk that are 

conflicting and contradicting.  As Foucault explains conflict and contradiction is 

typical with any dominant discourse, which will always have an opposing, concurrent 

discourse undermining it.  He says: 

we must make allowances for the complex and unstable process whereby 
discourse can be both an instrument and an effect of power, but also a 
hindrance, a stumbling-block, a point of resistance and a starting point for 
an opposing strategy. Discourse transmits and produces power: it 
reinforces it, but also undermines and exposes it, renders it fragile and 
makes it possible to thwart it. (Foucault, 2008: 101) 

 
The positioning of breast versus bottle can be a powerful way of convincing women 

that breast-is-best but it also works as a hindrance to its own message because 

through the complexities within the breast-is-best discourse, women are able to 

access a way to resist and oppose the dominance of the message.  In this way, 
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conflicting discourses blur boundaries and in doing so can destabilise dominant 

meanings.  This results in locations of uncertainty, which are both physical locations 

and conceptual locations where new definitions and redefinitions of medical and 

social knowledge emerge. 

 
At the points where the dominant discourses are contradicted, the minor discourses 

regarding breast milk and breastfeeding emerge and challenge dominant knowledge, 

creating alternative meanings.  This indicates that the logic of meaning can change 

and this change can occur depending on various factors that are influencing women 

who want to explore the alternative choices they have.   The changes in the dominant 

discourses around the breast-is-best advocacy indicate how the meanings of breast 

milk and breastfeeding have the capacity to alter in locations of uncertainty.  These 

changes occur contextually where they are influenced not only through time but also 

with expert advice.  They also have the capacity to change depending on who is 

targeted as part of the advocacy rhetoric and depending on where and how babies are 

fed (i.e. in private versus public). 

 

Discursive undercurrents 
In the following section I consider each of the dominant discourses that define breast 

milk as nutritional and immunological and breastfeeding as relational, and explain 

how these discourses are specifically contradicted and destabilised.  It is these 

instabilities which are responsible for creating ambivalence and locations of 

uncertainty around breastfeeding and breast milk.  Yet as I will explain later in the 

chapter, women have had to negotiate these contradictions within the context of neo-

liberal health and maternal responsibility where the blurring of discourse occurs in a 

landscape where maternal practices and expectations remain fixed.  

 

Breast milk that is not enough: destabilising nutritional meanings  

During the rise of advocacy for formula feeding in the early twentieth century, one of 

the benefits advocates promoted was the ability for it to be precisely quantified and 

measured (Apple, 1986).  This benefit of formula continues to be relevant to some 

women, especially when babies are not reaching developmental milestones or are 

diagnosed as ‘failing to thrive’. Often babies who are breastfeed appear smaller 
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compared to babies who are formula fed and appear ‘chubbier’ (Murkoff & Mazel, 

2009: 4).  A common misconception is that babies who appear bigger are healthier, 

which is especially the case for babies who are born underweight and are under 

pressure to gain weight rapidly (in some cases premature or low birth weight (LBW) 

babies).  For many women a ‘good sized baby’ is an indication of ‘good mothering’ 

(Schmied & Barclay, 1999) so having a baby that appears small, or one that is deemed 

to be failing to develop reflects on their capacity to mother adequately.  Since formula 

feeding is associated with rapid and greater weight gain it is often used by women 

whose babies are not meeting developmental milestones or who appear small.  In this 

way formula allows women more control over how much their baby is eating and 

how much weight they are gaining.  Current medical opinion is that as a general rule 

of thumb, a full-term baby should gain around 200 grams per week for at least the 

first three months (Blackburn, 2007: 453; Murkoff & Mazel, 2009: 159).  To reach 

these growth milestones, (full-term) babies should be receiving up to 110-120 

kilocalories per kilogram per day (Ackerman, 2009: 593). This means that 

(depending on variables including weight and age) on average a full-term baby would 

need to ingest approximately 525ml of milk in 24 hours (ibid). It is difficult to 

calculate whether a baby is taking in these amounts when breastfeeding so the 

quantifiable characteristics of formula are advantageous when intake needs to be 

measured precisely. 

 
Formula is not only associated with greater weight gain but it is also considered 

valuable because it is more complex and takes longer to digest than breast milk, 

giving it the characteristic of being ‘heavier’ and thus ‘more filling’ than breast milk 

(Murkoff & Mazel, 2009: 7; Murphy, 2000: 309).  The idea that formula is more filling 

informs the common practice of providing bottle feeds to ‘settle’ babies more easily, 

especially at night (Copelton et al., 2010: 31).  This is based on the understanding that 

formula takes longer to digest and thus the baby does not wake hungry during the 

night, encouraging a full night of sleep (for baby and mother).  In this way formula is 

also seen to be useful in reducing the primary responsibility of mothers for infant 

feeding where others can take on the role of nurturing and parenting.  For example, 

using formula allows both parents equal involvement in care and bonding (Copelton 

et al., 2010: 35).  This practice has developed in response to men’s claims that 
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breastfeeding resulted in their exclusion from the bonding associated with infant 

feeding where formula has come to be used as a way to generate more egalitarian 

parenting. 

 
Using formula to enable more equal caring responsibilities links to the feminist 

discussion which argued that the promotion of breast-is-best has the effect of 

controlling the behaviour and conduct of women and women’s bodies and kept them 

‘tucked away’ in the private realm of domesticity (Armstrong, 2003; Carter, 1995; Van 

Esterik, 1994).  In this second wave feminist argument,  the use of formula was seen 

as a way for women to resist or challenge maternal expectations that arise out of the 

breast-is-best message as it allows them to remove the constraints of biological 

obligation, allowing them to re-enter the workforce (Carter, 1995: 14; Rowland, 

1987).  In the 1990s and 2000s third wave feminists criticised second wave feminists 

for ignoring, overlooking and devaluing the embodiment of breastfeeding.  

Nonetheless, many women continue to use formula as a way to release them from the 

embodiment of their maternity which some find they dislike or begrudge.  This is 

verified in research conducted by Schmied and Barclay (1999) which indicates that 

many women resent the demands of breastfeeding because they feel ruled or 

‘chained’ to the baby which ultimately results in the cessation of breastfeeding.  The 

idea that formula allows women to regain control of their body is powerful for those 

women who experience breastfeeding as having to ‘give over’ their bodies—formula 

represents a reprieve from this.  

 
Another aspect which frequently undermines the dominant meaning of breast milk as 

superior nutritionally is the idea that not only is the volume measurable but the 

ingredients within formula are also quantifiable and visible.  For example, various 

formula products display labels promoting added omega-3 for better eye 

development, added whey for better digestion, and less sugar for reduced risk of 

diabetes and obesity.  This allows formula to be treated more like a food product, 

which is more familiar to women rather than the often mysterious, uncontrollable 

and unquantifiable substance that their breasts produce. 

 
Further concern about the ‘adequacy’ of breast milk is evidenced by the practice of 

fortifying breast milk with nutrients which an individual baby may be seen to be 
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lacking.  For example, according to Munns et al. (2006), vitamin D deficiency in 

infants is directly linked to mothers (especially those who are dark skinned or veiled) 

where breastfeeding can be a risk factor for infants.  Although Munns et al. (2006) 

advocates breastfeeding in all babies, they do recommend that babies who have 

mothers with insufficient vitamin D supplement breastfed babies with vitamin-D 

fortified formula (see also Moy et al., 2004). 

 
Fortification of expressed breast milk for premature newborns or low birth weight 

(LBW) babies is also recommended and practiced whereby carbohydrates, iron, 

minerals, proteins and fatty acids are added (Blackburn, 2007: 169; Simpson, 2009: 

636).  Fortification is recommended because the breast milk of mothers with 

premature infants lacks certain components and can be considered insufficient as 

their baby’s sole diet (Simpson, 2009).  According to midwife Simpson (2009) this is 

because breast milk from mothers who have premature infants may have inadequate 

carbohydrates, protein and minerals.  So although the use of breast milk is promoted, 

its use is typically combined with synthetic products to improve its benefits.  This 

highlights the point that in some cases mother’s milk is considered insufficient and 

thus synthetic substitutes are required to rectify this inadequacy, thereby 

undermining the definition of breast milk as superior nutrition.  Importantly, this 

meaning is altered contextually depending on who the women are.  The idea that 

breast milk needs to be fortified when it comes from women who have low vitamin D, 

described as women who are veiled or dark skinned, or of women who have 

premature babies indicates how breast milk is given meaning as nutritionally 

inadequate depending on the context. 

 

Breast milk that does more harm than good: destabilising immunological meanings 

While breast milk is said to protect against disease, it is also able to transfer disease 

and pollutants, which also contradicts the message that breast-is-best.  For example, 

wet nurses were feared because they were often lower class women and their poor 

living environments exposed them to diseases that could be transmitted through 

breast milk (Boswell-Penc, 2006; Golden, 2001).  As I mentioned in the Introduction, 

historians suggest that this was one of the factors which contributed to the decline of 

wet nursing and eventually most breast milk sharing practices (Golden, 2001).  Today 
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beliefs around the idea of transmission of pollutants and disease through breast milk 

continue, and have created an “ironic double bind” where advocacy has “turned 

inside out” (Van Esterik, 2010: 156).  For example, environmental pollutants such as 

dioxins like polychlorinated biphenyls (PCBs), and persistent organic pollutants 

(POPs) which includes pesticides like DDT, contaminate the food supply and  have 

been known to taint breast milk (Boswell-Penc, 2006).  The health impacts of 

ingesting these pollutants through breast milk are said to disrupt the endocrine 

system, have negative effects on cognitive development and the immune system and 

in some cases can lead to cancer (Landrigan et al., 2003; Nickerson, 2006).  Thus 

there is some ambiguity regarding the transmission of harmful substances through 

breast milk with some sources suggesting that, if contamination is known, then 

breastfeeding is not recommended because the long term effects are not known.  

However, the position on the effects of environmental pollutants on breast milk is not 

conclusive since other research indicates that breast milk is still more advantageous 

regardless of chemical pollutants (Ackerman, 2009: 599).  Particularly as there is also 

the possibility that water supplies used to mix formula may also be contaminated. 

 
Transmittable diseases which can be potentially harmful to newborns also destabilise 

the dominant meaning of breast milk as protective and breastfeeding as health 

enhancing.  Diseases which can be contracted through breast milk include hepatitis A, 

B and C, West Nile Virus (WNV)16, tuberculosis and sexually transmitted diseases 

such as syphilis.  The most commonly discussed disease in this context is HIV, which 

generated a global fear of all bodily fluids when it was discovered that semen, blood 

and breast milk were carrier fluids.  The HIV/AIDS epidemic in the 1980s effectively 

stopped all breast milk sharing practices and continues to discourage many women 

from engaging in breast milk sharing arrangements (Thorley, 2008: 100).  Although 

some research indicates that women who have HIV/AIDS should still breastfeed, 

evidence is not conclusive and there is a strong discourse that discourages 

breastfeeding by HIV positive women (Ackerman, 2009: 598; Boswell-Penc, 2006: 51; 

Van Esterik, 2010).  Lactating mothers with HIV are advised to take antiretroviral 

                                                        
16 Similar to Dengue Fever, WNV is a blood-borne virus that is spread in tropical and warm climates by 
infected mosquitoes.  The mortality rate is fairly low with between 80-90 per cent of people infected 
showing no symptoms, fewer developing fever and even fewer dying (Hausman, 2010).  In 2002 panic 
in the US emerged after a woman who gave birth and subsequently had a blood transfusion received 
infected blood and then transmitted the virus to her newborn baby (ibid).  
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drugs to lower transmission rates between mother and child but WHO still advises 

that if there is a safe and viable alternative available breastfeeding is not 

recommended (World Health Organisation, 2010).  Whereas, in developing countries 

Van Esterik (2010: 152) points out that often the risks to the baby of 

undernourishment or dying from not being breastfed are greater than the risks of 

contracting HIV and so women are encouraged to exclusively breastfeed regardless of 

their HIV status.   

 
Medications and drugs, both prescriptions (such as antipsychotic drugs) and illicit 

drugs, are also known to be transferred through breast milk and to be potentially 

harmful to babies (Ackerman, 2009: 599).  In these situations, temporary or 

permanent avoidance of breastfeeding may be recommended. 

 
The idea of breast milk as an agent of contamination and disease transmission 

destabilises the meaning of breast milk as it shifts from being ‘best’ to being 

‘poisonous’ (Van Esterik, 2010).  The shift from salubrious to poisonous illustrates 

that even though breast milk is supposed to protect babies, under certain 

circumstances it is dangerous and can cause illness, highlighting again that meaning 

depends on circumstance and can alter contextually.   

 

The immeasurability of bonding: destabilising relational meanings 

Although there is a widely accepted connection between skin-to-skin contact and the 

establishment of lactation, the notion of maternal/infant bonding through 

breastfeeding has been heavily critiqued.  As some research indicates, during the mid-

twentieth century the bond formed between mother and baby was criticised as the 

basis of an ‘unhealthy’ attachment where it was suggested that the strength of 

affection may be damaging (Apple, 2006). According to Freud, breastfeeding was 

potentially damaging because an infant does not separate or “distinguish between 

breasts and its own body” and will eventually come to the realisation that the breast 

is someone else’s and that someone has the power to give it and take it away (Yalom, 

1998: 150).  In other words, bonding is good, but not too much of it. 

 
Theories about bonding are hotly contested; this is evident in Eyer’s (1992) criticism 

of the initial work of  Klaus and Kennell (1976, 1982) which it is argued was 
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motivated by political agenda and public demands.  Eyer suggests that the ‘bonding’ 

rhetoric Klaus and Kennell put forward is more or less a ‘myth’ created during a time 

where medicine was being heavily criticised for imposing too much control over 

pregnancy, childbirth and child rearing.  Furthermore, the concept of bonding evoked 

guilt and anxieties so women have been reluctant to return to paid employment for 

fear that they may be emotionally damaging their babies.  Some feminists argued this 

is a technique to control women and bind them to private domesticity (Carter, 1995; 

Wall, 2001). 

 
Eyer (1992) argues that the notion of bonding lacks scientific validity because it is not 

something that is quantifiable and measurable in the same way nutritional and 

immunological levels are measurable. Thus the psychological aspects of breastfeeding 

have more or less been dismissed by the medical profession which remains more 

focused on the health benefits such as nutrition and immunology (Maher, 1992; Wall, 

2001).  Although doctors rarely use bonding as a rationale to encourage 

breastfeeding, others within the medical framework do, such as nurses, lactation 

consultants, social workers and midwives who promote it as a way to prevent child 

abuse, delinquency, and school problems (Eyer, 1992).  This is significant since these 

professionals (nurses, lactation consultants, midwives) encounter women in the 

medical environment and are thus positioned under the canopy of medical experts, 

yet their stance on bonding is significantly different to that of medical doctors (Carroll 

& Reiger, 2005). This lack of cohesion under a broad field such as the medical 

profession undermines the dominant discourse and endorsement of breastfeeding as 

relational. 

 
Some research suggests that almost 50 per cent of women bond more with their 

babies during pregnancy than they do during birth or in the week after (Macfarlane et 

al., 1978: 189). This indicates that for many women bonding happens before birth 

and that they do not necessarily have to rely on breastfeeding to feel connected with 

their baby.  Formula is used by many women and bonds can and are still formed 

whether or not breastfeeding is utilised (Lee, 2008).  As there is a discourse that 

indicates that formula use does not influence mother/infant bonding, this opens the 

way for bonding through feeding to be experienced by fathers and other family 

members as well. 
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The sexual connotations and incest taboo also threatens to destabilise relational 

meanings of breastfeeding.  This taboo arises out of the sexual associations of 

women’s breasts, which in Western cultures are ‘fetishised’ as a symbol of femininity 

and sexuality (Young, 1990). The breasts of women who lactate come to embody a 

tension between women as mothers and women as sex objects, two aspects that are 

constructed as mutually exclusive.  For women who become mothers, the meaning of 

their breasts must be renegotiated as the sexual meaning previously attached 

becomes socially inappropriate.  When these dual meanings of breasts co-exist, 

cultural anxieties arise regarding the eroticising of maternal nurturance and the fear 

of incestuous behaviour (Giles, 2004; Young, 1990).  To avoid these anxieties and 

social disapproval, Young (1990) suggests these two aspects of femininity need to 

remain separate and there is a need for “an exclusive border between motherhood 

and sexuality” (see also Bartlett, 2002, 2005a, 2005b; Giles, 2003).  So when a woman 

functions as maternal she should not also function as sexual and there must be a “neat 

division of breast usage into ‘sensual’ and ‘utilitarian’ roles” (Hausman, 2003: 108). 

Young  emphasises this point: “to be understood as sexual, the feeding function of the 

breasts must be suppressed and when the breasts are nursing they are 

desexualised”(1990: 199).  As a result mothers must position their bodies by 

behaving and performing discreetly in an attempt to avoid any connection with their 

sexuality (Stearns, 1999: 313-314).  Since breastfeeding carries sexual connotations 

that may make people uncomfortable, the use of formula can be a way to alleviate 

some of the anxieties around women, their bodies and the crossing of fluid 

boundaries that breastfeeding represents.  The discourse that supports formula can 

be seen as a way to “limit, dry up, hide, pathologise, remove and stem the flow of 

women’s wet, juicy, bleeding, lactating bodies” (Bartlett, 2002: 118) which may be 

problematic for some women.  Once again contradictory discourse illustrates how the 

context is significant in the meanings and practices surrounding infant feeding where 

space, in terms of private and public space, generates locations of uncertainty where 

relational meanings can alter.  

 

Contradictory discourses and maternal identity 
The contradictory, competing and changing discourses I have outlined above 

illustrate that the meanings of breast milk and breastfeeding go beyond the simple 
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dualistic separations and change, depending on the context of who the mothers are, 

where they are and who they are informed by.  Despite the multiplicity and 

contradictory discourses, the concept of neo-liberalism and individual responsibility 

means that the dualistic categories continue to have power and influence over many 

women’s maternal practices and experiences.  This is because the conflicts and 

tensions surrounding infant feeding draw in moral elements rendering women 

responsible for the health and well-being of vulnerable babies.  The moral elements 

often construct women negatively and as such they are not able to actively and 

confidently engage in the alternative meanings that arise from the discursive 

undercurrents discussed above.  In this section, I explain how the notion of maternal 

responsibility indicates that the power and influence of dominant discourses cannot 

be easily ignored and why they are significant to maternal identity construction.   

 

Maternal responsibility  

In 2007 British celebrity Katie Price (also previously known as Jordan) was criticised 

in the media for her use of formula.  As has become fairly common with many 

celebrities, Price sold images and the story of the birth of her third child to the UK 

tabloid magazine OK!.  Price, who also has two older sons, appeared in the magazine 

which featured various photographs with her husband and their three week old 

daughter.  Amongst these photographs was an image of Price bottle feeding the baby, 

with the logo of a formula company clearly visible on the bottle.  The inclusion of the 

photograph evoked heavy criticism about the product placement and advertising of 

formula which is illegal in the UK (and any other country which follows the WHO 

(1981) International Code of Marketing of Breast-milk Substitutes, including Australia). 

The accusation that Price was being paid to advertise a product through her baby 

labelled her and her mothering as abhorrent.  Although she denied being paid by the 

formula company it was seen as a shameless promotion that a good mother would 

not agree to.  However, thinly veiled beneath opinions regarding the advertisement of 

formula were strong criticisms of Price’s mothering ability specifically relating to her 

choice not to breastfeed her newborn.  The negative criticism is linked to Prices’ 

flamboyant behaviour frequently portrayed in the media which often included 

reference to and depictions of her large, surgically enhanced size 34FF breasts (which 

she has since had surgically reduced).  In this framework, because her breasts are so 
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archetypically sexual it is not surprising that they struggle to appear and function as 

maternal.  The repeated media focus implied that she placed more emphasis on the 

aesthetic appearance of her breasts over their function and her obligation to her 

daughter.  This is despite her statement that formula feeding was a choice based on 

her discomfort with maternal embodiment where she explained: “… you don't have to 

breastfeed ... I don't want a baby drinking from me—the thought of it makes me feel 

really funny” (News.com.au, 2007).  Price’s reasoning not to breastfeed is similar to 

other women who find the reality uncomfortable and disconcerting (Schmied and 

Lupton, 2001).  Yet her use of formula was interpreted as ‘selfish’ because it was 

implied that she placed her own comfort above the needs of her child.  Moreover, her 

choice to formula feed her baby was perceived to not only endanger the health of her 

baby but other babies through her position in the media and the influence she may 

have over other women. 

 
In the context of neo-liberal health, women like Price who do not behave in ways that 

are believed to enhance the health and well-being of their babies are open to moral 

judgements and are less able to access an identity as a good mother.  This draws 

attention to the ways in which motherhood is constructed and performed in 

contemporary culture.  For example, during the twentieth century, popular and 

romanticised versions of femininity incorporated biological mothering as a natural 

role of white, heterosexual, middle class woman (Glenn, 1994).  Yet in more recent 

decades the meaning of motherhood has begun to shift in light of advancements in 

technology, changing gender roles and various social and cultural influences.  

Biological relatedness can no longer be taken as a given and we can no longer limit 

motherhood to a heterosexual framework.  The changing definitions of motherhood, 

assisted through developments in reproductive and genetic technology, have 

introduced unprecedented levels of uncertainty to the role of mothers.  As Piccinini’s 

sculpture Big mother reiterates, as the roles and meanings of motherhood alter, there 

continues to be a level of cultural anxiety around these changes.  Despite these 

changing roles the dominant ideologies of motherhood continue to influence how 

women mother today, where the notion of mothers being all-giving, self-sacrificing 

and child-focused continues to be deep-seated.  As Glenn (1994: 10) illustrates, the 

power of these ideologies can have the effect of ensuring women continue to enact a 



 CHAPTER 1 | Zizzo 

44 

specific and expected version of mothering and femininity.  Katie Price justified her 

reasons for not breastfeeding as a personal preference and in doing so she rejected 

the dominant ideologies that all mothers must enact selfless, child centred 

behaviours.  Although an expression of agency, Price’s response to breastfeeding is 

still not accepted in contemporary, neo-liberal mothering discourses that value 

certain types of mothering over others. 

 
The expectations that all maternal behaviour should be child centred links in with 

current constructions of motherhood which position children as vulnerable and 

women as primarily responsible in a ‘God like’ way for their children (Lee, 2008).  In 

contemporary culture, this means that good mothers not only mother well, it means 

that they mother intensively, as Hays indicates: “if you are a good mother, you must be 

an intensive one” (1996: 131).  She defines the ideology of ‘intensive mothering’ as a 

gendered, historical and cultural model of motherhood that has evolved over time 

into a committed, self-sacrificing, all encompassing physical and emotional 

investment into mothering that women are expected to enact in contemporary 

culture (see also Thurer, 1994).  Hays (ibid) suggests that intensive mothering 

demands tremendous efforts and energies by women to successfully perform 

unselfish and good models of mothering.  Intensive mothers are seen as those who are 

willing to sacrifice themselves, to prevent any risks to their child regardless of what 

the costs may be to themselves (Wolf, 2011: xv).  Evidently, Katie Price was not seen 

as self-sacrificing because she was not willing to breastfeed due to her own 

discomfort, and was seen as using her child for financial gain through the 

advertisement of formula and the assumed remuneration she had received.  As a 

result she was not able to access the identity of a good or intensive mother regardless 

of the quality of her actual mothering and despite evidence that suggests she is 

committed to her role as a mother, particularly to her eldest son who is disabled. 

 
Contemporary ideologies of mothering rest enormous responsibility on the shoulders 

of women to enact, engage and position themselves in a specific and expected way.  

According to Wolf (2011), this has caused the notion of motherhood to go beyond 

good and intensive into a new wave of mothering which she refers to as ‘total 

mothering’.  This concept of total mothering expects “mothers to be experts in 

everything their children might encounter, to become lay paediatricians, 
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psychologists, consumer products safety inspectors, toxicologists and educators” 

(Wolf, 2011: xv).  Wolf explains that as total mothers, women are not only responsible 

for protecting their children from imminent threats but they are also expected to 

“predict and prevent” any potential threat. 

 
Although women are expected to do all of this intensive, total mothering, Lee (2008) 

argues women are widely mistrusted to manage threats without expert guidance.  

Thus a key characteristic of good/intensive/total mothering is the willingness to 

accept guidance and advice from experts.  This expert guidance positions formula 

feeding in a discourse of risk and actively discourages women from choosing what is 

constructed as the least desirable option in infant feeding.  For example, promotional 

material typically relies on tactics where a mother’s duty is measured out in 

opposition to the potential risks.  This is illustrated in a current ABA pamphlet titled 

‘7 reasons why...’ (see Appendix 1) which promotes the idea that mothers should 

breastfeed for numerous reasons: to prevent obesity, to protect against illness, to 

increase their children’s intelligence and explicitly so their children will “be good at 

sport” (Australian Breastfeeding Association, 2007, reason 3).  By promoting 

breastfeeding in this way, women’s commitment to producing a quality baby becomes 

evidence of her commitment to intensive and total mothering.   

 
As both Shaw (2004b) and Stearns (2010) have pointed out, due to construction of 

superiority of breast milk and breastfeeding and associated responsibility has 

become a means whereby women can demonstrate their good mothering to others.  

Thus breastfeeding is not only a method to feed a baby, it is a practice which displays 

gendered and maternal subjectivities.  The consequences of not breastfeeding 

threaten women’s identity as good mothers as they have the potential of being 

constructed as inconsiderate and incompetent.  For example, Nicolson et al. (2010: 

577) indicate that pregnant women who ignore or reject recommendations about diet 

and lifestyle are “antagonistic towards their foetus” who is more or less considered an 

unborn person (see also Armstrong, 2003; Fox et al., 2009a; Petchesky, 1987). 

Therefore, women who are resistant to dominant discourses and fail to perform in 

socially acceptable ways are less able to access an identity as a good mother.  This 

generates a culture of maternal blame, as Delany (2010) argues it is women who are 

held solely responsible for not taking appropriate precautions to protect their foetus 
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prior to and during pregnancy.  Irrespective of aspects of fathers’ lifestyle and 

behaviour (such as smoking and drug use) which can influence sperm and foetal 

viability and create congenital conditions in newborns.  In a neo-liberal environment 

which scrutinises these women they are left vulnerable to feelings of failure, 

inadequacy, guilt, shame and judgements of themselves and others (Crossley, 2009; 

Taylor & Wallace, 2012).  This maternal guilt is influential in the construction of 

maternal identities and behaviours including access to the identity of good mother, as  

“moral, responsible, prudent and neo-liberal persons” (Murphy, 2000: 298). 

 

Maternal responsibility and neo-liberalism 

The contemporary neo-liberal environment we inhabit is structured to allow 

individuals the capacity to “take ownership” of (that is to be held responsible for) 

their own health, wealth and prosperity (Hartman, 2005; Nettleton, 2000; Rose & 

Miller, 1992).  Individuals shift away from dependency on and interference from the 

state to ensure the welfare of populations is their own responsibility. This ‘anti-

dependence’ and personal responsibility renders the individual accountable for their 

own outcomes.  In this way neo-liberalism is “a form of rule which involves a sphere 

of freedom for subjects so that they are able to exercise a regulated autonomy” 

(Petersen, 2000: 194).  Neo-liberal rhetoric would have it that individuals have 

freedom to choose their behaviours, however, in reality these behaviours are 

constrained to a set of acceptable, normal and expected behaviours that maintain the 

idea that they should not rely on the state.  For example, various scholars have 

considered how neo-liberalism and health coalesce, so that it becomes the 

responsibility of individuals to regulate their lifestyles in order to protect their health 

and well being (Coveney, 2000; Petersen, 2000; Petersen et al., 2010; Wright & 

Harwood, 2009).  Due to the nature of our society, we are faced with a plethora of 

choices about food, diet and lifestyle, where some of these choices are bad for us and 

negatively impact our health and well-being.  To ensure populations remain healthy 

and have less reliance on health and welfare systems, ‘healthy eating’ becomes one of 

many expected behaviours determined and promoted by experts and authorities.  

Individuals are instructed regarding which behaviours are good and which are bad, 

and as neo-liberal citizens, individuals are expected to carry out the ‘right’ 

behaviours.   
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Individuals are not forced to comply with good behaviours but rather they are invited 

to ‘take up’ certain behaviours which are deemed appropriate by authorities and 

experts (Hartman, 2005: 63; Murphy, 2000: 306).  So in neo-liberal societies power is 

conceptualised through agency and co-operation where individuals are invited to 

exercise agency through self-regulation and a process of “self-examination, self-care 

and self-improvement” (Petersen, 2000: 194).  In this way, it becomes the individual’s 

own prerogative to discipline themselves and make the ‘right choices’ that are both 

rational and moral (Coveney, 2008).  These ideas regarding self-regulation are 

founded in the Foucauldian concept of bio-power which I discuss further in Chapter 2. 

 
In a neo-liberal framework, individuals are urged to govern themselves through self-

regulation with the knowledge that their behaviours, actions, appearances and beliefs 

are all open to scrutiny through the surveillance of others and the self.  If surveillance 

reveals behaviour which is not in line with expert proclamations there is the risk of 

moral judgements being generated.  With increased surveillance and consequent 

moral judgements, comes increased pressure to supplicate to normal and expected 

behaviours, especially those that are ‘unwritten’ (Fox et al., 2009b: 554).  Murphy 

(2000: 297) suggests that moral judgements are harsher when the consequences 

associated with risky behaviour impact not only the individual but on others.  

Especially damned are individuals who knowingly put others at risk and thus attract 

blame.  This highlights how in a neo-liberal context individuals are judged not only on 

their ability to remain disciplined through self-regulation but also on their concern 

for others, a concept particularly relevant to mothers.   

 
Allowing individuals control over their own life enables governance ‘at a distance’ 

which is considered an effective means of controlling behaviour without force or 

coercion but through co-operation as the key to effective self management (Coveney, 

2008: 205; Larner, 2000; Rose & Miller, 1992; Rose et al., 2006).  Since power is not 

forced upon individuals they enact particular behaviours in the realm of choice where 

they are both enabled and obliged to “exercise autonomous choices” (Larner, 2000: 

13).  This has replaced the notion that individuals are docile subjects of power who 

are simply passive recipients of expert advice and authority.  In this neo-liberal 

framework, passive individuals who obediently follow doctors’ orders have been 

replaced by active individuals who are “encouraged to strive to optimise their own 
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quality of life and that of their families” (Rose & Miller, 1992: 198).  According to 

Coveney (2008), the problem of obesity in most Western societies is taken up in a 

framework of neo-liberal governance where it is positioned as an individual ‘choice’ 

and an individual problem to conquer.  Similarly, within breast-is-best advocacy, 

breastfeeding is positioned as an individual choice but framed within a context that 

has widespread consequences where women are positioned as responsible not only 

for choosing behaviours that either enhance or endanger health outcomes for their 

babies but also impact upon their identity as good, moral citizens (Murphy, 2000: 

293). 

 
The neo-liberal notions of choice and blame are problematic in regards to 

motherhood and in particular pregnancy and infant feeding.  In many circumstances 

regarding health and lifestyle, individuals are presented with a plurality of choices; 

for mothers the choices regarding infant feeding are separated into binaries.  Mothers 

can either bottle feed or breastfeed, one is constructed negatively and the other more 

positively.  Rather than being situated in a context where mothers must decide which 

infant feeding method to apply, women are presented with an option that is optimum 

and another that is less preferable. The ‘right’ choice becomes obvious, making the 

moral judgements and consequences of choosing the lesser option even harsher.  By 

positioning infant feeding under a neo-liberal canopy it is perceived as a choice, 

however constructing breastfeeding and breast milk in this way is problematic 

particularly for women who are using formula not out of choice but necessity.  They 

have the potential of being positioned in the categories of careless, irresponsible 

mothers.  The BMB adds another layer of complexity to this dynamic, again drawing 

attention to the inadequacy of accepted/rejected discourses around infant feeding.  

The BMB reveals a location of uncertainty where these dualistic and taken for granted 

discourses are disrupted.  This thesis investigates the outcomes of navigating these 

uncertainties within the unique location of the BMB and examines how these 

uncertainties influence maternal identity when women and their bodies cannot 

perform in expected ways. 
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Summary 
This chapter draws attention to the myriad of meanings associated with breast milk 

and breastfeeding. Using a number of popular and academic examples I have 

demonstrated that the dominant discourses are contested, contradicted and 

destabilised due to a multiplicity of concurrently operating discourses.  Despite this 

evidence of contradiction, breast-is-best advocacy continues to be positioned within 

fixed binaries even though I have shown that they are inadequate.   

 
Given that the dominant discourses of breast milk and breastfeeding are competing 

and conflicting I have demonstrated that meanings are contextual and altering 

depending on location and circumstances.  In the breast-is-best rhetoric I have shown 

that meanings are arranged hierarchically yet they change depending on 

circumstance, space (public and private), time or in response to changes in 

authoritative knowledge (medical and scientific).  It is these instabilities and locations 

of uncertainty that disrupt dominant meanings.  As a result of this simultaneous 

blurring and fixity, women negotiating the BMB experience ambivalence around 

breastfeeding and breast milk.  Women must then manage these complexities within 

the context of neo-liberal concepts of health and individual responsibility. 

 
The use of donor breast milk in the BMB offers a specific site to think more broadly 

about the dominant discourses of breast milk as nutritional and immunological and 

breastfeeding as relational.  As the logic of meanings surrounding breast milk and 

breastfeeding is dependent on context, the meaning of donor breast milk also has the 

potential to change according to who is giving and receiving breast milk, under what 

circumstances and in what location.  This thesis explores these changing meanings in 

the context of the BMB and considers the impact taking up these alternative 

discourses has on maternal identity. 

 



 CHAPTER 2 | Zizzo 

50 

CHAPTER 2: Theoretical Foundations 
 
In this chapter I outline the structural components that support the aim of this 

research project, which is to consider how sharing breast milk through the BMB 

impacts on the construction of maternal identity.  To explore this aim, I commence by 

discussing a number of feminist principles, which have provided a broad and 

overarching influence on this project.  In conducting research informed by feminist 

perspectives my focus remains on women, revealing and privileging voices that 

typically remain silent, hidden, or assumed.  As Butler and Scott (1992) remind us, 

nothing should be taken for granted without questioning.  Feminists refuse to assume, 

and are positioned to question the constitution of the female subject, in the case of 

this research, the maternal subject. This thesis approaches and questions 

motherhood within the unique location of the BMB, valuing the experience of using 

the BMB as a legitimate and important form of knowledge.  By recognising that 

experiences form knowledge, the voices of the women participants are explored 

within an academic arena.  

 
With each research project, the theoretical foundations influence the design and the 

tools utilised, and also outline the type of evidence (or data) that are collected and 

interpreted (DeVault, 1996: 5-6; Gray, 2009).  This chapter considers the theoretical 

foundations of this project and the following chapter explains the precise methods 

and tools I utilised. 

 

An overarching commitment to feminist principles 
Research that is committed to exploring social phenomena involving gender, class, 

ethnicity, race, sexuality and so on can differ depending on the discipline and the area 

of study.  There is no one distinct method or ‘correct’ approach utilised in these 

research frameworks, however, there are various viewpoints and political stances 

which inform the methods and approaches favoured by individual researchers 

(DeVault, 1996; Ramazanoğlu & Holland, 2002).  Feminisms accentuate this diversity 

with multiple approaches and viewpoints informed by the researcher/s (Stanley & 

Wise, 1990).  Often these multiple ‘feminisms’ are collapsed under the umbrella term 

‘feminism’, whereas within feminism there are countless debates about the many 

feminisms (Beasley, 1999).  Although this thesis does not directly engage with these 
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debates I share a number of the broader commitments and feminist principles which 

underpin my research approach.  These shared commitments include a focus on: 

bringing women into social research by valuing their experiences, conducting 

research that is not exploitative and research that has the potential to generate 

beneficial changes to the everyday lives of women (DeVault, 1996: 32-34).  Stanley 

and Wise (1990) indicate numerous principles underpinning feminist research 

projects.  These principles include a relationship between the researcher and the 

participants of the research, reflections of the researcher’s own biography, a 

knowledge of how to manage difference and considerations of the complexities of 

power relations in the research project (Stanley & Wise, 1990: 23).  What follows is a 

brief outline of how a commitment to these broad feminist principles is reflected in 

this thesis. 

 
Historically feminists from both the first (circa 1900) and second wave (circa 1960) 

showed a commitment to activism. In various forms this activism has worked to 

reject the social, political and institutional structures that foster inequalities and 

oppression of women.  During the second wave, this included a rejection of the 

traditional forms of research which were critiqued for being male dominated and 

(re)producing gender blindness in research.  Not only was social science research 

considered androcentric but in its predominately quantitative nature it had positivist 

foundations, concerned with revealing ‘facts’ free from bias.  Feminists such as 

Haraway (1988) critiqued this position arguing for the impossibility of bias-free 

research, which was oppressive, exploitive and conducted mainly from a male’s 

perspective with the aim of achieving ‘pure’ objectivity to reveal a single truth.  

Feminists rejected this ‘malestream’ approach and reorientated social science 

research to be more participatory and empowering, fuelled by a “commitment to 

finding women and their concerns” and thus revealing the mechanisms that keep 

their lives hidden (DeVault, 1996: 33).  As a result many feminists committed 

themselves to conducting research that focused on women and other marginalised 

groups, in order to understand how gender influences the structures of oppression 

and its concealment.  For example, DeVault (1990) has argued that language, in its 

inadequacy at capturing women’s lives, has often led to experiences of oppression or 

invisibility through talk.  Feminists such as DeVault have used research as a tool to 
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not only understand and dissolve structures of oppression but to reveal the lives of 

women that they obscure and silence (see also Reinharz, 1992).  In other words, 

feminists are committed to ensuring that gender power relations are the focus of 

research (Plummer & Young, 2010). 

 
Feminist research is not only about ‘adding women’ to pre-existing social science 

research or refocusing social research onto women’s issues; distinctions in feminist 

research go beyond this simple addition  (Harding, 1987; Rice & Ezzy, 1999).  Instead, 

feminists have worked at incorporating gendered and marginalised groups who are 

often concealed by hegemonic groups. DeVault (1996: 32-33) argues that 

incorporating “gendered and marginalised groups” generates shared commitments to 

feminist research which focuses on ‘bringing’ women in rather than ‘adding’ them.  It 

is these distinctive political commitments that set feminist research apart from other 

forms of social research.  In this way, feminists remain committed to conducting 

research that is useful and relevant to women and which may lead to understandings 

that can generate positive action and changes to structures of inequality, such as 

specific changes to policies or to support services. 

 
Until this point, the experiences of women who have used the BMB have been voiced 

only in a limited way through the occasional journalist article (such as the WHO 

magazine article), or online through blogs or discussions boards.  When these 

women’s voices have appeared in academic forums, it has been in the context of the 

medical and scientific genre, and often nestled beside practical information regarding 

the operation of the breast milk bank (Simmer & Hartmann, 2009). This thesis is 

committed to moving beyond descriptive generalities by focusing specifically on the 

complexities of the everyday experience of donating and receiving breast milk and 

discussing how these actions influence maternal identity for the women involved.  A 

feminist approach has enabled insight into the experience of the women who used a 

BMB and also informed how I collected and interrogated the information they shared 

with me.  

 

Valuing experience as knowledge 

Since the second wave of the women’s movement, McLaughlin (2003: 16) argues that 

(in most Western countries, in most cases) women have gained ground in the quest 
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for equality and consequently feminism has now moved away from its activist roots 

into a nuanced concern with theoretical arguments.  Theoretical perspectives are 

relevant and have an essential role in how we understand and interpret data, as it 

shapes how information is analysed and what is ‘noticed’ during this analysis (Ezzy, 

2002).  However, numerous feminists have argued against theory driven research; 

instead they maintain that experience is a form of knowledge which has traditionally 

been juxtaposed to ‘theory’ and devalued in comparison.  Some go further and argue 

that most existing social ‘theory’ does not accurately reflect or account for women’s 

everyday experiences (Bordo, 1999; McLaughlin, 2003: 19; Stanley & Wise, 1993: 51).  

These scholars claim that most philosophical and theoretical stances are 

inappropriate for feminist research because they are steeped in masculinist histories 

and traditions and as such have little to offer or say, to and about women.  Despite 

critiques of philosophy and theory, feminisms are inevitably entrenched in 

philosophical traditions (Papadelos, 2010: 19). Feminists such as Weedon (1987), for 

example, recognise the limits of theory yet acknowledge its usefulness.  She reminds 

us that it has been important for feminists to contemplate theory in order to 

understand the social relations that inform and influence knowledge production and 

the knowledge produced.  In this way, theory has useful, practical applications in the 

considerations of women’s lives if we recognise it as fluid, continually changing and 

accessible to women (Stanley & Wise, 1993: 72; Weedon, 1987).   

 
Stanley and Wise (1990; 1993: 89) explain that, in a feminist framework theory 

cannot be considered on its own and rather it is thought of as co-existing mutually 

with experience and practice.  Thus a common element within feminist approaches is 

to incorporate subjectivity and to favour experience as a legitimate source of 

knowledge. Feminist researchers have argued that subjectivity is a fundamental 

component of social experience and therefore of social research.  As Scott indicates, it 

is “not individuals who have experience, but subjects who are constituted through 

experience” (1992: 25-26).  Subjectivity is constructed through experience but 

documentation of this experience alone is not enough.  Scott illustrates that 

subjectivities are constructed through discourse, which reveals that there is no single, 

unified truth or reality experienced by women and that these realities are often in 

contrast and contradiction to each other.  Moreover, the knowledge derived from 
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these realities are situated and multiple.  The multiplicity and contradictory elements 

of subjectivity are often seen as unruly and a dangerous area to study, though 

experience has now become a legitimised form of knowledge in the social sciences as 

a direct result of feminism.  In light of these changes, this thesis is concerned with 

understanding women’s experiences and how these experiences construct and shape 

a sense of maternal self. 

 

A constructivist position 
This project is informed and interpreted through a constructivist epistemology which 

stipulates that ‘reality’ (i.e. knowledge) is socially constructed and that social factors 

shape and constitute individual interactions and interpretation of the social world 

(Campbell & Wasco, 2000; Gray, 2009).  Both the researchers’ and the participants’ 

social location in relation to class, sexuality, disability, gender, and ethnicity influence 

these social constructions.   

 
Within a constructivist position there is no one objective truth or meaning to be 

discovered, but multiple, and possibly contradictory meanings.  According to Crotty 

(1998: 8), our “engagement with the realities in our world” is dependent on 

individual subjectivities.  In this way, meaning is not ‘discovered’ but ‘constructed’ 

through the research process with individuals revealing different meanings.  It then 

becomes the researcher’s task to draw themes from the participants’ experiences 

which do justice to its complexity (Crotty, 1998; Gray, 2009).  This combines with 

feminist and social science principles, which also acknowledge that subjectivities 

inevitably come to bear on all research. 

 
A constructionist perspective is apparent in the previous chapter, where I  indicated 

that breast milk and its meanings are not fixed but are contested, multiple and 

changing.  The BMB provides a site for renewed negotiation of the dominant 

discourses which inform maternal identity.  Therefore, the reconfiguring of maternal 

identity in the context of the BMB is nuanced by other intersecting power relations 

(such as class, race and ethnicity) and are shaped by discourses about modernity and 

technology.   
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Post-structuralism 

The writings of many second wave feminist scholars has worked to incorporate and 

value subjectivity and to recognise that knowledge is socially constructed by 

experience. These considerations have benefited from post-structural insights. Post-

structuralism emerged during the late twentieth century from French theorists who 

questioned the construction and reproduction of our knowledge.  These critiques 

originated out of objections to structuralist theory, which argues that society is 

organised linguistically where there is a fixed, underlying structure to meanings and 

the way we understand the world (McLaughlin, 2003: 92).  In the structuralist 

framework, meaning is generated through differences and oppositions within 

languages; for example ‘white’ is only understood in opposition to what is ‘not white’ 

(Beasley, 1999: 90).  The notion that meanings are generated through difference has 

informed both structuralist and post-structural beliefs.  Yet where structuralists 

believe these connections are arbitrary, post-structuralists instead argue that 

meaning and knowledge are not neutral but rather are associated with the 

organisation of power (Weedon, 1987: 12-14).  In this post-structuralist position on 

language and meaning, there are multiple truths inherent in social constructions of 

reality, and power and knowledge regulate what is considered the dominant ‘truth’ 

(Gavey, 1989).   

 
Accordingly, the construction of meaning can be linked to the organisation of 

language (Beasley, 1999: 91).  Where the structuralist notion of meaning tends to be 

singular and fixed, the post-structuralists move away from this central, fixed notion 

and instead “stress the shifting, fragmented complexity of meaning” (ibid).  The post-

structural position highlights the complexities of multiple and contradictory 

meanings in social life.  This is where the structuralists and post-structuralists views 

significantly differ and highlights why a post-structuralist framework is particularly 

useful for this project. 

 

Language and Discourse 

For post-structural feminists, the role of language is critical in the structure of reality.  

In such a framework, the construction of identity revolves around the relationship 

between subjectivity, language, knowledge/power and resistance (Lupton and 
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Barclay, 1997: 8).  The emphasis on language forms the basis of poststructural theory, 

which Weedon (1987: 20) claims has been ‘unsympathetic’ to feminism in the past.  

However, she recognizes that a feminist post-structuralist approach is useful in 

addressing how “social power is exercised and how social relations of gender, class 

and race might be transformed” (ibid) in order to challenge and change oppressive 

relationships.  In this way post-structuralism is a theory that can provide a conceptual 

framework for many feminists (Gavey, 1989) because it has the capacity to generate 

change (Weedon, 1987: 13).  Numerous feminists have agreed with this position, 

indicating how post-structuralism can “inform our thinking about the experience of 

being female, feminine, and feminist” (Davies, 1992: 53).  Davies suggests that post-

structuralism allows the opportunity to see the self as constantly constructed within 

or through “multiple and contradictory discourses” (ibid, p. 57). 

 
Foucault has been instrumental in the considerations of language and the self in 

relation to post-structural theory.  Through the genealogy of Foucault’s work, the 

construction of the subject has provided three main conceptual contributions to 

social science and post-structural theory: concepts of discourse, power/knowledge 

and governmentality (Coveney, 2000, Turner, 2000: xi).  Although power was the 

central theme throughout Foucault’s significant works, he stated that his interests 

always lay in the production of subjectivity (Foucault, 2001a: 326; see also, Dreyfus & 

Rabinow, 1983: 208-9).  Foucault’s work on language and discourse not only explains 

how knowledge is constructed, but also how subjectivity is continually constructed, 

defined and contested (Gavey, 1989: 463; Lupton & Barclay, 1997: 8; Weedon, 1987: 

21). 

 
There have been various discussions in the social sciences regarding the relationship 

between discourse and language.  Within post-structural theory, discourse can be 

understood as a “system of representation”, providing us with a language, certain 

rules and “ways of talking” which determine and validate acceptable speech and 

conduct (Hall, 2001a: 72).  It was Foucault’s view that discourses were more than just 

signs, they were “practices that systematically form the objects of which they speak” 

(Foucault, 1972: 54).  In other words, discourses do not represent things or objects; 

rather they construct the objects they represent, because they produce 
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truths/knowledge. This also extends to the notion of subjectivity, where knowledge 

(about oneself) is how the subject is produced (Coveney, 2000: 6-7).   

 
Hall (2001) reminds us that discourses are indicative of the power relations which 

have produced knowledge.  This is based on Foucault argument that knowledge is 

directly produced through power, explaining that power/knowledge are relational 

because they: 

directly imply one another; [that] there is no power relations without the 
correlative constitution of a field of knowledge, nor any knowledge that 
does not presuppose and constitute at the same time, power relations. 
(Foucault, 1991: 27) 

 
For Foucault, knowledge is socially constructed without absolute truths (Gavey, 

1989), becoming something that is not neutral, fixed, or random, but is continuously 

being produced through the operations of power (Beasley, 1999).  Although there 

may be multiple and contradictory discourses, Foucault argued that power regulates 

and restricts what can be claimed to be legitimate knowledge or ‘truth’ (Stanley & 

Wise, 1993: 192).  This power has institutional foundations that govern individuals 

and it is where most dominant discourses are reproduced—within institutions such 

as the law, the family, education, and medical systems.  In this way, discourse, or 

“bodies of knowledge”, are a form of disciplinary practice which constrain and enable 

writing, speaking and thinking, and thus determine the construction of knowledge in 

a particular historical context (Coveney, 2000: 5).  Thus, power relations operate to 

produce legitimate knowledge that informs dominant discourses, established as 

truths, because they are verified by those in ‘authority’ and/or ‘experts’.  Typically 

these discourses are hierarchical, gaining authority by appealing to common sense 

and therefore they appear ‘normal’ and are taken for granted as the sole or single 

‘truth’  (Gavey, 1989: 464).  Discourse, as a concept, is significant to this thesis 

because it provides insight into dominant and competing meanings (thus 

expectations) surrounding breast milk and how these may impact upon maternal 

identity in the specific location of the BMB. 

 
As I have mentioned previously, the construction of breast milk as the ‘gold standard’ 

is informed by current scientific and medical evidence which claims that because 

breast milk is a ‘natural’ and ‘normal’ bodily substance then it must be the best 
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nutrition for babies.  Since this knowledge is framed within a powerful medical 

discourse, which is trusted as a legitimate source, it remains largely unquestioned. 

Historically, medical knowledge has maintained a dominant legitimacy and authority, 

despite contrary views about breast milk.  Past concerns about adequacy of breast 

milk and breastfeeding have been reframed within this scientific discourse as 

erroneous and undesirable mistakes which have been superseded by new, more 

scientific, truths. The changing medical meanings of breast milk are explained 

through a dominant discourse about scientific knowledge as progressive and self 

correcting.  Thus, current views are presented as being based on newer, more 

accurate and objective knowledge often referred to as ‘evidence based medicine’.  Yet 

the historical variability in medical truth presents opportunities for destabilisation, 

and allows meanings and dominant discourses to be resisted, challenged, and 

contested, as illustrated by Katie Price in the previous chapter.  In this thesis, an 

analysis of discourse, the ways of talking about motherhood, breast milk and sharing 

is used as a tool to investigate maternal identity.   

 

Knowledge/Power 

If discourse produces knowledge, and according to Foucault power and knowledge 

are inextricably linked, any increase in knowledge will also see a parallel expansion of 

power and vice versa (Turner, 2000: xiii). This dynamic interplay of 

knowledge/power is what produces successful truth claims (i.e. ‘breast-is-best’) yet 

for Foucault the relationship between knowledge and power was the basis of his 

considerations of discipline and punishment in relation to the evolution of the 

modern penal system.  In Discipline and Punish (1991), which was first translated to 

English in 1977, Foucault traced the historical operations of power.  He explained that 

power has shifted from a sovereign rule enacted by a head of state (a monarch) and 

typically included violence and coercion, to contemporary forms of power that are 

more democratic and more encompassing.  As the structures of power altered, and in 

order to protect and control populations, the state was effectively decentralised from 

a hierarchical ‘top down’ power structure and replaced by multiple authorities of 

bureaucracies, government and democratic rule (Coveney, 2008: 200).  According to 

Foucault, this modern form of power is not localised or held by any one individual or 

group but circulates in a “net-like organisation” like capillaries (Foucault, 1980a: 96-
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98; Macleod & Durrheim, 2002).  Turner has also explained Foucault’s version of 

modern power metaphorically as “colour dye diffused through the entire social 

structure and embedded in daily practices” (2000: xii).  Thus, power became 

something that is found in multiple locations rather than one hierarchical position 

(Nettleton, 1991).  Changes in the structure of power saw repressive ‘laws’ of the past 

that generated dominating power replaced by productive forms of power and social 

control, the sources and functions of which are diffuse and multi-faceted (Foucault, 

2008). 

 
Rather than being physical and repressive (as with sovereign power), the control of 

behaviour has increasingly involved more subtle forms of ‘coercion’ where an 

individual was ‘corrected’ and encouraged to reset into obedience by introducing 

specific habits and standards of behaviours (Sawicki, 1991).  According to Foucault 

(1991) this coercive method of discipline depended on a “gentle form of punishment” 

enacted through correction and re-training, creating an individual (and a society) 

who actively engaged with and ‘took up’ the disciplining regimes.  This art of 

governing populations occurred through complex mechanisms of surveillance where, 

rather than being physically punished, the body and behaviour was ‘re-trained’ 

through a method of supervision and observation (Macleod & Durrheim, 2002: 46).   

In this way ‘the gaze’ becomes integral to Foucault’s notion of the discipline and 

constructions of subjectivity.  Foucault’s exploration of ‘the gaze’ grew from his 

analysis of the role that surveillance plays in contemporary operations of power.  He 

noted that initially, it was in institutional settings that surveillance, which relied on 

spatial and temporal dimensions, was a disciplinary method used to correct and 

‘normalise’ individuals.  Foucault observed that fixing individuals to a specific time 

and space (such as a prison, school, factory, hospital) allowed reformation and 

correction of the soul through a strict organisation of time which ensured that 

individuals were always occupied, docile and productive (1991: 124).  In this way, 

disciplinary power rendered individuals to be both the object of and the instrument 

of power by making them concurrently “more powerful, productive, useful and 

docile” (Sawicki, 1991: 67, emphasis in original). 

 
For Foucault, the body became a site in which the relations between power and 

knowledge are enacted.  He noted that the power to control and correct bodies 
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through surveillance in formal locations, was the principle behind Bentham’s 

panopticon.  He explained that as “a tool for surveillance of the population” the 

panopticon relied on an all-seeing, yet unverifiable surveillance, which “had the effect 

of making individuals objects of knowledge and power” (Coveney, 2000: 27; see also 

Dreyfus & Rabinow, 1983: 189).  Foucault proposed that these forms of discipline and 

surveillance within institutions were initially directed to bodies but they also came to 

influence the mind as well.  The shift from the body to the mind occurred when 

individuals came to internalise the surveillance they were subject to and thus 

produced a self-awareness of their own conduct and behaviour and modified it as a 

result (Foucault, 1991).  According to Foucault, this was how ‘laws’, which were 

repressive and reliant on threats of violence, were replaced by productive forms of 

social control which rely on the generation and internalisation of ‘norms’ as the 

mechanism of power.  Foucault (1991: 136-7) argued that this form of control, or 

power, produces subjects who are objects and vehicles of power which is enacted 

without resorting to violence.  The principal of the panopticon became a metaphor for 

the effective means of ensuring that supervision and regulation was maintained both 

within institutions and also in the everyday practices of individuals outside specific 

institutional locations, which I have detailed in Chapter 6. 

 

The subject 

The process whereby individuals came to internalise surveillance and to produce self-

awareness became a factor that defines the modern subject as one who is able to 

exercise agency and self modification (Eckermann, 2000).  As Foucault has famously 

stated, the individual corrects their behaviour through self-discipline: 

there is no need for arms, physical violence, maternal constraints.  Just a 
gaze.  An inspecting gaze, a gaze which each individual under its weight 
will end by interiorising to the point that he is his own overseer, each 
individual thus exercising this surveillance over, and against himself. 
(Foucault, 1980b: 155) 

 
This surveillance is effective because it requires minimal state resources, simply a 

gaze, or the possibility of a gaze, which invites individuals to actively participate in 

the control of their conduct, through what Foucault termed ‘technologies of the self’.  

Technologies of the self are practices by which individuals effect ‘improvement’, 

through self-surveillance and discipline, giving the individual responsibility:  
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to effect their own means or with the help of others a certain number of 
operations on their own bodies and souls, thoughts, conduct, and way of 
being, so as to transform themselves in order to attain a certain state of 
happiness, purity, wisdom, perfection, or immortality. (Foucault, 1988a: 
18) 

 
Through the internalisation of surveillance the individual becomes responsible for 

altering their own behaviour by ensuring they are complying with expected ‘norms’ 

and to avoid moral judgements (Macleod & Durrheim, 2002: 47). In this way power 

not only constructs knowledge, but also constructs the knower; hence the formation 

of subjectivities (Armstrong, 2002).  Foucault (2008) suggests that a way for 

individuals to actively take up the discipline and regulation of the body is through the 

concept of bio-power, a type of “power over life’”.  He explained that the concept of 

bio-power consists of two aspects or poles; one concerned with “the regulation of the 

population” and the other concerned with “disciplines of the body” (Foucault, 2008: 

139).  The former, which he termed regulatory power, is explained by Sawicki as the 

effective government of populations entrenched in social policies (1991: 68).  The 

latter pole, disciplinary power, is a form of power enacted and embodied by the 

individual body by maintaining control through persuasion and desire, thus avoiding 

forcefulness and violence.  This is achieved through a system of surveillance through 

which individuals monitor and regulate their behaviours in terms of space, time and 

actions by utilising a set of “techniques for maximizing life” (Foucault, 2008: 123).  

The aim of bio-power is to protect the population by making them healthy (Dreyfus & 

Rabinow, 1983: 196). 

 
Many scholars ranging from medical sociologists, medical anthropologists and 

feminists apply Foucault’s theories of power and knowledge in their own theorisation 

of health, illness and medicalisation (Turner, 2000: xi).  As Nettleton & Gustafsson 

(2002: 3) remind us, Foucault’s work has been useful in illustrating how, just as social 

knowledge is constructed through power relations, so too is medical knowledge.  For 

Foucault, the institutions, including medicine, have been historically useful in 

regulating, monitoring and re-training individuals.  According to Foucault (1973) this 

began from the latter part of the eighteenth century when there was a shift from 

intervention medicine to surveillance and preventative medicine, highlighting the 

ways in which the gaze and later bio-power has influenced institutions and personal 
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agency.  As Conrad (1992: 216) highlights, Foucault’s notion of the medical gaze was 

significant in early forms of medicine which have evolved to include a surveillance of 

all aspects of human activity including those behaviours and conditions that were 

initially considered to be ‘non-medical’.  Conrad (ibid) provides the example of 

childbirth to explain how a non-medical event has slowly become a highly 

medicalised one where all aspects of conception, pregnancy, birth and child rearing 

now come under the close observation and guidance of medical experts (see also, 

Apple, 2006; Reiger, 2001 who provide a critique of the medicalisation of childbirth 

and motherhood from a feminist perspective).  However, much of this top-down style 

of power relating to medicalisation has been critiqued for being too deterministic.  As 

numerous feminists have indicated, women actually sought out and engaged with 

medicalisation of childbirth which they demanded (Lupton, 2000).  Rose (2007a, 

2007b) also highlights the ways in which active citizenships altered the passive 

subjectivities of the medicalised and generated a backlash which saw many people 

reject the notion of passive medicalisation.  Instead he argues that in the 

contemporary era we have become “consumers actively choosing and using medicine, 

bioscience, pharmaceuticals and ‘alternative medicine’ in order to maximise and 

enhance [our] own vitality” (Rose, 2007b: 23).  This indicates that the active 

participation in modern forms of surveillance medicine and the contemporary neo-

liberal ideologies of individual choice and responsibility led to practices of self-

regulation, which is central to Foucault’s notion of bio-power.  

 
The concept of bio-power became central to Foucault’s later concepts of self-

governance and governmentality which he argued presented a new and different way 

of “thinking about and exercising power” (Macleod & Durrheim, 2002: 44).  

Governmentality introduces a set of practices and techniques (such as discipline and 

surveillance) which monitor and modify behaviours.  The self-policing of others and 

of one’s self is how individuals ‘take up’ this idea of ‘governing the self’.  According to 

Turner (2000: xi), Foucault’s later work on governmentality was seen as a ‘bridge’ 

between his work on the evolution of discipline and his work on the production of the 

active self.   

 
In summing up the main points of Foucault, Eckermann reminds us that within his 

theory, the self is socially constructed to incorporate “multiple, shifting and often self-
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contradictory identities”, where there are “many ways of being” (2000: 3).  

Subjectivity is thus not pre-existing or pre-determined but rather socially 

constructed; it is fluid, contradictory and continuously changing (Harding, 2000: 

137).  Discourse has been central to the production of subjectivity where individuals 

can communicate a particular persona through their discursive interactions (Lupton 

& Barclay, 1997: 9).  As with motherhood, there are various discourses informing 

maternal practices and subjectivity, as discussed in Chapter 1.  Dominant discourses 

around maternal practices are informed by medical and scientific authority, by 

‘psych’ disciplines (i.e. psychology, psychoanalysis and psychiatry) and by dualistic 

oppositions that women feel they must align themselves with in order to be 

recognised and valued as good, moral mothers.  This is a concept that will become 

relevant to the ways in which women engage with the BMB and will be explored 

further in the discussion of findings. 

 

Feminist critiques  

As discussed previously, Foucault’s research has raised feminist concerns because of 

its inherent ‘gender blindness’ (Macleod & Durrheim, 2002).  Gender blindness has 

been a point of contention and Foucault has been heavily criticised by many feminists 

for presenting work that is gender neutral, thus ignoring the gendered nature of 

domination and resistance (Hartsock, 1990; see also Bartky, 1988; Bordo, 2003; 

McLaren, 2002; McLaughlin, 2003).  Specifically his gender neutrality has been 

criticised for ignoring the specific concerns of women.  As a reading of Foucault 

demonstrates, relations of power shifted from being repressive within institutional 

settings to spreading web-like and mobile within the everyday lives, actions and 

interactions of individuals without being centralised or oppressive (Macleod & 

Durrheim, 2002).  Yet, as Macleod and Durrheim (2002) remind us, this decentralised 

form of power does not necessarily imply egalitarianism since not all individuals are 

positioned equally within this ‘web’.  Some feminist critiques of Foucault were 

concerned that his reframing of power weakened the utility of concepts such as 

patriarchy wherein power is seen as structural and oppressive.  Others argue that 

Foucault’s reformulation emphasises how patriarchy is ‘enmeshed’ into cultural 

institutions (Macleod and Durrheim, 2002).   
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For some feminists, the problem with Foucault revolves around his notion of 

subjectivity and the conceptualisation of agency and resistance.   Foucault’s notion of 

the subject has been criticised by feminists who suggest that his explanation of the 

subject as socially constructed by power is deterministic and responsible for 

generating a model of subjectivity which positions individuals as docile, with reduced 

agency and autonomy, and lacking the capacity for resistance (McLaren, 2002: 56; 

McNay, 2000; Bartky, 1988; Bordo, 1988).  According to Deveaux (1994) utilising 

Foucault’s paradigm of docile bodies to explain patriarchal cultural practices leads to 

the construction of individuals as passive.  Further problematising Foucault’s notion 

of subjectivity is Alcoff’s suggestion that the post-structural argument that 

subjectivities are constructed socially rather than being pre-determined by biology is 

problematic because it relies entirely on the “totalisation of history’s imprint” (1988: 

417).  She says “our experience of our very subjectivity is a construct mediated by 

and/or grounded on a social discourse beyond (way beyond) individual control”, so 

in this way subjectivity is influenced by macro forces (Alcoff, 1988: 416).  According 

to Alcoff (1988), the focus on macro forces removes any freedom and movement that 

individuals have within social discourse or institutions, giving us little choice in the 

construction of who we are. 

 
Another problem that some feminists have with Foucault’s theories is that his critique 

of humanism (i.e. the valorisation of reason and scientific inquiry) was seen as an 

attempt to expunge the concept of subjectivity altogether (Sawicki, 1991: 95-109).   

This idea has been problematic for feminists such as Hartsock (1990: 163) who 

questions; “Why is it that just at the moment when so many of us who have been 

silenced begin to demand the right to name ourselves, to act as subjects rather than 

objects of history, that just then the concept of subjecthood becomes problematic?” 

(see also Braidotti, 1994: 267; McLaren, 2002: 54-5).  However, feminists who argue 

for the usefulness of Foucault suggest that he only partially rejects certain forms of 

subjectivity, such as the humanistic subject, because it is “abstract, atomistic, 

rationalist, and disembodied”, which are similar aspects of the subject that many 

feminists reject as well (McLaren, 2002: 79, see also Sawicki, 1991).  For some 

feminists the claim that Foucault is rejecting or abandoning the subject is considered 
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to be a misreading of his ideas (McLaren, 2002) as other scholars argue he was 

attempting to ‘reconceptualise’ the subject (Hall, 1996). 

 

Incorporating Foucault into feminism 

Feminists have moved beyond the limitation of Foucault’s work and through their 

adoption of his writing they have changed, modified and extended some of the 

problematic areas (McLaughlin, 2003: 115; McNay, 1992).  This is because, 

fundamentally, there are many points of agreement between feminisms and Foucault.  

For example, as feminists have done, Foucault rejected essentialism and emphasised 

the socially constructed nature of power.  His theorisation of the body as the site for 

exercising this power coalesces with feminists’ concerns regarding the body and 

power (Bordo, 1988; McLaren, 2002; Sawicki, 1991).  Additionally, the critique of 

Foucauldian power as being an oppressive, hegemonic form of power is often argued 

to be a misrepresentation of his extensive work.  As Deveaux (1994) argues, feminists 

have focused too much on the paradigm of docility and limited the application of 

Foucault’s later considerations on the micro-dynamics of power.  This later work by 

Foucault, which appeared in the three volumes of History of Sexuality, focused on the 

individual and the forms of discipline that not only constrains individuals but also 

enables them to act.  Within these systems individuals have the capacity to resist, as 

Foucault has famously stated: “where there is power, there is resistance” (2008: 

95).17  These points of resistance reduce the concept of an all dominating power that 

eradicates agency.  Foucault emphasises that power can only be exercised over those 

who are free and as such “actions are only structured but not forced” (Sawicki, 1991: 

25).  This indicates that subjects play an active role in their own production rather 

than a passive, docile one. 

 
Foucault’s writing has been useful in feminist discussions because it provides specific 

tools to analyse ‘social norms’ and ways that we can challenge and break down some 

of the damage made by these pervasive ‘norms’ (McLaren, 2002: 48).  This resonates 

with the dominant constructions of breast milk, which have been regulated as the 

‘norm’ in infant feeding for the past half a century.  Utilising Foucauldian concepts of 

                                                        
17 Foucault’s death in 1984 meant that he could not complete his work, including another volume to 
the History of Sexuality series.  Nikolas Rose has taken up Foucault’s idea of technologies of self and 
built upon them, as discussed later in this thesis.   
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power within post-structuralist theory, this project contemplates how experts 

construct what is ‘natural’ as ‘normal’ and how the BMB challenges and reinforces 

some of these ‘norms’ regarding breast milk and infant feeding and generates new 

ones.  This illustrates that despite the criticisms of Foucault, his writings are useful.   

 
The linkages between power relations, the body and feminist concerns demonstrate 

why the work of Foucault provides an important theoretical foundation for the 

arguments in this thesis. Connections between Foucault and this project arise because 

the body and its capacity to lactate and the negotiations of dominant discourse 

feature heavily in the way women construct their maternal identity. The body 

becomes important, especially for women who expect to lactate and find they cannot.  

Since there is a strong link between identity and the body, as indicated by Gimlin 

(2002: 4), the body is understood by women (more so than men) to be an indicator of 

the self.  Although feminists have established a link between the body and the self, as 

Price and Shildrick (1999) point out, in Western intellect, constructions of 

subjectivity either exclude or dismiss the importance of the body.  Instead, 

subjectivity is mostly constructed as disembodied, only relying on the thinking, 

rational mind.  This mind/body separation is in line with the Cartesian dualism which 

has traditionally positioned women as associated with the body and men the mind.  

This has informed many of the dichotomous construction of women’s bodies as 

‘natural’, rather than social.  However, Foucault emphasises that the self, rather than 

being constructed around this nature/culture, mind/body split, is actually 

constructed through the socio-historical influences including power relations 

(Beasley, 1999: 78).  Thus the construction of the body does not refer solely to its 

physicality but rather to a combination of its physical and cultural representations 

and power relations.   There is no clear separation between the biological, physical 

body and the social cultural body, instead they are “inextricably intertwined” 

(Beasley, 1999: 80). 

 
Also significant in feminist theorisations of the body inspired by Foucault are the 

concepts of surveillance and self-surveillance. Feminist theorists have been 

significant in this area, particularly those of Bordo (2003) and Bartky (1990), who 

consider how women engage in activities such as diet, fashion and cosmetic surgery 

as practices that discipline and normalise their bodies. These gendered practices 
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transform the female body “into a surface for the inscription of cultural ideals of 

Western beauty” (Balsamo, 1996: 13).  Inscribing cultural values onto bodies is a 

form of bio-power, with the effect of disciplining and regulating the population 

beginning with the individual.   Yet this cultural inscription can be a way of teaching 

women new skills and thus extending their power (Bartky, 1988).  Or on the other 

hand, such disciplinary regimes may limit women’s agency by insisting they must 

work on their bodies to transform themselves (Heyes, 2007b). 

 
Although feminists have critiqued essentialist discourse of the body, the idea of being 

able to provide breast milk through breastfeeding, which is considered ‘natural’, is 

fundamental to women’s experiences of motherhood (Schmied & Barclay, 1999; 

Schmied & Lupton, 2001b).  The notion that lactation is more ‘natural’ and thus in 

some way more authentic illustrates that essentialist discourses remain powerful.  

Franklin et al. (2000) take this idea of the forcefulness of the discourse of nature in 

their discussion of the ‘traffic in nature’ which explains how people strategically 

negotiate these powerful discourses of nature and culture (see also Warin et al., 

2011).  They consider how the domains of nature and culture, in their contrast and 

opposition, generate a traffic where each domain borrows from the other in a 

productive way.  This production and co-production generates complex and 

contradictory relations between nature and culture making these two domains very 

similar but still distinctly different (Franklin et al., 2000: 9).  For example, in her book 

Embodied Progress, Franklin uses the lens of in vitro fertilisation (IVF) to consider 

how reproductive technology can “destabilise and denaturalise” our relationships 

(1997: 8).  However, to overcome this idea of denaturalisation that comes with the 

use of technology, she describes how IVF has come to be positioned as something 

‘natural’, emphasising how it is constructed as a ‘bridging tool’ because it has been 

embedded “within the larger sequence of ‘life’s progression’ [which] helps naturalise 

the technology itself by being constructed as a tool which is ‘giving nature a helping 

hand’” (Franklin, 1997: 94).  She argues that through these constructions of IVF, what 

is considered natural has become artificial and the social has become the new model 

for what is natural (Franklin, 2001: 303; Franklin, 2003).  Franklin (2003: 66) 

indicates that boundaries of natural/cultural that we have formerly understood may 

need to be reinvented in light of new reproductive technologies.  This may be 
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particularly relevant in terms of concepts of banking breast milk, which similarly may 

require a redrawing or shifting of taken for granted boundaries.   

 

Summary 
This thesis is influenced by a commitment to feminist principles in order to 

understand and legitimise the experience of women who have used the BMB.  Using a 

feminist lens combined with a post-structural approach, informed particularly by 

Foucault, has been the foundation of my exploration of how women construct their 

maternal identity in the context of the BMB.  In the following chapter I discuss how 

these theoretical foundations informed the tools used to collect and interpret data. 
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CHAPTER 3: Research Tools  
 
In the previous chapter I outlined the theoretical foundations that underpin this 

project, positioning it within a framework where language and power relations shape 

the construction of reality and subjectivity. In this chapter I explain the inductive 

approach taken in this project and the tools I used to initiate, design, collect and 

interpret the data.  I outline some of the methodological debates that have influenced 

this research in order to frame the methods for data collection and interpretation that 

I employed to reveal the complexities of the BMB and the experiences of women who 

use it.  I will do this by providing a rationale for selecting the particular research 

location, the eligibility of the participants, a description of the ethical considerations 

and protocol relevant to the research and the qualitative techniques and knowledge I 

applied.  This chapter also gives a detailed description of how I interpreted women’s 

accounts of their experience, looking for thematic patterns using a method of 

discourse analysis.  Finally, I reflect on my own subjectivity and explore how this has 

come to bear on the project.  

 

Background  
As outlined in the Introduction, due to the growing popularity of BMBs, an increasing 

number of these facilities have opened around the world. In Australia, there are 

currently four operational breast milk banks: 

� King Edward Memorial Hospital for Women (KEMH), Perth, Western Australia; 

� John Flynn Private Hospital, Gold Coast, Queensland18; 

� Mercy Hospital, Heidelberg, Victoria; and 

� Royal Prince Alfred Hospital, Sydney, New South Wales. 

 
Whilst there have been varying levels of interest shown for the establishment of 

breast milk banks in other Australian states and territories, at this stage no plans 

have progressed beyond preliminary explorations (C. Collins, Flinders Medical 

Centre, pers. comm., 27 October, 2007).   

 

                                                        
18 In late 2008 the Queensland milk bank was closed due to a lack of financial and operational support.  
It has since re-opened and now operates as a community run organisation run by volunteers.   
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The location for this research was the BMB at KEMH in Perth.  KEMH is the largest 

public maternity hospital in WA, and provides tertiary level specialist care for all 

women with ‘at risk’ pregnancies as well as catering for women with uncomplicated 

pregnancies.  As ‘at risk’ pregnancies often result in premature birth, the hospital also 

has neonatal facilities to care for sick and premature babies and the provision of 

donor breast milk is incorporated into their care.  The Perth facility is officially named 

the Perron Rotary Express Milk (PREM) Bank and was established in 2006.  The name 

given to the facility includes the acronym PREM which reinforces the fact that this 

facility is strictly available only to premature newborns who are colloquially referred 

to as ‘prem babies’.  Additionally, the title of the charitable organisation which 

provided financial donations to establish the bank, ‘Perron Rotary’ is included in the 

name thus highlighting the concept of gifting and donating at PREM bank since donor 

milk is provided free of charge.   

 
This facility operates with ongoing funding from the WA State Government through 

the Women and Newborn Health Service (WA Minister for Health 2010, pers. comm., 

1 April).  No Federal Government support has been provided to assist with the 

establishment or ongoing operation of BMBs indicating that the government does not 

see them as an essential health service.  This is despite the recommendation of a 2008 

inquiry into the health benefits of breastfeeding titled The Best Start Report, which 

recommended that the Federal Government fund a feasibility study for the 

establishment of breast milk banks in Australia, including a national regulatory and 

quality assurance framework  (Australian Government Department of Health and 

Ageing, 2008: 7).  The government agreed with this recommendation but only in part, 

acknowledging there was a need for risk management in regards to the operation of 

BMBs but deferred the feasibility study awaiting the release of its National 

Breastfeeding Strategy.  In the following year the Australian National Breastfeeding 

Strategy 2010-2015 was established by the Federal Labour Government to monitor 

and support breastfeeding.  In this report, it was stipulated that no funding to study 

the feasibility or establish BMBs was planned for the future, determining that these 

facilities were not to be included in the national strategy.  When questioned in the 

media the Federal Health Minister at the time, Nicola Roxon stated that “ ... more work 

needs to be done [relating to breast milk banks] ... Certainly we see across the country 
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some services making the decision to have a milk bank, that's not recommended as an 

action for this study but is something where further work will be done" (ABC News, 

2009).  

 
The reluctance to establish and operate BMBs by the Federal Government may be in 

part due to the current debate regarding the practicality of BMBs, which includes 

contradictory evidence regarding the nutritional and immunological value of 

pasteurised donor human milk (PDHM) over formula.  As some research has shown 

the use of PDHM does reduce the risk of certain gastrointestinal diseases such as 

Necrotising enterocolitis (NEC) and its use is supported (Arnold, 2002; Simmer & 

Hartmann, 2009; Wilson-Clay, 2006).  Other research suggests that the benefits are 

uncertain due to concerns regarding the effects of handling, storage and treatment of 

donor milk (Heiman & Schanler, 2006; Lawrence, 1999; Tully et al., 2001; Wight, 

2001). 

 
I became involved with the PREM bank after meeting the manager of the facility at the 

national Australian Breastfeeding Association (ABA) conference in Melbourne in 

August 2007.  The manager was particularly encouraging and helpful and agreeable 

to me conducting research at KEMH.  At the same conference I also met the manager 

of the BMB at the hospital in the Gold Coast, Queensland.  I explained the project to 

her and emailed her several times following the conference but these 

communications went unanswered.  As a result, the BMB in Western Australia 

became the location of this research. 

 

Ethics and recruitment 

In order to conduct research with the women who had used the PREM bank I sought 

ethics approval with the Human Research Ethics Committee at the University of 

Adelaide.  As I was enlisting the help of the BMB in order to recruit participants 

whose babies were patients of KEMH I also sought ethical approval from the 

hospital’s Ethics Committee.  After both ethics committees approved the project, I 

commenced the recruitment stage.  Since I was located in Adelaide at the time, I had 

to recruit participants prior to my proposed research field trip to Perth to conduct 

interviews.  In order to reach potential participants I sent ‘recruitment packs’ through 

the PREM bank to approximately 100 women.  The ‘recruitment packs’ contained;  
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� Letter, introducing me (the researcher) and explaining the research, signed by 

the head of the Neonatology Unit and the director of the PREM Bank (see 

Appendix 2); 

� Information Sheet explaining the research (see Appendix 3); 

� Expression of Interest form for participants to confirm their interest in the 

project, their availability for an interview and their contact number (see 

Appendix 4); and 

� Stamped self-addressed envelope for participants to return the Expression of 

Interest form.   

 
A condition of ethics approval given by KEMH was that I not have access to personal 

records including patient names and postal addresses.  This information was 

accessible only by the manager of PREM bank, thus he was responsible for selecting 

the potential participants based on their compatibility with eligibility criteria.  To 

comply with this condition I collated the ‘recruitment packs’ in sealed envelopes with 

no addresses, which the PREM bank manager then addressed and posted on my 

behalf.  Participants were asked to forward me their Expression of Interest form which 

requested they include a telephone number on which they could be contacted, from 

which point all communication would occur directly through me. At the 

commencement of each interview the project was again explained to participants, at 

which point they signed a Consent form (Appendix 6).  They were also given a 

Complaint form (Appendix 7) if any issues or grievances arose during or after the 

interview. 

 
The inclusion criteria for this project targeted women who had utilised the BMB as 

either donors and recipients at any time since it began operation in 2006.  Both 

donors and recipients were invited to participate because in order to explore the 

impact that breast milk sharing through the BMB has on maternal identity, it was 

necessary to include both groups of mothers.  Although I acknowledge that mothering 

is not restricted to the act of birthing, for the purpose of this research, when I discuss 

mothers I am referring to women who have birthed babies. 

 
Geographical location was one exclusion criteria for participation in this project.  

Since KEMH is the largest maternity hospital in the vast state of Western Australia it 
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was not uncommon for patients who required treatment to come from as far away as 

central and northern part of the state. However, these patients and their families 

were typically provided with temporary accommodation close to the hospital during 

the woman’s and/or baby’s hospitalisation.  Many families returned to their rural or 

regional locations when their newborns no longer required specialised care at KEMH 

making it difficult to recruit and interview them. 

 
Participants were also excluded if they had become involved in the BMB following the 

death of their baby or if their baby died following their involvement.19  I decided to 

exclude these mothers from this project because of the potential of contributing 

further to their grief.  Participants who were under the age of 18 years were also 

excluded.   

 
Prior to conducting the research I felt that the role of the women’s partners may 

potentially have some significance to the way women perceived the BMB.  In 

response to this line of thinking the recruitment material also indicated the women 

could choose to have their partner20 present during the interview.  No partners 

requested to take part in the project which may have been an indication of how 

important the role of the partner was in the navigation of the BMB.  Nonetheless, as a 

facet of the interview schedule I did allow for women to freely discuss how their 

partners had perceived the BMB and have drawn attention to this in the discussion of 

findings where it was relevant.  

 

Participants 
I received 27 responses to the mail out of recruitment packs and of these responses I 

conducted 24 interviews.21  Within this group there were 12 recipients, 11 donors 

and one mother who was initially a recipient and subsequently produced sufficient 

breast milk that she then became a donor.   Of the 24 participants 20 were women 

                                                        
19 I did interview one mother who was carrying twins, and due to a complication in the early stages of 
pregnancy one of the twins died in-utero.  She later gave birth to the second twin and became a donor.  
I included this participant’s interview as she was happy to continue and since she had technically 
miscarried a foetus rather than given birth to a stillborn or had a baby who had died after birth.   
20 For the purposes of this project ‘partner’ was defined broadly to include all variations of male and 
female partners including biological father, foster father, adoptive father, or the partner of the mother 
(same sex or not). 
21 Some women returned the Expression of Interest form, declining to be involved, others stated it was 
not convenient to be interviewed due to childcare commitments or family vacations. 
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who had premature babies born and hospitalised in the neonatal nurseries at KEMH.  

There were four donors who had healthy, full-term babies and became involved in 

PREM bank through their own inquiry.  I have called these women ‘outside donors’.  

Outside donors typically had babies in other Perth hospitals and had discovered the 

BMB through peers or the media.22  Outside donors usually delivered their (frozen) 

breast milk to the hospital or in some cases the milk was collected at their homes.  

The proportion of outside donors is not high as they did not have premature babies.  

Since the use of age appropriate milk has been identified as more beneficial, breast 

milk from donors with premature babies is preferable and more commonly used, 

however the BMB in Perth did accept and use the milk from outside donors.  I 

included outside donors as participants even though they did not have premature 

babies because inherently this project is not about prematurity but about all mothers 

who donate and/or receive donor breast milk.  Where I have used data from outside 

donors I have indicated their status as such. 

 

Demographic characteristics  

The group of participants involved in this research was homogenous: generally 

middle class with similar backgrounds in terms of education, occupation, household 

income and relationship status (see Figure 5).  There were exceptions (such as Lucy 

and Stacey who were single mothers) but the typical participant was white, in 

heterosexual two-parent, male-female families, either married or in long-term 

partnerships, with the mother in the primary care-giving role and the father being the 

primary earner.  The lack of diversity amongst research participants is a typical 

reflection of people who volunteer to participate in this type of research.  As Cannon 

et al. (1991: 108) confirm, most commonly those who volunteer to participate in 

research are women who are white, have middle-class backgrounds and work in 

industries that are fairly male dominated.  They suggest that this is not only because 

of the high number of white women in middle class groups but also because they have 

fewer barriers hindering their participation.  This includes work, family, cultural 

commitments, and also they may be more familiar with and committed to research 

having less scepticism regarding its benefits and how it might be conducted.  

                                                        
22 During its first year of operation PREM Bank featured heavily in both news and tabloid media, such 
as the magazine article I mentioned in the Introduction. 
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Although participants represent those who typically engage in this type of research 

they also reflect the wider population of Perth.  As the 2006 census data reveals, 38.5 

per cent of people living in Perth were born outside of Australia with the majority 

originating from Anglo-Celtic backgrounds (British, Irish, Scottish born), with the 

next largest groups being Italian and Malay.  The census data also indicates that the 

population of Indigenous Australians living in Perth was 0.2 per cent (Australia 

Bureau of Statistics, 2007).  These statistics closely mirrored the group of 24 

participants, with 37.5 per cent being born outside Australia (nine overseas born and 

14 Australian born23) and none identifying as Aboriginal or Torres Strait Islander 

(TSI).  Additionally, all but one woman identified their first language as English but 

some did speak additional languages depending on their status as first or second 

generation Australians. 

 
The demographic characteristics quantified in Figure 5 include details of the mother’s 

age and the baby’s gestational age at the time of birth.  The table also indicates the age 

of the baby at the time the women were interviewed.  For example, Jayne had the 

most premature baby, Finn, who was born at 24 weeks.  In 2006 when the BMB was 

established, she was one of the first women to consent to the use of donor milk for 

her premature son, so almost two years later when I conducted my interview with 

Jayne, Finn was 24 months old.  Although some time had passed for Jayne she was 

still able to recall in detail the experience of Finn’s premature birth and use of donor 

milk.  Jayne’s emotional and teary experience draws up an interesting point regarding 

the time that had passed from use of the BMB to time of interview.  Whilst this project 

was not designed to measure these timeframes, during analysis I reflected on how 

they may have influenced women’s understandings of the BMB and the way they 

recalled their experiences.  However, since the BMB was relatively new at the time of 

the interviews for most women not much time had passed between the time they 

were either a donor or recipient and the time of the interview so the process was 

‘fresh’ in most women’s minds.   

 

                                                        
23 Due to a distraction which cut the interview short, Jenna was the only participant who did not 
complete the demographics form.  Thus percentages were calculated with a total of 23 participants. 
The demographic information that appears beside Jenna’s name in the table (Figure 5) was later 
derived from the interview transcript.   
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There is a link between in vitro fertilisation (IVF) and premature birth (McGovern et 

al., 2004) which may also provide a possible reason for the high white, middle class, 

heterosexual demographic in this research.  The potential number of people having 

premature babies (and thus accessing the BMB) are those who can afford infertility 

treatments which, in Australia, is a costly process that may have to be performed 

more than once for a successful outcome (Frame, 2008).  Therefore, those who access 

IVF (and those more likely to have premature babies as a result) are typically those 

who have a high income and financial stability.  The average household income of 

participants was between AU$70,000 and $80,000 reflecting the average income in 

WA (which is approximately $73,000, the second highest in Australia) (Australia 

Bureau of Statistics, 2009).  This high income could explain not only the high 

proportion of white, middle class participants but also the high number of IVF babies 

involved in this study (30 per cent of participants had used IVF and infertility 

treatments to conceive which is comparable to the Australian national rate).  

 
Additionally, at the time this research was conducted, the laws in some states and 

territories including WA limited the use of IVF (Reproductive Technology Council, 

2010).  In light of some of these laws, the number of babies born in WA, using IVF—

and thus at risk of being born prematurely—would largely be born to heterosexual 

couples.  This may explain the lack of single mother or lesbian participants in my 

research group. 

 
The general population trend, combined with IVF accessibility indicates that the 

participants in my research group broadly reflect the characteristic of those who are 

in a position to access the BMB.  However, KEMH is the largest public maternity 

hospital in Perth and the patients treated within the hospital included private 

patients utilising it for specialised care as well as public patients.  Public patients 

were more likely to be younger, poorer and of diverse ethnic backgrounds.  Few of 

this younger, poorer group participated in my study and to this extent the women 

involved in this study is not a true reflection of the women and babies cared for at 

KEMH, something that was immediately obvious to me as I visited the hospital.  The 

absence of any women who identified as Indigenous or Torres Strait Islander is 

notable especially because the rate of premature babies to Indigenous women is 

almost double that of non-Indigenous women (Laws & Sullivan, 2009).  In light of this, 
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presumably the proportion of Indigenous women eligible to use the BMB would be 

quite high but my data does not reflect this.  I was unable to ascertain whether these 

women were being offered breast milk and rejecting it, if sharing breast milk was not 

culturally appropriate or they were not interested in participating in this research.  

Unfortunately, the ethics criteria did not permit me to contact women who rejected or 

were refused access to the BMB. 

 
Cannon et al. (1991) suggests that in order to encourage more diverse participation,  

recruitment strategies should be more ‘labour-intensive’.  Ulrich and Weatherall 

(2000), agree indicating that a lack of diversity in their own research project 

indicated a need to develop alternative strategies for including women who are 

reflective of the population as a whole.  They suggest generating and utilising 

‘community links’ to rectify this.  Fundamentally I agree, however when considering 

the limited resources (such as time and funding), ethical constraints upon access to 

patient information and the specific group I was targeting, I had a very small pool of 

participants.  Since the BMB was established in 2006 and I recruited my participants 

in early 2008, the number of women who had actually used the BMB at that time was 

very small.  Additionally, because I was seeking participants who lived within a 

100km radius of central Perth I was again reducing the number of potential 

participants by excluding those who were living in rural communities.  This research 

was not designed to incorporate specific cross-cultural aspects of mothering so it was 

not practical to seek out a more heterogeneous group of participants. 

 

Methods  
In qualitative approaches, there are a variety of techniques and methods that can be 

applied to collect data (Denzin & Lincoln, 2000; Rossman & Rallis, 1998).  Moreover, 

it is widely accepted that there is no research method that can be described as 

distinctively and unarguably ‘feminist’ (DeVault, 1996; Harding, 1987; Reinharz, 

1992; Stanley & Wise, 1990).  Nonetheless, a common technique to collect data in 

qualitative social research is interviewing.  There are many ways that interviews have 

been described: as a technique to reconstruct an event that you did not participate in 

(Rubin & Rubin, 1995: 1), one that generates a “pseudo conversation” (Oakley, 1986: 

309) or a “conversation with a purpose” (Byrne, 2004).  Whichever way they are 
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explained, interviews in qualitative projects are aimed at generating theory rather 

than proving a hypothesis and can consist of a variety of methods and applications 

(Reinharz, 1992: 18). 

 
Interviewing is a method used frequently in feminist studies of motherhood.  Oakley’s 

From Here To Maternity (1986) was a pioneering study of the experiences of 

becoming a mother in Britain during the 1970s that used interviewing as a method to 

collect data.  In this study, Oakley claimed that interviewing in the social sciences had 

been too driven by objective concerns without understanding how the researcher can 

impact upon the outcomes of the research.  She noted that the masculine twist on 

interviewing created hierarchical relationships which favoured the position of the 

interviewer as the ‘expert’ and the participant as passive (Oakley, 1986, 1990).  

Reducing women to passive voice in the research process was criticised as a way of 

reinforcing the suppression of their voice in everyday worlds and, as I explained in 

the previous chapter, has been an approach that feminists are committed to avoiding.  

Allowing women to speak for themselves through researchers has been incorporated 

into projects on motherhood that aim to reveal many of the hidden, taken for granted 

and private aspects of women’s transitions into motherhood (DiQuinzio, 1999; 

Friedan, 1963; Kitzinger, 1978, 1992; Maushart, 1997; Oakley, 1980, 1986; Rich, 

1986; Rothman, 1989).  My approach is influenced by the footprints that feminists 

researching motherhood have left in social sciences as I have similarly incorporated 

interviewing as a method to reveal the unique experiences of women negotiating 

their motherhood in relation to the BMB.  In the following section, I consider some of 

the advantages and disadvantages that I encountered with the interview techniques 

applied and how they have informed the outcomes of this research. 

 

Semi-structured interviewing 

Since the aim of this project is to specifically reveal women’s experiences of being 

involved in the BMB and how this impacted on their identity construction, the 

interviews needed to be organised around this topic.  I therefore took a ‘semi-

structured’ but flexible approach.  This meant that rather than inviting the women to 

talk freely about anything relating to their experience of motherhood, I entered the 

interview with certain ideas about the issues that I intended to raise specifically 
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revolving around the BMB (Gray, 2009: 373).  This required me to prepare an 

interview schedule (Appendix 5a and 5b) as a guide to steer conversation and ensure 

its focus on the BMB.  This schedule was sufficiently flexible to allow participants the 

freedom to discuss anything they felt potentially important to their experience.  The 

combination of structure and flexibility allowed issues to arise that were unexpected 

yet relevant to the participant’s subject position (Gray, 2009: 373).  The structure of 

the interview schedule also allowed me to incorporate prompts and to raise or 

emphasise topics which may have been briefly mentioned or not mentioned at all.   

 
The content of the interview schedule was guided by several factors.  Initially this 

included previous readings and reviews of the literature conducted for the research 

proposal and also discussions with the director of the BMB.  However, prior to 

travelling to Perth I also conducted three pilot interviews with women in Adelaide 

who had recently had a baby and were either breastfeeding or bottle feeding.  Women 

for these pilot interviews were recruited through friends and relatives and their 

interviews were approved by the University of Adelaide Ethics Committee.  During 

the pilot interviews these women discussed issues relating to breastfeeding, milk 

supply, stress factors, baby’s health, mother’s health, feelings about potentially 

donating or receiving milk from donors, factors that may inhibit consent and other 

relevant points about motherhood and maternal identity.  Although these women had 

full-term, healthy babies their responses and experiences of breastfeeding introduced 

me to the lived experiences of infant feeding, of which I was previously unaware.  The 

discussions evoked during these practice interviews prepared me for my interviews 

in Perth and subsequently allowed me to refine my interview schedule.  Moreover, as 

an inexperienced interviewer, these pilot interviews also introduced me to the 

process of interviewing and enabled me to hone my research skills.   

 
Once in Perth, as I conducted the semi-structured interviews with women involved in 

the BMB, themes arose which I built upon in subsequent interviews.  For example, in 

the first few interviews I learnt about women’s detailed regimes of expressing, record 

keeping, quantification and codification of breast milk following the birth of their 

baby at KEMH.  I quickly became aware that this was a significant aspect of their 

experience of the BMB, one that I was not expecting.  So in subsequent interviews 

when the women began discussing their feelings regarding the routines and time 
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pressures I was able to probe more deeply, revealing thematic patterns about their 

sense of being judged and their feelings of failure, findings that were influential in my 

subsequent theorising. 

 

Location of interviews 
The location of the interviews can “yield important information regarding the way 

respondents construct their identities” (Sin, 2003: 306).  According to Rossman and 

Rallis (1998: 8), conducting research in a familiar setting and not a contrived one 

enriches data and allows researchers to “see and hear and feel” aspects of peoples’ 

everyday worlds.  As Sin (2003: 306) has indicated, the spatial location has a 

significant impact on “interviewer-interviewee dynamics” and the rapport 

established.  Thus, allowing participants to select the location of the interviews was 

an effective way of minimising formality, making the experience more enjoyable and 

potentially more productive for participants and for myself.  With this in mind, in the 

‘recruitment packs’ and then in the subsequent telephone call, I specifically asked the 

women to indicate their preference for the location and time of the interview, 

emphasising that it should be somewhere they would feel comfortable and at ease.  

Most participants opted to conduct the interviews in their homes, however, two 

interviews were conducted at the hospital (which I indicated was available as an 

alternative location) and one was conducted by telephone.24  Since most of these 

women had small babies or young children they mostly specified that ‘nap time’ was 

the most appropriate time for me to visit.  This usually provided a 60 to 90 minute 

window of opportunity to complete the interviews.   

 
Although the location of the interviews was arranged for convenience, the space and 

time dimensions of the interview was a ‘structuring force’ in the process of interviews 

and knowledge construction (Sin, 2003).  For example, when I arrived at the 

participants’ homes, some had a clear idea of where they wanted the interview to be 

conducted.  I found that the location of the interview within the home and the 

resulting physical seating arrangements had a direct impact on the interviews.  This 

became most obvious when I met Veronica at her home which was a very large two-

                                                        
24 This interview was conducted by telephone because this participant contacted me after I had left 
Perth.  She expressed a desire to be involved so a telephone interview was arranged so that she could 
still participate.   
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story house in suburban Perth.  The house had a formal lounge and dining area in the 

front and an informal kitchen and living area at the rear.  When I arrived Veronica 

directed me to her formal dining room where we sat at a very large table opposite 

each other.  In selecting this specific location Veronica established a very formal tone 

which had a significant impact on the interviewer/interviewee dynamic.  Similarly, 

my telephone interview was also difficult because we were not able to connect and 

establish a comfortable rapport.  Although this telephone interview was based on the 

same interview schedule as the other interviews, comparatively it was more highly 

structured because of the limitations of relying only on verbal communication and 

not being able to see and read each other’s non-verbal cues and responses.  On the 

other hand, the friendly and informal tone established by women like Michelle altered 

the interview dynamic significantly.  When I arrived at Michelle’s house I was brought 

through the backdoor which led into the kitchen where she introduced me to her two 

older children who were eating lunch.  This invited casual conversation which 

allowed me to build a friendly rapport with Michelle and her four children.  Michelle 

then led me through to her lounge room, which was piled high with clean, folded 

laundry.  When she looked around and found nowhere to sit on the couch she sat 

down on the floor.  Feeling that this was invitation I sat right there with her and we 

talked like that for over two hours.  Due to my own biography, I felt more at ease in 

the latter scenario, highlighting how the characteristics of the researcher and the 

space and time dynamics influence how the interview proceeds. 

 
Being situated in participants’ homes and accommodating to their schedules and 

routine not only gave the participants more authority and control over aspects of the 

interviews but allowed a deeper understanding because it helped me contextualise 

their narratives.  For example, although the donors explained how much milk they 

were donating I had no real concept of what they meant when they told me they were 

‘filling up their freezers’.  I gained a greater perspective when, rather than just telling 

me that they had copious amounts of milk they showed me the milk inside their 

freezers.  This was a benefit as I was able to gain context not only of how much milk 

they were producing but about how it appeared visually, how they handled it, what 

they and other family members thought of bodily fluids sitting there beside their 

frozen peas and tubs of ice-cream.   
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Incorporating interruptions: the chaos of interviewing mothers with children 
Although interviewing participants in their homes had many advantages that 

enriched the data, due to the highly flexible and unpredictable nature of interviews, 

there were countless variables that impacted on the process and progress including 

distractions and interruptions (Byrne, 2004).  The homes of these women were hubs 

of activity in daily family life.  This meant that conducting interviews in the home 

came with the potential for interruptions, which were very common, since they are  

an integral aspect of the reality of people’s lives (MacDonald & Greggans, 2008).  Most 

of these interruptions came from children who were vying for their mother’s 

attention; whether they were crying, playing, running in and out of the room or 

chewing on my shoelace.  There were also interruptions from ringing telephones, 

construction works next door, dogs, cats (and in some cases husbands) needing to be 

let out or in and guests arriving unannounced.  This meant that at times the women I 

was interviewing were dividing their attention between the interview and whatever 

else was happening in their home.  For example, during my interview with Vanessa it 

became obvious that her dog was not very happy about being ignored and was 

behaving chaotically.  As a consequence, Vanessa frequently lost and returned to her 

train of thought as one eye followed the dog around the house while the other 

focussed on me.  At one stage during the interview, the dog started rummaging 

through my handbag which was beside me on the floor.  In response, Vanessa stopped 

the interview to chase the dog, who by that time had removed a small tissue box from 

my bag and was tearing it to shreds on the back lawn!  Due to these frequent 

interruptions, Vanessa’s interview and others like hers followed a disjointed 

sequence in order to accommodate repeated stops and starts. 

 
MacDonald and Greggans (2008) consider how researching and interviewing families 

and children can be challenging because of the busyness and chaos of people’s lives.  

Cotterill (1992) reminds us that, as researchers, we are not often prepared for these 

disruptive elements which can prove to be very challenging.  Although sometimes 

constructed as negative, I felt that capturing these disruptions was a part of capturing 

the complexities of people’s lives (MacDonald & Greggans, 2008).  It reminded me 

that these interviews are not simply a ‘one-way undertaking’ where women are 

expected to be obedient and disciplined participants (Cotterill, 1992).  Distractions 
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and interruptions in this research proved to be valuable as they yielded important 

information about the mothers and the type of mothering they enacted, which helped 

shape one of the key concepts in this thesis (Fox et al., 2009b relate a similar 

experience whilst interviewing mothers).  The way women balance their mothering 

and their interviews also reflected the ‘messiness’ of their lives and highlighted the 

tensions that they continually negotiate in their everyday worlds.   

 
Another reason I found these disruptions beneficial was because they opened up 

possibilities for rapport between myself and the participants, or between myself and 

their children, husbands, friends or neighbours.  It also provided points where I was 

able to observe the maternal dynamic between mother and baby or mother and other 

family members within the home which highlighted some of the emotional and 

intimate elements of their relationships.  I found this to be particularly relevant in 

relation to the children since I noticed a marked difference in the tone and feel of the 

interview when the children were not present (either being cared for by a relative or 

asleep).  For example, Maria had arranged to have her mother baby sit her daughter 

on the morning of our interview.  Without meeting her daughter it was more difficult 

to contextualise what Maria was saying to me about her daughter being weak and 

sickly, especially because there were so many toys and photographs around the house 

depicting a very happy and active little girl.  This was in comparison to Nora’s 

interview where her children were being baby-sat in another room.  This meant that 

Nora’s son was constantly coming in and out of the room we were in so she was 

attempting to divide attention between her commitment to an interview and her son.  

Nora’s interview demonstrated the demands some of these women have to balance as 

part of their mothering roles and hinted at how they may have had to manage these 

things whilst having a premature baby in the hospital. 

 
The interruptions also reflect that interviewing can never truly grasp all the 

complexities of people’s lives and can only ever be taken as a partial reflection or 

account.  Qualitative research has the ability to reveal these partial aspects of people’s 

lives and the “messiness of [their] lived world” providing a researcher with a context 

to make sense of the data they are being given (Rossman & Rallis, 1998: 8).  I often 

found that because the lives of the participants were ‘messy’, so too were their 

interviews.  Although the research plan indicated a semi-structured approach to 
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interviews, often it was hard for these women to discuss and organise their thoughts 

and experiences with a beginning, middle and end point.  Typically, during interviews 

the women would diverge off topic, discussing certain aspects of their experiences as 

they thought of things, often interjecting with a new idea or a totally different subject 

within the same sentence.  MacDonald and Greggans (2008) argue that the chaotic 

dimensions of interviewing families and children results in interviews that are often 

not sequential but frequently run off on tangents.  This was certainly the case with 

this research, because although the interviews started with the statement: “Tell me 

about your pregnancy or birth...” the women determined which point was an 

appropriate starting point and took me on a narrative journey peppered with detours. 

As a researcher, this proved challenging as it often meant I had to ask a lot of 

questions to make sense of the aspects of their narrative.   

 
People organise and represent their experiences as episodic events which are linked 

together to form a “comprehensible whole” (Richardson, 1990: 118).   As social 

scientists, we are only involved with the lives of our participants for short periods, so 

the way people organise events as episodic is fitting.  The challenge is then making 

sense of these disjointed, interrupted, disorganised narratives to glimpse the 

experiences of our participants so we can understand the impact of phenomena on 

their lives.  To incorporate and highlight the power of these interruptions I have 

marked them in the interview excerpts with square brackets, and at times with a 

description of the disruption.   

 

Observation  

Since this research project is committed to constructing and documenting an account 

of the BMB from the experience and point of view of the women involved, being able 

to position their experience in context was important.  According to Reinharz (1992: 

53), the concept of “understanding women in context” is an aspect of ethnography 

that feminist researchers use to interpret behaviour as shaped by the social and 

physical environment.  Reinharz discussed this in terms of ethnography which I have 

adapted aspects of and applied where they were useful in this project.  I did this by 

observing the locations and spaces that the mothers talked so much about.  I took 
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detailed notes of the layout and patterns of use in the hospital, including the nursery 

and milk bank to help me understand an environment that I knew little about. 

 
I visited the hospital a total of six times during which I was shown the various aspects 

of the hospital by the manager of the facility including the BMB, the rooms where the 

milk was pasteurised and stored, the three nurseries (I have provided a map in 

Chapter 4 which I created in collaboration with a recipient mother) and I also 

observed some of the babies being fed donor milk.  By observing the hospital and 

nursery environment, I developed a greater understanding of the context and the 

position that women were in when they became involved in the exchange of breast 

milk.  Since this project was not originally designed to be a consideration of mothers 

of premature babies, yet because the breast milk bank is incorporated into their care 

and access to donated milk was restricted to babies less than 34 weeks gestation, it 

was necessary for me to interpret the breast milk bank in this context.  The value of 

contextualisation was evident, particularly in relation to institutional spaces such as 

the high dependency Nursery III and the ‘milk room’ (which I will explain in more 

detail in the following chapter).  The architecture of these spaces is important to the 

task of data collection and interpretation because having knowledge about where the 

milk room was in relation to the nursery, how it looked and how it operated provided 

me with important background information on the BMB procedures.  So when the 

women began discussing the milk room in interviews I knew exactly what they were 

referring to and could understand their emotional reaction to the role that this 

particular room played in their experiences of the BMB. 

 
Listening to participants discuss the various sections of the BMB, combined with my 

observations, enriched my data and my analysis significantly.  Personal narratives 

together with my observations generated a greater sense of empathy and connection 

when women talked about the intimidating and sterile nursery environment.  I had a 

better understanding of what they meant when they explained how small their babies 

were in Nursery III compared to how large they had grown by the time they moved to 

Nursery I.  These observations also allowed me to recognise that the hospital was a 

place of hope and despair where women were literally sitting on the edge of their 

seats watching the smallest babies imaginable, submerged in webs of tubes, 

surrounded by machinery that was breathing for them, combined with the sounds of 
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the monitors, all beneath blindingly bright florescent lighting.  Having a sense of this, 

observing the environment they talked so much about, added a resonance to the 

participant’s narratives and enriched my interpretation of their experiences. 

 

Analysis  
In this project discourse formed an important component of the analysis as it reveals 

ways of speaking and representing certain categories.  As I have mentioned 

previously, the language used to discursively identify breast milk defines it as 

nutritional and immunological, and breastfeeding as relational.  In this framework, 

discourse and language become the means through which “social meanings are 

formed and reproduced, social identities are shaped, and social facts are secured” 

(Tonkiss, 2004: 373).  The process of discourse analysis allows us to examine these 

meanings, consider where and how they have developed and how they are socially 

(re)produced (Tonkiss, 2004). Discourse analysis provides a method for investigating 

not only how people’s knowledge and reality is represented but also how it is 

constructed and the effects it achieves. 

 
In the field of social sciences, there is no standard or set formula for conducting 

discourse analysis, yet all forms are dedicated to a careful and attentive examination 

of data in order to understand the discursive elements of our everyday worlds, to 

interrogate them, challenge them and perhaps alter them.  Thus, an essential aspect of 

discourse analysis is the careful reading of texts, in this case the spoken texts from 

interviews, to identify key themes and terms.  Researchers are then able to organise 

data into manageable and relevant components allowing for a critical interrogation of 

the information (Tonkiss, 2004). The goal of discourse analysis is to consider the 

ways that meanings are constructed through what is said and what is not said, which 

voices are given authority and which are silenced.  As Lupton (1994: 308) suggests, 

this form of analysis goes “beyond the text to the context” in which the text is 

produced. 

 
In utilising discourse analysis in this research, I interrogated the interview data for 

repeated and discursive patterns, contradictions and inconsistencies.  By identifying 

patterns and building themes I was able to code and group these themes into 

theoretical concepts.  The coding and analysis occurred in five stages, each designed 
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to draw out significant themes and organise the data.  This eventually formed a wider 

narrative, explaining how women felt and talked about the BMB and ultimately about 

their identity as mothers.  

 

Transcription and Coding  

There are various methods researchers apply to coding, in most cases relying on 

computer software, such as NVivo.  This is an acceptable method for large amounts of 

data but as I had 24 transcripts (approximately 800 pages) manual coding was more 

suitable (Basit, 2003). I used a technique for marking out relevant ideas, grouping 

similar information together and generating this information into categories which 

formed the basis of my conceptual and ultimately my theoretical findings.  

 
Stage I of the data analysis began during and immediately after the interviews were 

conducted.  At this stage I reflected on the topics being spoken about, what type of 

information was being revealed, what I felt required further investigation and what 

was not relevant (Rubin & Rubin, 1995: 226).  For example, in the first interview I 

conducted with Karen, we talked extensively about how she had to express breast 

milk after her premature daughter was born.  She discussed the techniques used to 

calculate her supply to determine whether her daughter would need donor milk.  

During this interview it became obvious to me that the technique to measure her 

supply was a significant aspect of being involved as a recipient, so in future 

interviews I included open-ended questions about this topic, which proved important 

in understanding surveillance and regulation techniques discussed in Chapter 6. 

 
Stage II of the coding and analysis took place during my transcription of the 

interviews.  All the interviews were digitally recorded and transcribed verbatim. 

Since I transcribed the data, it allowed me to read as I transcribed which added 

another layer of depth to the coding and analysis.  Wellard and McKenna (2001) 

suggest this is because as the researcher, interviewer and transcriber you become 

more involved in the text and the understanding and memorisation of the content due 

to repeated (and slowed down) listening. This provided greater familiarity with the 

interviews, allowing me a more nuanced knowledge of the reoccurring topics and 

concepts that these mothers discussed.  For example, I was aware from my analysis 

during interviews that a fear of contamination was a significant concern that women 
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dealt with when accepting donor breast milk.  Therefore, during the transcription 

stage, as I came across words or phrases that alluded to a fear of contamination I 

would highlight, add a short comment to the document and make notations 

elsewhere (Figure 6).   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 5:  Stage II - highlighting and noting relevant points during transcription 
 

Thematic and discursive analysis 

Stage III happened following the transcription process and involved multiple readings 

of the transcript.  As I read, I highlighted relevant texts and made brief notations to 

comment on key words, phrases or ideas.  Then, in a word processing program, I 

began a new document and cut and pasted the highlighted portions of text and 

beneath I wrote a ‘memo’ noting why I thought it was significant.  As Auerbach and 

Silverstein (2003) point out, this process of writing ‘memos’ is a way of documenting 

why the text has been selected as relevant and the ideas it generated (Figure 7). 

 
The process of highlighting and memo writing allows for the more concise linkage of 

repeated ideas.  With the transcript of Cathy’s interview, I had noted that she was 

uncomfortable with donor milk because it was ‘someone else’s’.  Later in the 

interview, Cathy talked about how breastfeeding was a special time to bond with her 

twin daughters, it was exclusive and it was intimate.  I added memos about these two 
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points highlighting how Cathy’s breastfeeding generated kinship, and sharing was 

apparently invasive to this intimate process.  Then I was able to link these two ideas 

together as a issue relating to how donor milk is perceived to be a disruption to 

kinship formation, which is considered exclusive and intimate between mother and 

child.  This theme formed the basis for the findings in Chapter 8 regarding risk. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6:Stage III of coding - memos under relevant text 

 
In Stage IV I began noting the repetition of particular words or phrases and 

categorised these repeating ideas thematically, generating broader concepts and 

themes into theoretical constructs (Auerbach & Silverstein, 2003; Rubin & Rubin, 

1995).  In Figure 8, the left hand side of the document illustrates how the text is 

organised into repeating ideas.  These became headings and beneath each heading I 

clustered the relevant text and my ‘memo’.  I did this for each interview transcript.  As 

in the example below, Cassie talked about her experience of having a forced distance 

because her premature daughter required incubation.  This was significant to her 

experience because she talked about the barriers within the nursery and how this 

influenced her ability to mother, so every time she talked about this I took the piece of 

dialogue (and my memo) and grouped them together in the document.  I repeated 
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this for each interview transcript so that each time a mother discussed the forced 

distance of the nursery it appeared under the heading ‘forced distance’. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 7:Stage IV - organisation of relevant text under repeating ideas and themes 
 
Stage V involved collating and comparing all the repeated ideas and relevant text for 

all recipients and all donors. These were then reduced down to general concepts and 

themes which identify how these women attach meaning to certain aspects of the 

BMB and to their role as mothers.  Working towards the saturation of these key 

themes shaped the key argument of this thesis.   

 

Research rigour 
In the social sciences, an always present component of designing and conducting 

sound qualitative research is not only conducting research that is ethical, but also 

trustworthy and creditable.  According to Johnson (1997: 282) research should be 

plausible, creditable and therefore defensible which is why it is necessary to explain 

some of the techniques to maximise validity.  This involves explaining aspects of the 

research projects so that it can be reproduced by another researcher in order to draw 

similar conclusions or confirm findings.  However, the ways in which validity and 
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verification is assessed can be problematic due to the limitations in reproducing and 

accessing ‘realities’ (Ritchie & Lewis, 2003: 276; see also Silverman, 2000).  Rather 

than attempt to verify findings of qualitative research by presenting findings so as to 

reproduce realities, researchers rely on the concept of rigour in order to assess the 

quality of the research.   

 
As Popay et al. (1998: 344) explain there is no definitive way of determining rigour, 

yet fundamentally the methods used to assess the quality of all research include: 

detailed background information, an outline of the research objectives, a description 

of methods, and discussion of findings.  In qualitative research the techniques in 

which researchers demonstrate the quality of their research extends beyond this 

minimalistic criteria, focusing on presenting research that is “assessed in terms of its 

capability to generate theory, be empirically grounded and scientifically credible, 

produce findings that can be transferable to other settings, and be internally reflexive 

with regard to the roles played by the researcher and researched” (Popay et al., 1998: 

344). Social scientists draw upon numerous methods to incorporate these 

abovementioned aspects of rigour into research practices, by including techniques 

such as “member checking, triangulation, thick description, peer reviews, and 

external audits” (Creswell & Miller, 2000: 124).  According to Creswell & Miller (ibid), 

researchers should engage in at least one of these methods to establish rigour in their 

qualitative research.  This could include documentation and justifiable explanations 

regarding the research design including choice of methods utilised, data collection, 

analysis, findings and interpretations.   

 
Many aspects of rigour in qualitative research draws on techniques founded in 

grounded theory, which argues that the explanations and conclusions should be 

generated from and ‘grounded’ in the data (Glaser & Strauss, 1967).  Although this 

thesis does not take a grounded theory approach, I have drawn on some of the 

foundational principals whereby the process of thinking and interpretation, which 

have led to the conclusions, are transparent.  In the context of qualitative research, 

transparency includes an assessment not only of the quality of the data, but with the 

quality of the data analysis (Silverman, 2000: 51).  In this thesis the unique site of the 

BMB, the interviews and data collection drew up some interesting components which 
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related to the ways in which women spoke and influenced how I approached my data 

analysis and influenced the subsequent discussion of findings.   

 
As I mentioned in the previous chapter, institutions such as motherhood regulate 

knowledge and truth so that dominant discourses are not produced randomly but 

through power.  The power which produces knowledge influence the ways we talk 

and validate what is acceptable speech.  As I have demonstrated in Chapter 1, this 

concept of dominant discourses already has a deep-seated influence on the way that 

infant feeding practices are represented and spoken about.  For the women involved 

in this project, these dominant and pervasive discourses also influenced how they 

talked about their experience of motherhood and the BMB.  As my dataset reveals, 

women’s narratives and speech were deeply rooted in the dominant discourses that 

are governed by the institution of motherhood.  As many other feminists and social 

scientists have identified, dominant discourses of responsibility, guilt, blame, failure, 

power, surveillance and regulation all frame the way women construct and talk about 

their own motherhood, themes which quickly became evident in my own analysis of 

women’s narratives.  As a researcher, it was difficult to ignore the effect these 

discourses had on the way women discussed their mothering but also how I 

approached, analysed and presented the data in this project.  It was more useful to 

consider these dominant discourses as a facet of my research which added value 

because it allowed me to identify “new themes from the data alongside those that 

could have been anticipated from the outset” (Barbour, 2001: 1116). 

 
In response to these dominant discourses, the discussion of findings is structured to 

acknowledge the power of these pervasive discourses on women’s narratives but also 

highlights how the process of BMB opens up new pathways for these women to both 

engage and renegotiate them.  Thus I have structured each chapter to begin with a 

discussion which explains the pervasiveness of these discourses and then I link these 

dominant discourses with the women’s narratives and the theoretical insights that 

emerged from my data analysis.  In doing so I aim to provide transparency by 

pinpointing how I worked within these discourses in order to generate new 

theoretical insights.  In the following section I will discuss the other elements of 

rigour in relation to this project, specifically saturation, triangulation, ‘thick 

description’ and reflexivity. 
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Data Saturation 

Explaining how saturation is achieved and providing evidence of its occurrence is an 

important aspect of rigorous research which originated from Glaser and Strauss’ 

(1967) work on grounded theory.  The principle of saturation relies on the researcher 

deciding at what point they have heard no new information from the participants.  

This involves deciding on the size of the sample and the number of interviews 

necessary, which is determined during data collection and analysis.  In order to 

decide how many interviews should be conducted I employed a two-tiered strategy.  

Initially, this relied on the early analysis of interview data, whilst I was still in Perth 

conducting interviews.  During this four week period I had scheduled interviews on 

alternate days but at times I conducted two interviews a day.  This time frame 

allowed me to quickly identify how often I was hearing repeated information and 

determine how many more interviews were necessary.  As Rubin and Rubin indicate, 

a researcher should interview until the point where they “gain confidence that you 

are learning little that is new from subsequent interviews ... [you] continue until 

narratives repeat the same events and the same variety of interpretations” (1995: 

73).  Based on this approach, I decided that towards the end of my time in Perth, 

during the last few interviews I conducted, nothing new was learnt or uncovered and 

I was beginning to hear the same data reiterated from different perspectives.  For 

example, in interview with recipient mothers Tania (INT15), Natasha (INT21) and 

Giulia (INT23) the theme of risk and contamination was discussed as a part of their 

narratives.  This theme had been discussed by participants early in the interviewing 

phase and, although I considered all these perspectives essential to this project, I was 

aware at this point that no new information was being shared.  This was confirmed 

following my return from Perth when I conducted a telephone interview with a donor 

and she discussed many of the issues that donors had brought up in interviews whilst 

I was in Perth. 

 
The project was also designed to allow for an extended period of analysis, which 

would reveal whether I had achieved theoretical saturation or it was necessary to 

conduct further interviews.  According to Auerbach and Silverstein (2003: 102) 

theoretical saturation is a strategy in which the researchers “continue to study new 

research samples until [you] are simply confirming the theory that you have already 
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developed, rather than modifying or elaborating it.”  According to Bowen (2008), the 

saturation of data begins with analysis and coding which initiates the comparison 

model.  In this comparison model, a piece of coded text is compared with another 

piece of previously coded text to determine whether it refines conceptual and 

theoretical categories to form patterns and the foundations of the emerging theory 

(Bowen, 2008: 139; Dingwall et al., 1998: 171).  At this point, any new data is then 

fitted in around the categories which have already emerged, in what Bowen (2008: 

140) describes as a “milestone” where “the data categories are well established and 

validated”.  The process of organising data in this way occurs until all the categories 

are well saturated, and indicates the end of the research.  For example, when I 

considered the concept of surveillance in the BMB it was evident that surveillance 

was operating at various points and became a theme in the data analysis.  As I had 

done during Stage V of analysis, by comparing each coded piece of text around 

surveillance I found four main sub-themes emerged (1) observation in the hospital 

(2) categorisations of time (3) documenting and recording breast milk supply and (4) 

inspecting supply of self and others through visual scrutiny.  As I filled out these 

themes the concept of surveillance as an important aspect of the work women had to 

engage in became prominent.   

 
The condensation of the data in this way is a rigorous process which allows each 

aspect of the phenomenon to be explained.  In doing this it was important to pinpoint 

incidents or explanations that did not corroborate the theory that was emerging, for 

example a mother who refused to engage in surveillance practices.  Incorporating 

negative cases acts to test the emerging concepts and themes, which adds to the 

credibility of the research findings, because they allow further refinement of 

theorisation  (Barbour, 2001).  Thus throughout the discussion of findings I have 

included instances of contradiction which worked to support the idea that the power 

that operates in the BMB is both advantageous and problematic.  

 

Triangulation 

Triangulation is another method that qualitative researchers employ to achieve 

rigour in their research.  It is a concept whereby researchers use more than one data 

collection method to answer a research question.  As some researchers claim, using 



CHAPTER 3 | Zizzo 

96 

more than one method allows the weaknesses in one method to be compensated for 

through the strengths in another method, allowing for corroboration of findings by 

combining partial views of one phenomenon (Barbour, 2001).  However, some 

scholars have argued that using multiple methods can be problematic as a way of 

verifying findings.  As Silverman (2000) argues, it may not make analytic sense to 

complicate the analysis of data with more than one dataset because of the obstacles it 

presents, particularly because it may lead to ‘thin’ or under analysed data.  He 

suggests that by analysing more than one dataset comes at the cost of losing the 

context (Silverman, 2000: 99).   

 
Another aspect of the debate surrounding triangulation is the problem of ‘realities’ in 

that all data can only be a partial reflection of reality which is difficult to replicate 

(Barbour, 2001; Ritchie & Lewis, 2003; Silverman, 2000).  Ritchie and Lewis (2003: 

44) suggest that the key to triangulation is more about “extending our understanding” 

by refining our analysis in which “comprehensiveness may be a more realistic goal” 

(Barbour, 2001: 1117).  This supports Silverman’s (2000) argument that it may be 

more rigorous to acknowledge and accept the difficulties with presenting data that 

cannot be reproduced and attempting to spread data too thin through multiple 

methods of collection and rather we focus on the insights current data provides.  This 

involves providing a more in-depth consideration of a social phenomenon rather than 

a more certain one (Ritchie & Lewis, 2003: 44).   

 
While I see the value of applying multiple methods in some instances, I agree with 

Silverman’s position on triangulation regarding my own research.  So whilst I have 

combined my interpretation of the data with findings revealed from my non-

participant observation, my observations have not formed a primary dataset.  Rather 

my observations more or less align with and reiterate aspects of the BMB that 

participants discussed, particularly in relation to the notion of space and surveillance.  

Thus, apart from my observations acting to support participant narratives, the use of 

multiple methods did not form a fundamental aspect of my methodological approach.  

This was done in order to focus on the narratives of the women involved and allow 

their experiences to drive the thesis and theoretical findings.   

 
 



CHAPTER 3 | Zizzo 

97 

Thick description 

Thick description is another aspect of rigour employed in this research.  Creswell & 

Miller  suggest that thick description aims to provide “statements that produce for the 

readers the feeling that they have experienced, or could experience, the events being 

described in a study” (2000: 129).  It is a process which involves detailed descriptions 

of not only research methods and processes in order to provide transparency, but 

also accounts of the individual participants and their experiences providing depth 

and contributing to authenticity.  According to Popay et al. (1998: 347) in qualitative 

research this “in-depth” description allows for deeper interpretation.  Contextualising 

data by providing thick description is a method of achieving rigour that I have 

incorporated into this research project where I provide  a detailed descripition of the 

processes I employed to design, conducte and analysis the data.  Detailed description 

also extends beyond providing in-depth discussion of the methodological concerns to 

include detail regaring the findings as well, so I have provided extended explainations 

of the ways in which women became involved in the BMB, the location and women’s 

responses.  In this way, thick description works to contextualise not only the data but 

also the experience of the participants, particularly because engaging in the BMB is 

not an everyday occurance that many readers would be familar with.  In Chapter 4, I 

illustrate my commitment to rigorous research through thick description by outlining 

the exact steps women took to become involved in the BMB, relying on the 

culmination of all the narratives in order to explain how most women became either 

donors or recipients.  Another technique of achieving thick description came from the 

participants who provided detailed explanations of phenomena relating to 

motherhood, pregnancy, birth and lactation that they assumed I was unaware of. I 

will explain how this enriched the quality of the data in more detail in the following 

section. 

 
Another aspect of rigour imperative to qualitative (and feminist) research is the 

transparency provided by the researcher regarding the influence of their own 

biography, including their personal assumptions and biases (Creswell & Miller, 2000: 

127; Popay et al., 1998: 348).  As Creswell & Miller indicate, in qualitative research, 

being reflexive is “the process whereby researchers report on personal beliefs, values, 

and biases that may shape their inquiry” (2000: 127).  I have incorporated my own 
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subjectivity into the research in the following section where I have reflected on how 

my status as a non-mother influenced the way the data was collected and interpreted 

for this project. 

 

Reflexivity 

Another aspect of rigour imperative to qualitative (and feminist) research is the 

transparency provided by the researcher regarding the influence of their own 

biography, including their personal assumptions and biases (Creswell & Miller, 2000: 

127; Popay et al., 1998: 348).  As Creswell & Miller indicate, in qualitative research, 

being reflexive is “the process whereby researchers report on personal beliefs, values, 

and biases that may shape their inquiry” (2000: 127).  I have incorporated my own 

subjectivity into the research in the following section where I have reflected on how 

my status as a non-mother influenced the way the data was collected and interpreted 

for this project. 

 
According to Ezzy (2002: 6), research is formed by a cyclical process of interpretation 

where pre-existing ideas and assumptions inform, and in turn constitute, our 

experiences and the meanings and sense we make of these experiences.  Crotty 

(1998: 7) concurs by suggesting that theoretical understandings and explanations of 

the social world are largely informed by our own assumptions, so it is important that 

we explain and reflect on these assumptions.  Since the researcher is more or less 

considered the tool or “constructor of knowledge” (Rossman & Rallis, 1998: 6) some 

of these assumptions are based on how we as researchers experience and understand 

our own worlds.  The researcher’s own values, beliefs and emotions are significant 

since they enable them to be “pragmatic, flexible, politically aware and self-reflexive” 

(Rossman & Rallis, 1998: 10).  Stanley and Wise (1993) argue that the researcher 

should not be removed to eliminate bias but that an effort should be made to consider 

and understand the implications that their bias has on the interpretation and 

generation of theory.  Thus, a characteristic of qualitative research is reflexivity: “the 

capacity to reflect on our role in generating research knowledge” (Ali et al., 2004: 25).  

Denzin and Lincoln (2000: 21) confirm this by acknowledging that behind each 

qualitative research practice there is a “biographically situated researcher” and that 

the position of the researcher means that there is no “clear window into the inner life 
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of an individual”. Any observations are filtered through the researcher’s own 

language, gender, social class, race and ethnicity.  In this way, my personal biography 

including my gender, class, ethnicity and motherhood status became the lens through 

which I understood the BMB and the women involved.  Thus it is important to reflect 

on this and how it has informed the research. 

 

Researching mothers when I’m an other 
This project, like many others before it, incorporates a researcher who does not share 

experiences and subjectivities with the research participants.  This includes research 

about women’s lives conducted by men and research about indigenous women 

conducted by non-indigenous women, research about disabled people conducted by 

able-bodied researchers (Fawcett & Hearn, 2004).  In this project, the research has 

been conducted by me, a childless researcher.  Initially this situation troubled me as I 

wondered what I might have to say about mothers’ lives and identity that would be 

credible.  This is a question that researcher Nelson also reflected upon when she 

explained her status as a non-mother in her study on lesbian mothers: 

I have felt somewhat inadequate to the task of saying anything about 
mothering because I myself am not a mother… it is not terribly uncommon 
for men and childless women to be informed that they do not really ‘know’ 
or ‘understand’ because, after all, they are not mothers.  As I speak with 
lesbian mothers I hear them say that motherhood allows them a claim to 
particular authority and knowledge that only mothers (lesbian or not) can 
have (1996: 8). 

 
Often, due to my inexperience in lactation and mothering, I had similar feelings as 

Nelson in not only proving my credibility but also feeling that I lacked any real 

connection with what these women were telling me about their bodies, their breasts 

and their experiences.  This was extremely problematic for me as it is often argued 

that sharing experiences and building trust with participants is a way of enhancing 

and enriching data (Campbell and Wasco, 2000).  For example, in her research about 

motherhood, Oakley’s position as a mother meant she shared many similar 

experiences with her participants which enabled her to generate a rapport and then 

friendships with these women.  I felt that this was in stark contrast to my own 

research, where I too was researching an aspect of mothering.  However, unlike 

Oakley, I wondered how my position as a non-mother would enable a similar rapport 

and trust with my participants.  My non-maternal status meant that I was not able to 
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share and reciprocate stories and I certainly was not in a position to share advice or 

recommendations as Oakley had done. 

 
Although I am not a mother, there are many other differences that could exist that 

could all challenge my claim to authority just as much or perhaps more than my 

position as a non-mother.  As Merriam et al. (2001) suggests, this is because we look 

at social categories as monolithic and instead there is an array of variation within one 

category. For example, although these women were mothers many of them had 

premature babies, adding another layer of complexity to their experience of 

motherhood.  Had I been a mother, I may not have necessarily connected with the 

experience of premature birth.  This illustrates that there are too many possible 

points of intersection, or areas of ‘slippage’ that generate difference, or ‘otherness’ 

between researcher and researched (Merriam et al., 2001).  The idea that a 

researcher shares characteristics with participants is both unlikely and unnecessary 

(Fawcett & Hearn, 2004).  In this way, shared experience can blur the boundaries of 

the interview and shift the focus away from the participants’ lives (Campbell & 

Wasco, 2000).  For example, shared gender or motherhood status can provide a false 

sense of comfort and assumed ease of access which can actually inhibit the research 

(DeVault, 1996; Merriam et al., 2001). 

 
Rather than my position as a non-mother having a negative impact on the research, I 

felt it actually benefited this project.  My position as a non-mother meant that 

participants offered thicker descriptions as they went into greater details when 

discussing bodily processes which they presumed I would not otherwise understand.  

For example, the ‘let down’ of breast milk was a common experience that participants 

presumed I did not know about, so it was described to me many times in many 

different and interesting ways.  My status as a non-mother also had the benefit of 

reducing and eliminating power relations and aspects of competitiveness that can 

exist when women discuss their maternity and mothering techniques and outcomes.  

Participants often talked to me about certain things in a shared, conspiratorial way 

that suggested that although I was not currently a mother, I had the potential and 

presumed capacity to be one and thus had some elements of shared understanding 

and an innate body knowledge.  For example, when they explained a bodily response, 
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they did so in a way that I could relate to, such as describing the sensations during 

pre-labour as “you know, just like when you get really bad period pain”. 

 
Overall, I found that sharing the experience of motherhood with these women was 

not necessary to enhance the interviews and enrich the data.  Although I displayed an 

empathetic position, and mentioned briefly my sisters’ own prematurity 20 years 

earlier, I found that my position as more or less unknowledgeable about the 

experience of the BMB and even of having a (premature) baby actually enriched my 

data because of the depth of detail provided by recipients. 

 

Summary 
In this chapter I have described the methods of conducting this qualitative research 

project to illustrate precisely how this project was designed and carried out.  In 

combining an outline of these methods with the theoretical foundations in the 

previous chapter, I demonstrate that the information and findings have been 

gathered rigorously.  I have also incorporated factors which may influence the 

research, providing transparency and highlighting my position in the research 

process.  In the following sections of this thesis I consider the findings and the 

implications they have on the construction of maternal identity, beginning with the 

detailed explanation of how women become involved in the process of BMB at KEMH. 
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CHAPTER 4: Locating the PREM Bank 
 
As a prelude to the following chapters, this section provides a detailed description of 

how the participants in this study became involved in the PREM bank at KEMH.  The 

PREM bank reserves donor milk for babies who meet specific criteria—they must be 

born prematurely (less than 34 weeks gestational age), and their mothers must be in 

a situation where they are not producing enough of their own breast milk to meet 

their baby’s needs.  The women who are eligible to become recipients or donors have 

experienced a transition into motherhood that they had not anticipated.  For many 

mothers this includes having a small, sick, vulnerable baby who is hospitalised in 

intensive care, where physical contact is limited and their mothering is placed under 

a bright spotlight—literally as well as metaphorically.  Some of the mothers were 

expecting the complications of having a premature baby, as they had been advised 

during pregnancy that they would deliver early or they had previously had a 

premature baby.  However, for many, the prematurity was unexpected.  Either way, as 

I quickly discovered, the reality of having a premature baby, sometimes born 10 to 12 

weeks before their due date, can be fraught with anxiety, fear, desperation, 

frustration, hope and overwhelming stress and exhaustion, both physically and 

emotionally.  As well as coping with this emotional minefield, these women still had 

to carry out what is constructed as a simple and straightforward task that is required 

of all mothers, feeding their baby.  Yet as many soon discovered, this duty was an 

onerous one that was complicated by their heightened emotions, which added to 

their sense of anxiety, frustration and helplessness.  For others feeding was a task 

that was exhilarating, satisfying and validating.  I provide a close consideration of 

narratives to reveal the emotional experience of navigating motherhood when it 

involves becoming either a donor or a recipient at Perth’s PREM bank.  Additionally, 

in order to spatially situate these women and their babies, I detail the architectural 

and institutional spaces that are incorporated into the experience of the BMB. 

 

Giving birth and the aftermath 
Vanessa became involved in the BMB after giving birth to her son prematurely.  At the 

time of her interview, she was married, in her 30s and had two children: a two-year-

old daughter Susan, and newborn son Owen.  Vanessa had Susan prematurely at 36 
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weeks, which was attributed to her ‘incompetent’ cervix25—a condition where the 

cervix cannot support the weight of a pregnancy (i.e. foetus, placenta, blood and other 

fluids) and begins to weaken and dilate.  At 28 weeks and one day, while pregnant 

with Owen, Vanessa began experiencing pains which she attributed to the general 

discomfort of pregnancy.  As the pain escalated she sought medical advice from her 

GP, who informed her that she was in labour, a result of her ‘incompetent cervix’.  

Vanessa was hospitalised, given medication to suppress the labour, and sutures were 

inserted to prevent her cervix from dilating any further (also known as a cervical 

cerclage).  Her labour continued for three days, by which time she had begun bleeding 

and the foetus had started to show signs of distress.  Subsequently, her doctors 

discovered that she had a prolapsed cord26, which resulted in an emergency c-section.  

Vanessa’s son Owen was delivered at 28 weeks, 4 days27, weighing 1.2 kilograms. 

 
Most of the women in this study experienced an unexpected premature labour as 

Vanessa had.  For example, Tania had an unexpected seizure at 31 weeks, collapsed in 

the shower and was taken to hospital in an ambulance resulting in an emergency c-

section.  Other women had conditions diagnosed early in their pregnancy, like Amy, 

who had gestational diabetes and Laura who had pre-eclampsia (a condition where 

the mother experiences high blood pressure which can endanger the foetus).  Due to 

these complications, Amy, Laura and several other women’s pregnancies were 

considered ‘at risk’ and they were carefully monitored and even hospitalised.  There 

were other mothers who had their premature births scheduled. Natasha, for example, 

had kidney failure from a pre-existing problem and was becoming increasingly 

unwell during her pregnancy so her doctors decided that her baby would be delivered 

at 31 weeks to prevent any further damage to her kidney.  For many of these women 

and their babies, risk was an aspect of their motherhood from as early as conception. 

                                                        
25 There were several participants who were diagnosed with an ‘incompetent cervix’ and thus had 
premature babies at KEMH.  I have placed the term in inverted commas to problematise its use as it is a 
contested term that contributes to the construction of failure in women’s bodies (Bastian, 1992). I 
consider this further in Chapter 5. 
26 A prolapsed cord is a dangerous complication were the umbilical cord emerges from the uterus 
before the foetus.  This compromises the oxygen supply to the foetus and as a result may cause brain 
damage and can be potentially life threatening.  In such cases it is often necessary to conduct an 
emergency c-section (Lindsay, 2009).   
27 This is consistent with the average gestational age of the babies born to the participants in this study 
(see Figure 5 in previous chapter). 
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Delivering early was an extraordinary and difficult situation to deal with for these 

women.  Karen described the c-section birth of her premature daughter Isabelle as 

‘surreal’. She recalled lapsing into a ‘dream’ state, being given medications, and being 

connected to an array of machines that resembled earthquake monitors, as if her 

body would unexpectedly erupt at any moment.  During Isabelle’s birth, Karen felt 

separated from her body, which was covered with a large sheet, and obscured from 

her sight.  She was numb from the neck down and had no idea what was going on 

‘down there’, relying on her mother who was in theatre with her to provide a running 

commentary of Isabelle’s birth.  Isabelle was born at 26 weeks, 6 days gestational age 

and weighing just over 850 grams.  Babies like Isabelle, born with low birth weight 

(LBW), are often born into precarious circumstances as they have not had enough 

time to develop fully.  LBW babies are usually born struggling to breathe, unable to 

regulate their own body temperature and with defenceless immune systems.  Due to 

these instabilities, immediately after their early arrival, most premature babies are 

ventilated and in some cases resuscitated with oxygen; their body temperature is 

regulated and their circulation and blood toxicology are also tested and monitored 

(Simpson, 2009).  They are then placed in a humidicrib (also called an incubator or 

isolette) and taken to the neonatal unit, which specialises in the care of premature 

newborns.   

 

The nurseries 

At the time this research was conducted in 2008, KEMH had special care facilities for 

up to 80 premature, LBW and sick newborns.  All of the specialist care was 

incorporated into the Neonatology Clinical Care Unit (NCCU) located on the ground 

floor of the hospital (Figure 9).  When I visited these neonatal facilities, I wandered 

through the busy corridors overwhelmed by the flurry of action and energy, whilst at 

the same time feeling an atmosphere of seriousness and solemness.  From weariness, 

to frustration, to determination, I absorbed the activity inside the nurseries and a 

pang of memory pulled at my conscious.  I was taken back to when I was a child 

during my sisters’ hospitalisation, remembering being lifted up to look at my tiny 

sisters through big windows.  As a child I noticed the colours in the nursery, the 

painted rainbows and cartoon characters on the walls but as an adult I noticed the 

bright fluorescent lights, the enormous glass windows, the beeping and flashing 
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monitors—all designed to facilitate the observation of the tiny babies within.  I 

noticed the staff too, with their swift, confident movements from one baby to the next, 

checking a machine, adjusting an IV, recording notes in a chart, their role always to be 

aware and constantly watching.  This was in contrast to the weary presence of the 

mothers of these babies.  Typically these women would sit beside their baby’s 

incubator, their foreheads pressed up against the plastic encasing their newborn, 

watching them as if they were waiting for them to do something—or perhaps willing 

them not to do anything.  As my observations and women’s narratives later revealed, 

monitoring and watching became an essential aspect of the entire experience of 

having a premature baby in the hospital.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

Figure 8:  NCCU facilities 
Please note:  The maps included in this thesis have been drawn from my observations at KEMH and in 
conjunction with a participant.  They are not to scale or accurate portrayals of the exact dimensions of 
hallways, windows, number of cribs and so forth.   
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Figure 9 depicts the neonatal facilities which included three main nurseries 

descending from the critical care nursery called the NICU (Neonatal Intensive Care 

Unit, referred to by the participants as ‘Nursery III’) to lower priority care (Special 

Care Units, referred to as ‘Nursery II’ and ‘Nursery I’).  The babies in Nursery III are 

the most critically ill and unstable, thus they require more intensive observation and 

care, with a nurse to baby ratio of 1:2.  In this nursery, the number of visitors per 

baby is limited to two adults at a time, one adult visitor accompanied by one of the 

parents (no children, visits by siblings were restricted depending on their age).  Often 

women told me they did not invite many visitors to the hospital due to the highly 

emotional and medical circumstances. 

 
In Nursery III (and sometimes in Nursery II) babies are placed in humidicribs.  These 

cribs are transparent and designed to protect premature babies from the external 

environment and monitor/regulate their vital statistics, such as temperature, heart 

rate and oxygen intake.  As Figure 10 shows, these humidicribs usually have an array 

of paraphernalia and machinery attached, such as the CPAP machine (continuous 

positive airway pressure) which assists with breathing due to lung 

underdevelopment, a common problem for premature babies.   

 
 

 
 
 

 

 

 

 

 

 

 

 
 
 
 

Figure 9: Mother with incubated premature baby 1 day old in Nursery III 
(Photograph courtesy of participant and included with permission) 

A 
NOTE:   

     This figure/table/image has been removed  
         to comply with copyright regulations.  
     It is included in the print copy of the thesis  
     held by the University of Adelaide Library. 
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Women often stated that whilst their babies were in the humidicribs, the regulations 

of the nursery prohibited or limited touching and physical contact.  For the parents 

this creates a distance from their baby as they were not permitted or encouraged to 

freely hold or touch their babies, nor to open cribs, bathe them, change their nappies 

or importantly, to feed them. Instead, most of these tasks were performed by the 

nurses whilst the parents’ roles were restricted to supervised and limited holding or 

touching.  For example, when physical contact was permissible (dependent on the 

health status of the baby) it was restricted and often time limited, which parents such 

as Cassie found distressing: 

I was so worried about, you know, that humidicrib business … And [I was 
worried about] how that would affect her.  I mean ... we used to come in 
and particularly my partner, that I want to, you know take off her clothes 
and put her ... put a coat on [a sterile lab coat the parents wore] and get 
her out of the humidicrib and put her on … your chest.  And that, one of 
the nurse, you know they don’t, they’d say you could only ever have her 
like that for 40 minutes and, ‘cause I can’t remember it was a ridiculously 
short time, we’d been here for hours … (Donor, INT07: 360) 

 
For the most part, coping with a forced distance from their baby was problematic for 

mothers, because they were unable to mother in ways they had anticipated.  As one 

recipient mother Stacey indicated, the environment of the nursery including the 

incubator, forced her to mother from a distance: 

In the beginning you don’t know if you’re allowed, you know ... you don’t 
know if you can touch them, you don’t know if you’re allowed to touch the 
machine, you can’t put your hand, you don’t, you don’t know what you’re 
allowed to do ... So you just kinda sit there and look, and you feel like ... this 
is my baby, and ... you just wanna hold them ... or something, yeah or just 
say that I don’t know, but yeah there’s quite a distance. (Recipient, INT10: 
136) 

 
As the babies became healthier and progressed from Nursery III into Nursery II and I, 

the level of care and observation was reduced and the babies usually no longer 

required incubation.  As they shifted from one nursery to another, the nurse to baby 

ratio went from 1:2 in the most intensive units to 1:4 in least intensive.  Once babies 

reached Nursery I, their complications were minor so they were placed in open cribs.  

For these babies, discharge was imminent but could only proceed once they had 

reached their full-term gestational age and weight and were tolerating all feeds—

milestones which took weeks or months depending on the baby. 
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Feeding a premature newborn 
Due to the dangers of infection and illness relating to the use of formula (for example, 

NEC as previously mentioned), all women are strongly encouraged to provide their 

babies with breast milk.  For the mothers of premature babies, the birth of their 

newborn does not always include a tender image of skin-to-skin contact and early 

suckling.  Breastfeeding is almost always unachievable due to their unstable health, 

incubation and baby’s size since they will often be too small to even latch on to a 

nipple.  Women are told that during this time it is essential that their newborn babies 

begin to feed to develop a feeding tolerance and access the protective qualities of 

their breast milk.  To be able to provide breast milk, women are encouraged to begin 

expressing, or ‘pumping’, their breasts using an electric or portable breast pump. 

 
At KEMH, expressing is introduced shortly after the baby’s birth, often a time when 

the women are in shock and still coming to terms with the early birth and their baby’s 

precarious health.  They are given a breast pump and asked to begin expressing on a 

routine schedule every three to four hours (up to six times every 24 hours).  The 

practice of expressing not only provides the small amount of milk a premature 

newborn needs, but also generates lactation in preparation for the time when the 

baby is able to tolerate greater quantities of milk and perhaps even to breastfeed.  

The expressing routine is intended to mimic the feeding routine of a full-term 

newborn baby.  For this reason, consistent and persistent expression is required in 

order to generate and maintain a supply.  This means that the women are required to 

express during the day while at the hospital visiting their babies and at night while at 

home, including during sleep periods. 

 
The expressed breast milk (EBM) is gavage fed to the infants through a nasal-gastric 

tube28 and then later, when the tubes are removed, through direct breast, cup or 

bottle feeding (Simpson, 2009).  Once the tube is removed, breastfeeding is 

attempted, but often the baby is too small and lethargic to latch on and suck strongly 

to drain the breast (B. Hartman, pers. comm., April, 2008). 

 

                                                        
28 This tube can be referred to in a number of ways, either a naso-gastric tube or a gavage tube.  I have 
used the term nasal-gastric tube throughout this thesis because this is the term the participants most 
commonly used.   
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The daily drop 

Mothers collect their breast milk in sterile containers which are labelled with a yellow 

sticker reading ‘expressed breast milk’ and include the woman’s name, her baby’s 

name, and the date and time the milk was expressed.  If the milk is expressed in the 

hospital, it is stored in refrigerators in the nursery and if it is expressed at home, 

women deliver it on their daily visits to the hospital.  As they enter the hospital each 

day, the women deposit the breast milk collected overnight at the milk room.  When I 

visited KEMH, the milk room was a small situated on the same floor as the nursery, 

down a corridor, but you could not see the nursery from inside the milk room.  The 

milk room itself (Figure 11) was small and contained only one doorway for women to 

enter and exit.  Inside the room was a large bench area and across from the door was 

a wall of stainless steel industrial refrigerators with glass doors.  Within these 

refrigerators were numerous bottles and containers of milk in varying shades of 

yellowish, whitish and greyish hues.  I even glimpsed a few yellow lidded containers 

that looked like the colour and consistency of pumpkin soup (which was later 

explained was most likely someone’s colostrum). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Figure 10: The milk room 
 
The milk that the mothers deliver is distributed to their own babies by the nurses in 

the milk room who co-ordinate the milk supply.  The milk room is also where 

mother’s breast milk is ‘fortified’ and where formula is prepared.  Although milk 

rooms are present in most maternity hospitals, KEMH is unique because of its role in 

the BMB process.  This is because it is the role of the milk room staff to identify 
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women delivering shortfalls and oversupplies, recruiting donors and distributing 

donor breast milk to the nursery as well.  

 
To ensure that the mothers are maintaining the expressing schedule, the hospital 

developed a system for mothers to record and quantify their expressing activity and 

their breast milk output. This recording system is called the EBM Diary (Figure 12) 

and it requires the mothers to document the times of day they express, the volumes 

produced at each expression and the total volume for the day.  As Karen reflected: “I 

had several months worth of: what time, how long each side, how much the baby 

weighed before and after” (INT01: 527).  In this way, the EBM diary is used as a 

‘diagnostic tool’ to identify women who are producing ‘not enough’ breast milk 

(which would mean they would have to consider receiving donor milk) or women 

who are producing ‘too much’ (which would position them as potential donors). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 11: Expressed Breast Milk (EBM) Diary 

 

Delivering shortfalls 

In the early stages of expressing, women only produce small amounts of breast milk, 

however since their baby could only digest small amounts, it is sufficient.  As the 

babies began to grow and develop, the volume of their feeds increase.  The EBM diary 

is used to measure the mother’s output compared to her baby’s intake; this is how it 

becomes evident that the babies are consuming more than what the mothers are able 

to produce through expressing.  At this point, various techniques are used to boost 
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supply, including pharmacological solutions in the form of prescription medications 

(Domperidone29) or techniques such as physiotherapy, ultrasound, massage, and 

sensory stimulation such as expressing beside soiled nappies or clothing.30  If these 

methods prove futile, other feeding options are offered as an alternative.  Typically in 

neonatal wards which do not have a BMB and when the mother is not able to produce 

breast milk, formula is used.  At KEMH however, if a woman who has a baby aged less 

than 34 weeks gestation is unable to produce sufficient breast milk, then donor milk 

is suggested as an alternative to formula. 

 
Some mothers are introduced to the possibility of donor milk before their babies 

were born.  This was the case for mothers like Vanessa and Cassie who were 

hospitalised whilst pregnant and were consequently prepared for the possibility of 

using donor milk.  Others, like Belinda and Diane, had heard about the BMB from 

friends who had been involved or had seen it mentioned in the media.  For the most 

part, however, many are told about donor milk when they have to use it, which is 

soon delivering.  At this time, they are provided with information sheets detailing the 

BMB process including how milk and donors are screened, how the milk is treated 

and the benefits it would have for their babies.  They are also asked to provide their 

consent.  Although their baby was receiving donor milk, some mothers continued 

expressing in the hope of eventually breastfeeding.  Whilst others, once given the 

option of accepting donor milk, ceased the time consuming and extremely exhausting 

routine, even though stopping meant that the baby would receive formula following 

the 34 week cut off. 

 
The duration and quantity of donor milk provided to any individual baby cannot be 

predetermined and usually depends on factors such as the mother’s own milk supply 

                                                        
29 Domperidone is a drug that all of the participants with supply issues were prescribed.  A drug used to 
treat nausea and vomiting Domperidone also has the secondary effect of stimulating the production of 
prolactin (the hormone that stimulates breast milk production in the breasts) by the pituitary gland.  
There has been some controversy surrounding the use of this drug as the side effects to babies are not 
entirely known. Evidence suggests that it may cause increased risk of cardiac complications, 
neurological effects and seizures in mothers and babies (Djeddi et al., 2008).  Due to these 
complications surrounding its use, Domperidone is not approved by the U.S. Food and Drug 
Administration (2004), but it is regularly used in Australia. 
30 As I explained in Chapter 1 it is thought that early skin-to-skin contact is important for the release of 
certain hormones necessary to induce lactation. However, in order to benefit from visceral connections 
other senses were engaged to trigger the same response in the body.  Olfactory and visual cues were 
used to encourage milk production so women were expressing beside items that contained their baby’s 
scent and in front of images and photographs of their hospitalised babies. 
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(if they decide to continue expressing after their baby starts receiving donor milk), 

the availability of donor milk in the bank or on a priority basis where younger, 

smaller infants are the highest priorities.  If a recipient mother is able to express some 

breast milk, her baby is given her milk first and then ‘topped up’ with donor milk (or 

formula when the baby is over 34 weeks gestational age).  Some babies only receive 

donor breast milk feeds for a short period of time, which is not uncommon, but for 

other babies the duration ranges from two or three times, to two weeks and 

sometimes more.   

 

Delivering windfalls 

For some of the women who engage in the expressing routine, supply steadily 

increases each time they express.  As mothers like Laura and Sophia soon found, their 

supply was meeting the demands of their babies and they often had too much milk, 

which the hospital required them to store at home due to limited storage room at the 

hospital.  Once an oversupply is identified, enquiries are made as to whether these 

women would be interested in donating their excess.  The identified women are 

provided with information about becoming donors, whereby the process of donation 

and the screening and treatment practices are explained (Appendix 8).  For outside 

donors, who were often expressing for various reasons (i.e. to encourage a greater 

supply, to prevent engorgement, to avoid blocked milk ducts that can become infected 

or because they prefer to provide their baby expressed milk rather than breastfeed) 

supplies would quickly build up in their homes.  They would often freeze this milk or 

dispose of it.  To avoid having to throw away their surplus breast milk they contacted 

the PREM bank which they had heard about in the media or through friends, and 

asked if their breast milk was required. 

 
Due to the notion of risk surrounding the idea of exchanging bodily fluids, women 

who are to become donors (both inside and outside donors) are rigorously tested.  

They complete questionnaires (Appendix 9) and undergo blood tests to verify their 

individual and family health (including baby’s), medical history and lifestyle in order 

to eliminate potential contamination.  Donors may be excluded based on their intake 

of prescription medications, recreational drugs, including tobacco and alcohol, 

exposure to needles through tattoos or piercings and any other health or medical 
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complications.  Their blood is also screened for transferable diseases, specifically 

sexually transmitted diseases and viruses such as syphilis, hepatitis and HIV; all of 

which can be passed on through breast milk.  Once a donor is approved, they are 

provided with a ‘collection kit’ including numerous empty bottles, labels and hygiene 

products such as hand sanitizer (some are loaned electric breast pumps free of 

charge).  They are also educated on methods for safe collection, storage, labelling and 

transportation of their breast milk which is always delivered frozen.   

 

The BMB: pasteurisation and screening 
Inconspicuously placed at the end of a quiet corridor in another part of the hospital is 

the BMB itself.  Many of the mothers I interviewed had never seen it, nor understood 

that the BMB is a separate, physical space within the hospital as for most it is simply a 

service offered by the hospital.  As depicted in Figure 13, the area that made up the 

BMB is protected by a security-coded door only accessible by the PREM bank 

manager and other clinicians who worked inside.  Once behind the vault like door 

(giving credence to the ‘bank’ metaphor I explained in the Introduction), there are a 

few ordinary looking rooms dedicated to the pasteurisation, storage and 

documentation of donor breast milk.  Except for the office, all the rooms resemble 

laboratories, with various pieces of equipment such as beakers, containers and test 

tubes, tongs and elaborate pieces of machinery and safety equipment.  When I 

entered these rooms, I was asked to wear a protective hairnet to ensure I did not 

contaminate the area.  The emphasis on sterility, cleanliness and procedure is 

optimum and followed scrupulously again indicating that risk and fear of potential 

contamination was a significant concern.  

 
Once donors are identified and approved, they express, collect and freeze their milk 

which is then brought into the BMB where it is processed and tested for safe use.  The 

donated milk is pooled and pasteurised using a commercial pasteuriser that treats 

2.75 litres at a time.  The Holder pasteurisation method heats the milk at 62.5C for 30 

minutes and then rapidly cools it to destroy any bacteria or harmful contaminates 

that may be in the milk, containers, or equipment used.  From here, the pasteurised 

donor milk is screened and tested again to ensure that no bacteria or contaminates 

have survived the treatment process.  Donor milk that is treated, tested and deemed 
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safe for use is then frozen, stored and thawed when required.  Treated breast milk is 

placed in containers with purple labels which read Pasteurised Donor Human Milk 

(PDHM) and includes the batch number of the breast milk, dates and relevant 

information. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 12: The PREM bank in KEMH 
 
During my visit I noticed that there were several containers of milk thawing in the 

large, industrial sink.  When I commented on this I was told that this milk was due for 

disposal because screening after pasteurisation had revealed that some minute traces 

of bacteria remained, making the batch of donor milk unusable.  At the time this 

research was conducted, approximately 30 per cent of pasteurised breast milk was 

discarded at the PREM bank because it tested positive for contaminates after 

treatment.  This observation reiterated how seriously the BMB took its commitment 

to risk management, providing the safest treated and screened donor breast milk.  

 

Summary 
This chapter has provided a detailed description of the typical way that women 

become involved in the BMB as either donors or recipients.  It has been necessary to 

explain the details of these techniques and spaces because the BMB is a unique 
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situation that is not usually accessible to the public.  Providing detail in this section 

also draws attention to the central themes of technology, space, time, sterility and 

risk providing points of theoretical departure for the remainder of the thesis. 

 



CHAPTER 5 | Zizzo 

116 

CHAPTER 5: Constructing failure  
 
As outlined in Chapter 1, lactation has become associated with pregnancy where it is 

believed to be an automatic, taken for granted response of the reproductive body.  

However, many factors can influence this physiological response making women 

physically unable to produce breast milk.  For many of the women involved in the 

BMB, lactation as a taken-for-granted, everyday aspect of early mothering was 

problematic.  For these women, lactation was troubled by the notion of “failure” 

which was always present, as their narratives included talk of success, pride and 

achievement measured against failure, inadequacy and guilt.  Drawing on narratives 

from donors and recipients, in this chapter I argue that women who are involved in 

the BMB enter an established discourse of failure.  This failure revolves around the 

circumstances which sees them give birth early, resulting in a fragile baby who needs 

intensive care and a situation where they are not able to feed this baby as expected.  

Based on the work of feminists who have identified a link between the external body 

and the inner self, women experience failure as problematic because they perceive 

their failed bodies as an indication of their failed selves.  It is in this context that I 

examine how maternal failure is experienced by the women involved in this project, 

where an inability to provide breast milk is constructed as problematic and threatens 

the access to a desired identity as a good mother.  I explore the strategies the BMB 

and hospital rely on to help women overcome this failure and the impact the project 

of  normalisation has on their maternal identity constructions. 

 

Experiencing failure 
Recipient mother Karen’s experience is a primary example of how failure became an 

aspect of motherhood for women involved in the BMB.  For Karen, and the women 

like her, failure began at conception, moved through the stages of pregnancy to 

delivery and was epitomised with the ‘damaged’ baby she produced and subsequently 

failed to feed and therefore to mother appropriately.  Through Karen’s narrative, I 

will illustrate how failure is embodied, constructed, negotiated and intensified when 

she was not able to fulfil the role of nourisher and had to rely on donor mothers to do 

so. 
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I met Karen and her daughter Isabelle during an afternoon visit to their home in an 

inner city suburb of Perth.  Isabelle, the first child of Karen and her husband, had just 

celebrated her first birthday. It was a milestone for Karen, who just 12 months earlier 

had feared that her daughter would die as a result of her premature birth.  As I have 

mentioned in the previous chapter, Isabelle was born by emergency c-section at the 

gestational age of 26 weeks and six days, weighing the equivalent of two and a half 

cans of soft drink. Immediately following her birth, Isabelle was incubated and placed 

in the special care nurseries at KEMH, where she remained for the first three months 

of her life.  Shortly after Isabelle’s birth, Karen was asked to begin the gruelling 

routine of expressing breast milk every three hours.  She recalled: 

One of the few things I can remember was the first evening, ah and ... a 
nurse came to show me how to use the, oh ‘cause [inaudible] when I was, 
the first evening when I, when I they said “you might be having this baby 
tonight” ah, they said: “are you planning to breastfeed?”, and I said: “well ... 
had been” ... ah and they go: “Oh good, that will be excellent”, you know 
(laughs) and I was like, [baby making background noise] it’s just so early, I 
just assumed that it was something that ... must, you know happen later in 
the pregnancy.  Your body sorta gears up for all that kinda stuff.  So I had 
no idea that, that I’d even be able to, so that’s, I was freaked out about that 
[baby interrupts] [...] so yeah as soon as you lose your placenta apparently 
that kick starts something that gets milk going, so she was born three am 
on the twentieth and the, that evening a nurse came in to show me how 
use the breast pump [baby sneezed] [...] They had the big electric ones 
there, I can remember her telling me and ah, just kinda felt very surreal, 
you just sorta stick this plastic cup thing and this machine goes 
broombroombroom and bugger all happens (laughs). (Recipient, INT01: 
362) 

 
Although Karen struggled with supply, she was able to express tiny amounts, which 

were fed to Isabelle through a nasal-gastric tube and sustained her for approximately 

two weeks.  However, as Isabelle’s demands increased, Karen’s supply was identified 

by the nursery and milk room staff as ‘insufficient’.  Karen was given medications and 

therapies such as Domperidone, which she and her husband jokingly referred to as 

Dom Pérignon (a brand of prestigious champagne).  Yet, these interventions did not 

result in an adequate supply of breast milk for Isabelle.  Usually at this point Isabelle 

would have been given formula to supplement her breast milk feeds, but because she 

had been born at KEMH, and she was below 34 weeks gestational age, she was given 

the opportunity of being fed donor breast milk.  Karen consented to the use of donor 

breast milk but she continued to maintain her own supply and provided Isabelle with 
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‘mum’s milk’ first.  Karen’s inability to produce an adequate breast milk supply and 

her subsequent acceptance of donor milk generated a sense of failure that she 

struggled to negotiate: 

G: So at what stage then did they give her the donor milk? 
K: [...] Ah ... I ... I’m fairly sure it was sometime in the second week ... ah 
‘cause it was sorta, I was producing a small amount but she was only 
drinking a small amount.  But she was tolerating it really well so they 
started to increase it and then somebody phoned up and ... ah, said: “Look, 
ah she needs more milk so would you rather she had milk from the milk 
bank, or ... formula?” 
G: So had it [the BMB] entered your thoughts at any stage before that? 
K: I ... I think it caught me by surprise just, probably because ... probably 
still you know just kinda coping with the shock of everything and 
desperately hoping that all this pumping was going to produce enough 
milk ... ah and I actually [got] quite upset at the time ... you know I 
definitely wanted her to have milk rather than, you know give her milk 
rather than formula, I had absolutely no problem with her having other 
people’s milk ... but I, it, it was very upsetting for me, ‘cause I sorta thought, 
couldn’t even you know cook her properly, and now my body’s not even 
producing enough milk you know?  It felt like it was the one thing I could, 
you know when they’re in the hospital situation ... there, there is so little 
you can actually do for them, it’s all up to the medical staff ... (Recipient, 
INT01: 565, emphasis added) 

 
Karen constructed a sense of failure for not successfully maintaining a pregnancy to 

full-term, for producing a ‘damaged’ baby and for not being able to lactate in order to 

nourish her baby.  Perceptions of failure and dysfunction, however, did not end there.  

For Karen and many mothers like her, a sense of failure returned home with them 

after their babies were released from hospital.  As Karen explained, she had 

maintained expressing but despite her efforts Isabelle was diagnosed as ‘failing to 

thrive’ by a nurse on a home visit.  Having a baby that was labelled as ‘failing to thrive’ 

contributed an even greater sense of failure for Karen and as a result, she experienced 

post-natal depression during the first year of Isabelle’s life.  During this period, Karen 

remained continually apprehensive about her baby’s health, which she perceived as 

precarious even though medical professionals had told her that Isabelle had become a 

perfectly healthy, happily growing child.  On Isabelle’s first birthday, Karen celebrated 

when she finally accepted that Isabelle was ‘completely healthy’ and she was able to 

release her guilty feelings about not being able to provide sufficiently.  She said: 

I kept the last full bottle [of my expressed breast milk] that you know 
sort’ve 200 ml bottle, ah I kept one, it was dated the twenty-first of the 
sixth so it was, it was the day before she came home from hospital.  And I 
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kept that in the bottom of my freezer. I gradually used up everything else, I 
kept that until a week after her birthday so we’re only talking a couple a 
weeks ago, ‘cause her birthday was twentieth of March so about a week 
after, end of March ... ah I finally pulled out this bottle of milk and 
defrosted it and gave it to her ‘cause I thought, although my freezer is very 
cold, its, that thing is you know colder than your standard freezer, it wasn’t 
gonna last forever and by that stage I felt ok about it because it was almost 
like, we’ve got through a year, we’re all survived we’re all happy ... ah I had 
post natal depression last year but I’m over that, and I could give it to her 
and just feel happy about the whole thing.  So, that was a nice way to finish 
it off… (Recipient, INT01: 821) 

 
Karen’s narrative illustrates that failure is constructed and fuelled by medical 

discourses and language that insists on medically diagnosing and treating women’s 

inability.  This medical discourse forms part of a wider, well established social 

discourse which constructs and depicts women’s bodies as failed and inadequate.  

 

Constructing failure and dysfunctionality in women’s bodies 
Mistrust of women’s reproductive bodies has been well documented in Western 

literature since the time of Aristotle to the Enlightenment and into late modernity.31  

Literature and popular discourses demonstrate a widespread and pervasive 

atmosphere of suspicion towards women and women’s bodies (Martin, 1987; Kukla, 

2005).  These attitudes have been based on women’s inferior social position that is 

intimately linked to their bodies.  According to Shildrick (1997) it was presumed in 

the past that female and male bodies were the same, the only difference being that 

women’s bodies were imperfect versions of men’s and thus judged and compared 

against the ideal (male) body.  By the sixteenth century, Aristotle’s theories about 

body temperature had become commonly accepted as a legitimate indication as to 

why men’s bodies were more perfect (Martin, 1987: 30).  He theorised that women’s 

bodies differed, and thus were inferior because they lacked heat (Martin, 1987; 

Shildrick, 1997; Weitz, 1998).  This heat was significant in a reproductive context, as 

it was believed that body heat was responsible for producing ‘fully formed humans’ 

(i.e. male offspring) so that when a female child was born, it was considered the ‘fault’ 

of the woman because she lacked sufficient heat to produce a male (Weitz, 1998).  

The lack of heat in female bodies was also understood to be the reason that women 

                                                        
31 ‘Modernity’ and ‘late modernity’ are terms which depict the ‘industrialised world’ or the current 
period (Giddens, 1991: 14-15).  Although there is some contestation around this term as modernity 
and late modernity have also been referred to as ‘high modernity’ or ‘post-modernity’. 
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could not reproduce on their own, why their genitals did not protrude and why their 

brains functioned differently to men’s (Shildrick, 1997: 34).  Beliefs such as these 

fostered ideas regarding the inferiority of women’s bodies, which generated a notion 

that they lacked the intellect and control that men displayed.  It was thought that 

women’s inferior behaviour was driven by their inferior bodies and vice versa, 

highlighting early links between the body and the inner self.   

 
During the Enlightenment period, the notion of the Cartesian split separated the mind 

and body and in doing so valorised reason over bodily processes.  In this mind/body 

split men’s and women’s bodies were perceived differently.  Whilst men were linked 

to the mind and were revered for their rationality, women were linked to the body 

where they were, and continue to be, defined as uncontrollable, lacking boundaries 

and therefore inferior and potentially dangerous in comparison to the tightly 

controlled boundaries of men’s bodies (Kukla, 2005; Shildrick, 1997; Weitz, 1998).  

For this reason, the female body aroused anxieties particularly because the 

uncontrollable and unpredictable characteristics constantly posed a threat to male 

corporeality. 

 
The notion of mind/body dualisms and the anxiety regarding the unruliness of female 

bodies was taken up in medical practices and informed understandings and 

definitions of health “as some kind of given: a normative state which can be restored 

by defeating the abnormality of disease” (Shildrick, 1997: 17).   In this framework, 

health, and the state of being healthy, became commonly understood as a state of 

regularity with no ongoing or visible changes.  Any deviance or difference to the 

‘normal’, healthy standards thus resulted in constructions of failure. What was 

determined as dysfunctional, impaired, abnormal, deviant, malfunctioning and 

uncontrollable was often associated with the failure of parts of the (female) body.  

Some feminists claim, that this view caused the changing state of a pregnant body to 

be problematic leading to the medicalisation of pregnancy.  For example, 

Rúdólfsdóttir affirms that the “changing body of the pregnant woman falls outside 

this criterion of health”, which positions pregnant women as “abnormal and their 

bodies problematic” (2000: 339).  Although pregnant women are neither diseased 

nor abnormal, the construction of pregnancy and childbirth as an ‘illness’ or 

‘condition’ has been widespread.  Reiger highlights that in the twentieth century 
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pregnancy came to be medicalised and defined as a “condition requiring medical 

direction” (2001: 18) and birth as “a crisis event ... needing rigorous professional 

supervision” (1999: 32; see also Lewis, 1980; Rúdólfsdóttir, 2000).  According to 

Reiger et al. (2006) who edited a special issue of Health Sociology Review regarding 

the medicalisation of childbirth, the matter continues to be dominant in mainstream 

public health and medical care policy and practices  

 
Furthermore, mistrust of women’s bodies formed a connection with the ideal 

Cartesian bodies—as bounded bodies that do not leak.  Things that leak are 

constructed as problematic and since the functions of women’s bodies frequently 

cause them to leak, particularly during menstruation, pregnancy and lactation, they 

have been considered deviant and uncontrollable.  Martin (1987: 30) suggests that 

menstruation was historically seen as a healthy “shedding of excess blood” and 

although the blood itself was seen as repulsive, the mechanism of excreting it was 

seen as a reflection of good health.  However, contradictory to this is the absence of 

menstrual blood, which is indicative of a female body that is dysfunctional or 

diseased, something to be remedied and treated.  For example, when a woman ceases 

to menstruate (an expected process of ageing signalled by menopause) it is 

interpreted as a deviance from the ‘normal’ female body and thus requires 

surveillance and regulation through medications and treatment (Harding, 2000).  The 

notion of treating women’s bodies as they enter menopause reveals that their 

inefficient, different bodies are deemed to be dysfunctional.  It seems that there are 

an array of medical strategies to intervene with women’s bodily functions which 

reflect the belief that their bodies cannot be trusted.  

 
The continuity and pervasiveness of ideas surrounding women’s untrustworthy and 

dysfunctional bodies have continued into contemporary discourses of infertility 

(Kukla, 2005).  In modern treatments for infertility, the inability to conceive is often 

perceived to be the fault of women who tend to embody failure more than their male 

counterparts (Throsby, 2003).  As a result, the invasive examinations and treatments 

associated with infertility are often endured by women (Shildrick, 1997; Throsby, 

2003; 2004).  If infertility treatments are unsuccessful, it is seen as a “failure of the 

woman to be helped” rather than a failure of the technology to help her (Throsby, 

2004: 63). 
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The increasing consumption of IVF technology illustrates how successful 

reproduction is central to the construction of femininity, where women who do not 

fulfil this aspect of femininity are seen to be unruly, deviant and failed (Ussher, 2006: 

4).  Ussher explains how deviance from idealised, ‘normal’ femininity has become an 

embodied pathology, which “acts to maintain fears of the monstrous feminine within” 

(2006: xi).  According to Braidotti, a woman who appears to deviate from the ‘norm’ 

is a “sign of the monstrous” (1994: 81).  She says, “If we define the monster as a 

bodily entity that is anomalous and deviant vis-a-vis the norm, then we can argue that 

the female body shares with the monster the privilege of bringing out a unique blend 

of fascination and horror” (ibid).  The idea of woman as monstrous reinforced 

through the notion that women have the capacity to give life and take it away; their 

fecund bodies can produce healthy offspring, whilst their failed bodies can also 

produce sick, fragile babies.  While it is constructed as the woman’s responsibility to 

produce a ‘quality baby’, her body is simultaneously treated with suspicion and 

potentially deviant, failed or malfunctioning if the outcomes are not ideal. 

 

The implications of medical discourse 

Failure and the inefficiency of the female body has been constructed in a medical 

context through discourse which is often negative and which reinforces constructions 

of failure.  Bastian (1992) explains how the concept of failure is continually reinforced 

by language with some of the most commonly used medical terms for birth and 

mothering including: failure to dilate, failure to progress, failure to breastfeed. A 

woman’s contractions are often described as being inadequate, her uterus 

inhospitable and her baby can be described as failing to thrive.  There are many more 

instances where mistrust, dysfunctionality and failure appear in discursive and 

linguistic labels.  For example, although IVF and other infertility treatments are 

notorious for having relatively low success rates, women who do not conceive 

following treatment are referred to as having unsuccessful implantation or a failed 

pregnancy for not being able to remain pregnant or produce a live birth.  Women who 

have recurrent miscarriages are labelled as habitual, drawing similarities with 

language used to discuss drug addicts.  Language that describes the infertile woman 

as barren or her mucus as hostile (to sperm) also reproduces this discourse of 

embodied failure (Bastian, 1992: 627; Ulrich & Weatherall, 2000).  In comparison, 
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men’s infertility is often described as the man having sperm with low motility 

implying that male sperm is ‘lethargic’ and once it reaches its destination the 

monstrous woman will ‘attack’ it in her hostile womb. 

 
Diagnoses and the titles of certain medical conditions can be particularly problematic 

because, through language, they instil a sense of failure.  For example, the term 

‘incompetent cervix’ is particularly problematic.  Some feminists and nursing 

professionals have seen this as a contestable term that contributes to the 

construction of failure in women’s bodies, positioning them as unruly, weak and 

faulty (Ussher, 2006: 82).  As Throsby indicates, the use of terms like ‘incompetent 

cervix’ are problematic because they establish a “discourse of hostility and 

incompetence as an explanation for infertility” marking the woman out to be 

“unnatural and unfeminine” (2004: 65).  Another example of a diagnostic term 

creating a sense of abnormality and inadequacy is the term insufficient milk 

syndrome to describe a woman who is unable to produce adequate volumes of breast 

milk to meet her baby’s requirements.  Insufficient milk syndrome becomes a label, a 

diagnosable condition which not only ‘medicalises’ this problem but also legitimises it 

and like any condition in the medical realm, it becomes a problem to be managed and 

solved.  The need to manage the ‘problem’ of insufficient milk syndrome was evident 

for the women in this project who were unable to lactate, as they were treated as 

having a physiological failing that needed to be rectified and normalised which I will 

explain in more detail shortly. 

 
The use of metaphors also contributes to the construction of failure and mistrust of 

the (fragmented) parts of women’s bodies.  Some of the metaphors describe the 

female reproductive system as “a system of communication”, or an organised 

hierarchy, to explain how ‘normal’ bodily processes should proceed (Martin, 1987: 

44).  Regarding menstruation Martin argues that the female reproductive system is 

seen to be geared up to fertilise an ovum, so the shedding of blood exemplifies her 

“failure to fertilise” (ibid).  Providing examples from medical textbooks, she illustrates 

how lack of fertilisation is described in terms of “a purpose that had failed” and that it 

was once taught that “‘menstruation is the uterus crying for lack of a baby’” (Martin, 

1987: 45).  Thus menstruation carries with it connotations of a system that has failed 
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to produce and is indicative of the established discourse of failure surrounding 

women’s reproductive bodies. 

 
These examples illustrate how social constructions of failure have been entrenched 

into women’s reproductive health discourse through language where women are 

constantly represented as failing at reproduction.  These terms are commonly used 

and women are powerfully, and at times unknowingly affected by these methods of 

communication and the use of these terms.  Bastian argues that the language used by 

obstetrics professionals is threatening because it is “dehumanising and insensitive to 

women’s needs and feelings” (1992: 627).  According to Biringer (1994: 880) 

obstetrics and gynaecology practice acknowledges that this language is 

disempowering, yet they continue to use it, continuing to uphold the notion of failure 

and mistrust associated with women and women’s bodies. 

 

Navigating the pervasive discourses of failure in the BMB 
The previous sections illustrate how discourses of failure are established and deeply 

entrenched in women’s experiences of reproduction and why it is difficult to talk 

beyond these pervasive discourses.  As outside donor Jessica confirms the deeply 

embedded discourses of failure constructs a pressure filled circumstance where 

women are continually concerned about the consequences to their mothering: 

At the time that you’re going through it [early mothering] with your 
hormones raging, you don’t give yourself the option of actually making an 
error.  I have to get it right the first time.  And I have to make sure that I do 
it right. So when it doesn’t work, and you end up ... in tears because it 
hasn’t worked, and this is the way it was always gonna work, why hasn’t it 
worked? You just work yourself into a frenzy about it. (Donor, INT08: 708) 

 
Based on the way women discussed the pervasive discourses of failure I have 

mentioned above, in what remains of this chapter I will discuss how the women who 

become involved in the BMB navigate these established and deep-seated discourses.  

The findings from this research will show how, because they are not able to step out 

of them, they negotiate their mothering within them.   

 

‘I couldn’t cook her properly and…’ 

For a woman who completes a pregnancy without complications, safely delivers a 

healthy baby whom she is able to nourish with her own breast milk, the experience of 
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becoming a mother has been a ‘success’.  For women who are deemed ‘at risk’ during 

their pregnancies, who endure dangerous births which produce a ‘damaged’ baby in 

precarious health, their sense of ‘achievement’ and success is extremely subdued.  

Having failed pregnancies and producing ‘damaged’ babies leave these women with a 

sense that they have failed at mothering.  For 20 of the 24 women I interviewed (the 

four outside donors had carried full-term pregnancies), the experiences of pregnancy 

and birth and their journeys into motherhood was not celebrated as an achievement. 

As Karen had, many perceived their early mothering attempts as failed, a perception 

based on their inability to physically complete their pregnancy, which was evident in 

the fragile baby they produced.   

 
As outlined in Chapter 4, during their tumultuous period of hospitalisation, 

premature babies are vulnerable to a range of complications and require intensive, 

specialist treatment.  This includes placing the babies in humidicribs, which assists 

with an array of functions they are too premature to undertake on their own.  As 

participant Giulia said when discussing the incubators; “basically it’s like they’re in 

the womb, and they are just simulating that, what they would get” (Recipient, INT23: 

1515).  For mothers like Giulia, these incubators replace the womb with a ‘simu-

wombs’ (simulated wombs) which created a sense for these women that they were 

watching the rest of their pregnancies unfold in a plastic, sterile environment.  In its 

function to replicate the womb, the humidicrib contributes to a discourse of failure as 

it is perceived as replacing the mother’s (dysfunctional) body.   

 
The construction of failure was even further heightened in the nursery environment 

where hospital staff were taking care of the women’s babies instead of the women 

themselves. Due to the babies’ precarious health, and their need for incubator 

technology to survive, the care of premature babies became the responsibility of 

expert trained nurses who administered and enacted most of the care work required.  

When the mothers were involved in their baby’s care it often occurred under the 

watchful eye of those who could ‘do it better’, as Vanessa, who had a premature son at 

29 weeks, explained: 

I couldn’t do a thing for him other than express I couldn’t do anything, I 
couldn’t cuddle him, I, they started after a few days they got you to, once 
you worked out when, what his routine was like and how often they 
changed his nappy or ... you know did all his cares and things like this, 
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cleaned his mouth and, you made sure you were there for it.  ‘Cause that’s 
all you could do, and they’d supervise you.  Turning this little thing over in 
the humidicrib and again you had to put your hands in there, and it wasn’t 
like changing him on a change table it was different and learning how to 
turn him over and change him and re-position him and ... all under the 
guidance of a nurse. (Recipient & Donor, INT13: 804, emphasis added) 

 
Due to the dominance of bonding discourse the inexpert and anxious care provided 

by mothers like Vanessa was tolerated but limited.  Although many accepted the 

intensive monitoring of the contact with their newborn babies it also reinforced the 

vulnerability of the baby and the mother’s inability to provide care unaided.  The 

notion that mothers are not able to provide the same care as experts reinforces the 

idea that they have deviated from the expected standard by having a fragile, damaged 

baby.  This deviation constructed the reproductive bodies of these women as ‘unruly’, 

which according to Ussher, legitimises the “medical and scientific surveillance, 

[rendering them] amenable to containment and control” (Ussher, 2006: 16). 

 

‘…now my body’s not producing enough milk’ 

The BMB mothers are different to other mothers who fail to breastfeed because they 

believe their point of failure begins with their unusually short pregnancies. In failing 

to do what was expected (i.e. gestate a baby to term) these women were positioned in 

a system where they would continue to come up short.  For these women, failure was 

intensified when they found they could not sustain and nourish their babies 

‘naturally’.  As Amy explained: 

in the hospitals it’s very much pushed the breast feeding, you know ... and 
when you can’t produce the volumes that you need, sort’ve there is that 
small feeling of failure. (Recipient, INT05: 209) 

 
Another mother Jayne expressed a similar sentiment: “Well I must admit I did actually 

feel a bit of a failure at first because I couldn’t produce any milk” (Recipient, INT16: 

585).  Breast milk represented an unachievable pinnacle and was representative of 

their failed mothering—failure to protect, failure to feed and nourish and failure to 

connect emotionally.  

 
On the other hand, donors often considered their ability to produce breast milk as the 

point where failure ceased and allowed them to negotiate the discourses of failure.  

For example, Lucy explained that following the premature birth of her son she 
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struggled to express for 13 weeks, yet was eventually able to successfully breastfed 

and then donate.  During our interview Lucy confidently applauded her achievement 

in persevering with expressing and breastfeeding which placed her in a position of 

superiority over her peers, as she said: 

[…] actually when we go to play group here [at the hospital] once a month, 
by the time we’d been a couple a times I was, like one of only two that 
were still breast feeding.  And I’d think ‘hehe’ (laughs) ‘hehe, we’re good’ 
(laughs)  But you know, it’s hard and everybody is different but I ... I don’t 
know (pauses) but I did like that (laughs) I’m the only one […] I hadn’t 
given up or just gone ‘oh … bottle’, you know? (Donor, INT09: 439) 

 
Although Lucy saw her breastfeeding as a successful achievement she did not always 

view herself that way.  As she explained, during the period when she was expressing 

she often felt frustrated with the process and wanted to stop.  However, she remained 

dedicated as she was adamant that she wanted to be a good mother who provided 

breast milk for her son.  Her desire to be a good mother was also fuelled by her 

position as a sole parent, as she said: 

And it does annoy me when people say ... ‘housewife’ or whatever, or 
‘single mother’. I can’t stand that.  Single mother only means my 
relationship didn’t work out.  Do you know what I mean?  It doesn’t mean 
I’m a bad person, I’m a partier or I’m a drunk, do you know what I mean? 
[…] I know ... it does annoy me. I, I know I’m doing right but sometimes it 
does annoy me when [inaudible].  (Donor, INT09: 1039/1070) 

 
It was quite possible that Lucy viewed her broken relationship with her baby’s father 

as an aspect of failure that she had to overcome through her mothering strategies, 

which included providing breast milk for her premature son, and perhaps donating as 

well.  Lucy’s fear of being labelled as a failure or as a bad mother was a significant 

motivator for her to continue with expressing despite her desire to stop.   

 
As Lucy’s narrative indicates, despite perceived success, failure has become a 

pervasive aspect of mothering and a significant aspect of the BMB that not only 

influenced recipients but also donors, including outside donors.  For example, outside 

donor Michelle had given birth to twins and had been discharged from the hospital 

very quickly.  Shortly after her discharge it was identified that her twin son was not 

gaining weight and had in fact lost weight.  Michelle had not begun lactating at this 

point and was unable to feed him so, because of a link constructed between adequate 
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levels of breast milk and ‘good’ mothering, she felt responsible for her son losing 

weight: 

my son ended up losing 12 per cent body weight and, ah, if he hadn’t 
started gaining weight they would’ve sent me—Of course I felt like, 
negligent and of course by the time it is, they, ‘cause that was at day two, 
day two, day three? Of course you’re starting to get the baby blues and 
crying and, and ‘cause I was stressed out you know, they [twins] were 
crying a lot ‘cause they weren’t getting enough milk, so ah, it was horrible. 
(Donor, INT18: 602) 

 
Fearful of failing to produce an adequate supply of breast milk she continued a 

routine of breastfeeding combined with intensive expressing to introduce and then 

maintain her supply.  Similarly, outside donor, Veronica, was not able to breastfeed 

her daughter, who refused to suckle at the breast.  Fearful that she would lose her 

supply, Veronica began an intensive expressing routine resulting in an oversupply 

which she then donated.   

 
Although women involved in the BMB experience feelings of failure, there is some 

evidence which suggests that there is a physiological connection between having a 

premature baby, and an inability to lactate (Bishara et al., 2009).  In fact, an inability 

to produce an adequate volume of breast milk has been found to be almost three 

times more likely in mothers of premature babies compared to mothers of full-term 

infants (Hill et al., 2005).  There is no specific reason why some women who have 

premature babies cannot lactate whilst others can but there are numerous factors 

that can affect a woman’s lactation and breast milk supply, which include social, 

emotional, physical and biological determinants.  According to Riordon (2005: 289) 

the etiology for insufficient lactation and supply can include:  

� Disruption of early breastfeeding and delayed milk ejection; 

� Ineffective milk removal (due to lack of or incorrect suckling or misuse of 

pump); 

� Acute or chronic illness, pain and discomfort in the mother; 

� Delayed lactogenesis (the first stage of milk production which occurs during 

late pregnancy); 

� Maternal medications and substance use/abuse (drugs that inhibit the release 

of milk producing hormones); 
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� Hormonal alterations (pregnancy, retained placenta, thyroid disorders, 

hypopituitarism); 

� Stress; 

� Maternal nutrition; 

� Psychosocial factors (breastfeeding pressure, postpartum depression, anxiety) 

(p. 296); 

� Attachment difficulties and factors that affect suckling (including but not 

limited to: nipple pain/trauma, inverted nipples, nipple confusion, facial 

abnormalities in the infant, jaundice, drugs given during birth that can cause 

drowsiness in the baby so they are too lethargic to suckle, factors arising from 

forceps or vacuum delivery, induction, long and difficult labour and c-section) 

(p. 233); 

� Lack of breastfeeding education and support (p. 233); and 

� Breast abnormalities (breast surgery, including reduction, augmentation or 

mastectomy, breast trauma, insufficient glandular development) (p. 263, 295). 

 
For the women involved in this project, at least one of these factors influenced their 

breast milk production where the most common explanations given for lactation and 

supply difficulties included: lack of physical contact with the baby, stress, a lack of 

support from a partner or peers, external, non-related life events, physiological issues 

such as incorrect drainage of the breasts (either by improper positioning or suckling 

or a lack of suckling) or physical complication relating to labour.  Some mothers felt 

that their inability to produce breast milk resulted from a combination of reasons, for 

example Jenna identified her IVF treatments, her complicated pregnancy and her age.  

Jenna was in her late 30s and was told her age was why she had problems conceiving, 

an explanation that she extended to her inability to lactate.  There is nothing in the 

literature to suggest maternal age influences lactation, but because her age had 

hindered her conception, she perceived it as being a barrier to being a ‘proper’ 

reproductive body, illustrating how her failure in one area spilled over into others.   

Jenna’s perception that her age was an inhibiting factor also ties in with discourse 

about what is considered natural.  The metaphor of the ‘biological clock’ dictates the 
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‘natural’ and ‘normal’ age to have a baby is below 35 years of age32 which, in her late 

30s, Jenna was considered beyond.  On the other hand, donor mother Cassie, who was 

in her mid-thirties at the time of her daughters’ birth, also spoke about age as a factor 

that may have been responsible for the premature birth of her baby.  However, 

through her ability to eventually lactate, breastfeed and then donate Cassie perceived 

her age as a positive aspect of her experiences of motherhood and feeding, as she 

explained: 

[…] you know its kind’ve interesting being an older mother because there’s 
a very, a lot more bonuses you know, in, apart from the physical, you know 
all that stress stuff, having a [inaudible] load or whatever it ... I feel like I 
know what I’m doing and I have the confidence to ah, you know be, have 
just, to make those decisions and ignore my mother.  (Donor, INT07, 1479) 

 
For Cassie, although her age may have factored into the premature birth of her 

daughter, her success at producing adequate breast milk allowed to legitimise her 

mothering and view her age more positively. 

 
Some sources suggest that it is a lack of education that compromises the breast milk 

supply of a mother with a premature baby (Gardner et al., 2006: 478-479).  Linking 

low supply with education implies that women have low health literacy when it 

comes to the mechanics of lactation.  Health literacy is defined as the ability to 

understand health related educational material and information, which is often linked 

to literacy in general (Berkman et al., 2010; Shieh & Halstead, 2009).  Limited health 

literacy negatively effects women and illustrates that they have less understanding 

about their health and associated risks (Shieh & Halstead, 2009).  In regards to 

breastfeeding knowledge, Shieh and Halstead (2009), claim that health literacy can 

impact upon women’s understanding and decisions about breastfeeding where 

women who have higher health literacy are more likely to initiate and maintain 

breastfeeding.  By suggesting that education is the cause of women’s insufficient 

supply, the implication is that if they had greater health literacy, a better 

understanding of lactation and how to maintain supply, then they would be able to 

lactate.  During my research, however, I did not interview any women who were not 

                                                        
32 This figure seems to be inconsistently reported because there is no agreed upon ‘ideal’.  Some 
academic/medical sources indicate that from 35 years women’s biological fertility declines (Blackburn, 
2007: 61; Homan et al., 2007: 210).  Whereas more general, internet sources, which many women 
readily access, suggest that women’s optimum reproductive age is 19-25 (BabyHopes.com, 2011) or 
20-24 (Baby Centre, 2011). 
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explicitly aware of the benefits of giving premature babies breast milk and the best 

methods to produce this breast milk.  I am therefore critical of claims that insufficient 

milk supply can be attributed to a lack of education or low health literacy—it is far 

too simple to blame the mother and her lack of knowledge or understanding.  

 
For some mothers, dysfunction and an inability to lactate did not come as a surprise.  

Since failure of their bodies had already become so deeply ingrained into their 

motherhood, it was not something that greatly troubled them because they were 

expecting it.  This was most notable in some of the women who had undergone IVF, 

who had experienced failure not only in gestating a baby but also in conceiving.  

When they subsequently found that they failed to produce milk and breastfeed they 

were more prepared to accept and cope with their inability.  As Jenna, mother of 

twins, explained:  

It didn’t really worry me at, it didn’t worry me at the time because I’d been 
through so much to have them that not being able to breast feed really 
wasn’t [...] It probably affected me less I think because ... you know it took 
so long [to conceive], I did, I mean it wasn’t that long but I mean there’s, it 
took five IVF attempts to get them that breast feeding really wasn’t [much 
of a concern]. (Recipient, INT11: 1270/ 1291) 

 
These IVF mothers still experienced a sense of inability, which was intensified by 

their failure to lactate, but they were less distraught because they did not share the 

general assumption that they would be able to breastfeed the way the mothers who 

‘naturally’ conceived did, as Belinda explained:  

I mean ... in a way it was not so bad ‘cause I’d had all the IVF so I knew my 
body wouldn’t do what I wanted anyway ... so this [breastfeeding] was just 
another thing that I couldn’t do (laughs).  (Recipient, INT14: 1177) 
 

For women like Jenna and Belinda, failure underpinned their experience of becoming 

a mother and many of them simply became accustomed to being judged as faulty or 

failed.  This meant that when they eventually came to find that they failed at 

producing milk and breastfeeding, they were more prepared to accept failure and do 

what was necessary to overcome it.   

 
As I have previously illustrated, due to the pervasive discourses of failure, mothers 

who were able to produce sufficient breast milk and thus could be considered 

successful still had to negotiate aspects of failure.  For example, Maria gave birth to a 
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daughter who was 24 weeks gestational age and was very conflicted about her 

feelings of failure.  Whilst she had produced so much milk she had become a donor 

during her daughter’s hospitalisation, she still perceived herself as failed because, 

although she was able to successfully produce breast milk, she was not able to 

successfully breastfeed, as she explained:  

M: I think she got loaded with too many bottles [in hospital] that it was a 
fight ... like ... because she obviously worked harder [when being 
breastfed] then that’s why she ended up being on the bottle.  It was just ... 
you know it [breastfeeding] was just a fight.  I was breaking out in sweats, 
she was screaming ... so ah, I, in the end I bought her home, and I was 
expressing.  ‘Cause, and then ‘cause she lost weight as well, so obviously 
she wasn’t that, strong enough. 
G: Like, strong to get enough milk out [of the breast]? 
M: yeah, that’s … whereas the bottle was obviously a lot more quicker for 
her ... ah that I ended up having to express for a while at home.  Then I 
ended up using all my frozen, and then in the end, like I was trying to 
express, and have her on bottle, but it was just getting too much.  (Donor, 
INT22: 388). 

 
As Maria’s and the other examples I have provided here illustrate, there were two 

dimensions of failure that were important: one was about how much these women 

could lactate and the other is about how effectively they could feed.  The distinction is 

significant because these women can be good lactators but not good feeders.  For 

example, outside donor Veronica was an ineffective feeder because her daughter 

refused to suckle and she relied on expressing to feed her. In doing so she became an 

extremely productive lactator and eventually a donor.  For the women of premature 

babies, the focus is on how much they can produce, not how effectively they can feed. 

 

Adding calories to breast milk 

Even when a mother can produce enough breast milk to feed her baby, aspects of 

failure continued to be evoked through the practices of ‘enhancing’ breast milk with 

calories so the babies could gain weight more rapidly.  As mentioned in Chapter 1, 

this process of fortification is seen as improving deficiencies in breast milk and, for 

these women, constructs their own milk as weak and inadequate if used without 

enhancement. Unfortified mother’s milk was mistrusted because it was not helping 

the baby gain weight.  As Karen explained: 

I was surprised that it’s so [her own breast milk] ... thin ah ... ’cause it just 
doesn’t have the, the fat content of, cow’s milk and so forth ... and it used to 
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separate out and you’d get a little bit of creamy bit at the top and all the 
rest was almost, almost bluish, you know like it was very pale in colour ah 
... probably sort’ve thing, maybe that’s why they stuck extra stuff in it, I’m 
not sure, they always just said “extra calories”, I don’t know whether they 
were putting formula in or, I have no idea what they actually added to my 
milk, I just know it was well supplemented, but I think that’s what they 
were doing for a lot of the babies.  (Recipient, INT01: 965-975) 

 
As I explained in Chapter 1, fortification undermines the dominant medical discourse 

that states breast-is-best by implying that the nutritional value of breast milk is 

inadequate.  For women like Karen who have their breast milk “well supplemented”, 

the addition of calories to the milk undermines the notion that their breast milk is the 

perfect food and is ‘naturally’ produced and adjusted to suit their baby’s specific 

needs. 

 
Although the breast-is-best message is destabilised through fortification it still 

remains powerful and allows the BMB and hospital to establish a hierarchy of milk 

which includes: breast milk from a baby’s own mother as the ‘gold standard’, the 

donor milk that the BMB can offer as second best, and formula in last place. The 

fortification of the mother’s own milk results in the hierarchy being realigned to 

position fortified mother’s milk above mother’s milk that is not enhanced.  This 

results in the hierarchy of feeding becoming four tiered in the context of the BMB, 

adding to the discourse that undermines the value of mother’s own milk as less 

beneficial than something modified ‘scientifically’.  It also reinforces the notion of 

mistrust in women’s bodies.  The positioning of infant feeding methods in a 

hierarchical structure also illustrates how constructions of breast milk in the BMB go 

beyond structuralist binaries by reducing the power of the simple breast versus bottle 

dichotomy. 

 

Amplifying failure  

In the context of premature birth of a baby in precarious health, the acceptance of 

donor milk works to amplify failure in the mothers, as Stacey explained: 

But when they gave me that donor milk, and you know the first time, you, 
you do feel as a failure and you have so many concerns about using 
someone else’s milk.  (Recipient, INT10: 330) 
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Women like Stacey believed their acceptance of donor breast milk meant they had 

conceded to the mothers who were able to produce an abundant supply.  They 

believed they were inferior to the donors because they had to rely on another woman 

to do something they should have been doing themselves.  To them, accepting donor 

breast milk reflected their lack of ability to mother by making them feel dispensable.  

For example, Nora struggled with supply after giving birth to her triplets at 31 weeks, 

and one of the babies, who was sicker and weaker than the others, was offered donor 

milk rather than formula. Nora said:  

N: I suppose you feel, I don’t know what’s the word, it’s not jealous that 
she’d be having someone else’s but ... like if I’d known she was having like 
more of somebody else’s than mine that probably would’ve ... just ... I 
suppose I’m her mum I, I wanted to be the one that provide for her. 
G: Yeah, so was it a feeling of inadequacy or ... more you know, just 
disappointment that you didn’t get to? 
N: Ah ... I suppose a bit of both because like I tried so hard expressing to 
try and get enough for her ... and I suppose yeah you’re sort of 
disappointed with myself that I can't do it.  (Recipient, INT12: 796) 

 
As Nora explains, she wanted to provide her daughter with her own breast milk and 

when she could not her maternal role was threatened because she had to rely on 

someone else to provide for her child—something she understood as solely her 

responsibility.  Having to accept donor milk affects mothers’ confidence as well.  As 

Cathy indicated:  

G: Did [accepting donor milk] kind of undermine your confidence at all? 
C: Yeah it did a little bit yeah, but I had to ... accept it.  Yeah did feel a little 
bit, you know upset with myself – oh it’s horrible, you go through all this 
wave of emotions and then you think “Oh, God now I can’t even breast 
feed” you know ... yeah, so yeah it did.  (Recipient, INT03: 487) 

 
When the BMB intervenes, these women experience feelings of inadequacy, not being 

good enough to provide for their babies and feelings akin to rejection because their 

babies do not need them to survive.   

 

Failed body, failed mother 

Despite the likelihood that mothers of premature babies may not be able to lactate, 

the women viewed lactation as something which added authenticity to their 

mothering.  Failure is then experienced as troublesome because many understand 

their body’s limitations to be a reflection on their individual identity, in this case their 
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maternal identity.  As Murphy (2000: 301) indicates, the failure to nourish one’s own 

baby through breastfeeding is seen as a ‘moral failure’ because it is interpreted as a 

‘failure’ to act responsibly.  The connection between breastfeeding and moral 

responsible mothering, emphasises a link between the body and the self.  This link 

has been made by scholars such as Bordo (2003) who has argued that the body’s 

exterior is often read as an indication of the inner, moral self.  Gimlin has also shown 

that the link between the body and the self is significant because it is through the 

body that “the self is constructed and displayed to the social world” (2002: 3).  Heyes 

(2007a) uses the example of extreme cosmetic surgery makeover television shows to 

illustrate how the body and its inability to live up to idealised standards of beauty 

equals a failing of identity.  She explains that in the justification narratives within 

these television programs, the failure of the body is linked to the failure of a person’s 

personality and that a quick physical, cosmetic transformation will transform the 

person’s identity.  Building on Bordo, Heyes (2007a: 18) reiterates that this is 

because identity is popularly read from the body.  Due to the connection between the 

inner and outer self, the body becomes an important site for displaying gendered 

identity (Gimlin, 2002) which in the context of the BMB includes maternal identity. 

 
The link between the self and the body resonates particularly well with the women in 

this project who believe that their bodies are connected to the type of mother they 

are and the quality of mothering they are able to enact.  As Amy illustrated, being the 

perfect mother means being able to provide adequately for her twin babies:  

you wanna be the perfect mother and you wanna be able to provide 
everything that they need ... so yeah I’m pumping away you know, double 
pumping and ... every three hours and everything so ... just to try and get 
what they need.  (Recipient, INT05:233) 

 
For Amy, the volume of milk she was able to express was how she constructed her 

identity as an ideal mother.  This was similar for many of the mothers who considered 

their lactation and breast milk supply as indicative of their dedication and thus the 

type of mother they were.   

 
The linkages between the body and the self, the production of breast milk and the 

type of mother, all draw in the importance of binaries that influence infant feeding 

practices.  For example, if you do not breastfeed, you use formula, if you do not 
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succeed, you fail, if you are not a good mother, you are a bad one.  The importance of 

these binaries is reinforced by the way the hospital and BMB attempt to overcome the 

failure of these women’s bodies.  It is the difference between success/failure, 

healthy/unhealthy, abnormal/normal that is relied upon to diagnose the issue of 

insufficient milk, and correct it.  According to Rose (2001a) who builds upon 

Foucault’s work, establishing a dichotomy such as a difference between what was 

considered abnormal/normal is a technique for governing human behaviour.  He 

suggests that what is ‘normal’ has been “medicalised, statisticalised, moralised and 

socialised—to be normal was to be healthy, to be average, to be virtuous and to be 

socially acceptable” (Rose, 2001a: 19).  In this framework, the categorisation of 

people and populations as ‘normal’ is typically determined through numbers and 

quantification.  According to Hacking (1986) the power of number and statistics is 

precisely how ‘problems’ are constructed.  Through this process of quantification and 

problematisation, individuals classified as ‘abnormal’ require intervention, which 

happens through a “project of normalisation” (Rose, 2001a). 

 
For Foucault, the concept of problematisation emerged from his notion of power as 

both constraining and enabling.  Foucault used the concept of problematisation in two 

distinct ways: to “describe his method of analysis” and “to refer to a historical process 

of producing objects for thought” (Bacchi, 2012: 1).  In other words the how and why 

phenomena become a problem.  According to Foucault, problematisation is “the 

ensemble of discursive and non-discursive practices that make something enter into 

the play of true and false and constitute it as an object of thought (whether in the 

form of moral reflection, scientific knowledge, political analysis, etc)” (Foucault, cited 

in Rabinow & Rose, 2003: 13).33  Later in his work, Foucault employed his concept of 

problematisation to the notion of sexuality and madness, questioning how they have 

become problematic at different times and locations.  According to Bacchi (2012: 2), 

to study problematisation in terms of madness and sexuality is essentially to break 

down the taken for granted fixity and to illustrate how they have come to be.  The 

production of truth is a way individuals govern themselves and others, so the 

construction of lactation as natural installs a notion of normativity that is considered 

                                                        
33 The original source of this text is an anthology of Foucault’s work called Dits et ecrits : 1954-1988,, 
published in French.  Rabinow and Rose have provided the English translation in their edited volume.    
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the truth.  Thus, the BMB becomes a site where shifts are occurring because the 

women involved in this research are disrupting the truth and taken for granted status 

of lactation and reproductive bodies as natural.  Problematisation provides a point 

where an inability to lactate and a project of normalisation can be reflected upon, in 

terms of how women and their breast milk are analysed, classified and regulated.  In 

terms of the BMB women are classified as problematic and regulated through a 

system of normalisations, so the remainder of this thesis focuses on how women 

conform to a body project in order to normalise themselves and thus achieve a 

specific maternal identity. 

 

Overcoming failure 
When bodies are interpreted as abnormal or failed, Rose (1996) has discussed how 

their deviance is rendered intelligible and manageable.  It then becomes the role of 

the doctors and medical staff to “seek to restore that lost normativity of the body” 

(Rose, 2007a: 701).  The body becomes central to normalising techniques through 

various medical interventions and disciplinary strategies that focus on correcting or 

restoring the body to its normative state.  For the participants of this project, rather 

than donor milk becoming the solution to their inability, first they were encouraged 

to restore their unruly, deviant bodies into bodies that could efficiently lactate.  The 

hospital and BMB utilises specific strategies to assist women to shift from failed to 

successful lactators by reinstating their body’s normativity.  These normalisation 

techniques rely on disciplinary and surveillance techniques that resonate with a 

Foucauldian framework of power. 

 
Within the hospital location, specific methods are utilised to help overcome failure by 

organising these women so they are able to increase their production of breast milk.  

In a Foucauldian framework of modern power the concept of bio-power is applicable 

in this location.  As I have mentioned, for Foucault bio-power is the result of both 

externally imposed and internally inscribed forces, which rely on discipline through 

surveillance.  The idea of external and internal forces draws upon Foucault’s notion of 

the inextricable linkage of technologies of power and technologies of self.  Through 

technologies of power, which include techniques of dominance and discipline, 

individuals are not simply obedient and docile, rather they actively understand the 



CHAPTER 5 | Zizzo 

138 

location of authority and engage in activities for self-improvement, in other words 

technologies of self (Rose et al., 2006: 89-90).  Through active participation, 

individual power can manifest itself positively by producing knowledge and certain 

discourses that become internalised and guide the behaviour of populations.  

Managing populations in this way leads to more efficient forms of social control, 

which invites individuals to govern themselves but provides them the capacity to 

resist expectations as well.  The findings of this research demonstrate how the 

hospital and BMB use a project of normalisation, which relies on technologies of 

power and technologies of self in order to enable women to provide their own breast 

milk for their premature babies. 

 
Some social scientists and feminists argue that the Foucauldian system of power 

positions women as victims of patriarchal control, allowing them to be viewed as 

“docile bodies”.  For example, Bordo (2003) and Bartky (1990) consider Foucault’s 

notion of discipline and suggest that in his framework power is limiting because all 

body work is constraining and that women are coerced into aligning with beauty 

ideals resulting in the construction of docile bodies.  Heyes (2006: 136) has 

problematised their critique suggesting that they have focused too much on the 

‘repressive moments’ of dieting and disciplinary practices rather than acknowledging 

the simultaneous ‘enabling moments’.  For example, in relation to dieting, Bordo and 

Bartky suggest that women diet because they are presented with images of perfection 

that are oppressive ideals about what constitutes beauty and the ‘perfect’ figure.  In a 

similar way, many women have comparable beliefs about what constitutes an ideal 

mother, as one who constructs natural as valuable and willingly uses her body to 

nourish through breastfeeding.  These images of what is portrayed as ‘ideal’ generate 

unrealistic standards which place limits on individual identity, positioning women 

within a deterministic concept of power where they are completely constrained by a 

‘top down’ form of power.  However, as Heyes (2006, 2007b) argues, the notion of 

women as passive and experiencing deterministic, ‘top down’ power is not a 

satisfactory representation of what Foucault meant in his theorisation of power.  

Heyes’ work aligns with Foucault’s argument that dominance and disciplinary powers 

extend beyond docility, where the productive forces of power demonstrate how a ‘top 

down’ approach is a misreading because it ignores the capabilities which can 
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subsequently develop (Heyes, 2006: 137).  Heyes reinforces the original Foucauldian 

point that systems of power allow individuals to simultaneously engage in 

disciplinary power and the very process of “care of the self” by illustrating how power 

constitutes freedom and agency, a point which most feminists encourage (Heyes, 

2006: 126; see also McNay, 1992). This draws in a more contemporary reading of 

Foucauldian power as both repressive and productive.   

 

Foucault’s notion of power then makes it clear that everything that limits individuals 

also opens up new possibilities which are potentially empowering.  Heyes (2006: 

144) argues that feminists have mostly ignored these limiting and enabling aspects of 

Foucauldian power.  Her research acknowledges that these dual effects of power have 

the capacity to be misunderstood as an endorsement of power relations that oppress 

women and render them docile.  However, the argument put forward by Heyes allows 

“an alternative way of understanding the production of agency” (Coleman, 2010: 

268).  For example, in relation to women who diet, Heyes illustrates that in setting 

goals and taking action to lose weight, women can be empowered as they work 

towards reaching these targets through self care (2006: 137).  Additionally, although 

transformation is the goal, as the transformation process goes ahead, new capacities 

open up.  Throsby (2008) has also argued a similar notion of constraining and 

enabling aspects of power relations in regards to weight loss surgery and the 

techniques used to normalise the post-surgical body.  She illustrates that although 

some view weight loss surgery as “cheating” in the “war on obesity”, individuals who 

have the surgery perceive it as an “enabling technology” that gives them control over 

diet and exercise that was previously unavailable before surgery.  However, she 

indicates that the process of having surgery and losing weight to become a weight 

that is considered (medically) healthy can expose individuals to other types of health 

risks, placing limitations on their lives.  Throsby highlights that individuals who have 

weight loss surgery engage in processes that are “simultaneously enabling and 

constraining in ways that are potentially (but not always) problematic for 

individuals” (2008: 130).   

 
Gimlin (2002) has similarly explored the ways women enact strategies in their 

attempt to normalise their bodies that can be both constraining and enabling.  Gimlin 
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has considered how women engage in ‘body work’ to negotiate body and beauty 

ideals impressed upon them.  Through her empirical data collection at four specific 

sites (a beauty salon, cosmetic surgery clinic, gym and a organisation for overweight 

women), Gimlin explores how women respond to cultural and social ‘norms’ where 

deviations from these ‘norms’ are the motivations for them engaging in body work.  

Although these cultural ideals may then be perceived as constraining and oppressive, 

Gimlin (2002: 147) observes that women experience their body work as a site of 

resistance and a source of pleasure which is empowering because it allows them to 

redefine their identities. 

 
Davis (1995) also discusses the ‘dilemma’ of women engaging in cosmetic surgery to 

achieve normative body ideals.  According to Davis, the beauty system, which depicts 

ideals and variations from deficiencies, constrains women.  However, she explains 

that women use cosmetic surgery to negotiate a position of freedom.  As she found, 

women who engage in cosmetic surgery fervently desire it, perceiving it as 

empowering, highlighting "the contradiction between agency and the circumstances 

which constrain it" (Davis, 1995: 117).  She argues that women’s negotiation with 

cosmetic surgery is a balancing act where women are aware they are subscribing to a 

popular discourse around femininity but are negotiating a way around it.  Davis 

suggests that: 

decisions to have cosmetic surgery are rarely taken with complete 
knowledge or absolute freedom, they are, nevertheless, choices.  Cosmetic 
surgery can be an informed choice, but it is always made in a context of 
limited options and circumstances which are not of the individuals own 
making.  (Davis, 1995: 13) 

 
For the women in this study, the ideal image of motherhood as all giving, dedicated, 

self-sacrificing, nurturing and responsible is an image of authenticity that these 

women felt was important to subscribe too.  As I argue in the remainder of the thesis, 

subscribing to maternal ideals is a way women free themselves from a sense of failure 

and the constraining aspects of inadequacy and ineptness.   

 

Summary 
In this chapter I have considered the ways that women and their bodies have been 

constructed as failed, particularly the way discursive practices have generated failure 
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and mistrust in women’s reproductive bodies.  The mothers involved in the BMB 

enter an established discourse of failure because of their incomplete pregnancies, 

producing ‘damaged’ babies and then failing to nurture and nourish them.  Due to the 

link between the body and the self, an embodied failure is often perceived as a moral 

failure.  In this context, a failed maternal body equates to a failed mother.  For these 

women their biological (reproductive) capacity also speaks to the power of natural 

constructs of mothering, as an important aspect of being a legitimate mother where 

the (unruly) body becomes an impediment to the authenticity of their mothering and 

ultimately to their maternal identity. 

 
The consequence of failure in the context of powerful dualisms is that women are 

invited to participate in a project of normalisation.  This occurs by encouraging 

women to participate in disciplinary and surveillance tactics in order to overcome 

their biological inabilities.  Although these disciplinary and surveillance tactics have 

been critiqued for being repressive upon women’s bodies, in the following chapter I 

exemplify that these normalising tactics also allow women to open up new 

possibilities for themselves demonstrating productive and enabling strategies of body 

work.  
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CHAPTER 6: Normalising unruly bodies 
 
The dichotomous separation of normal/abnormal, failure/success is important in the 

governance of individuals and populations.  To adhere to the morally ‘right’ side of 

these dualisms the women involved in the BMB had to overcome failure by becoming 

successful at providing breast milk, which allowed them to access their desired 

identity as a good mother.  To overcome what was perceived as ‘failure’ the women 

involved in this research were drawn into a project of normalisation where they 

engaged in specific surveillance and disciplinary practices to correct and re-train 

their unruly bodies.  In this chapter I describe some of the disciplinary and 

surveillance strategies that operate in the BMB and demonstrate how the institutional 

space, time, documentation and inspection were used to render these women and 

their bodies visible and thus manageable.   

 
The emphasis on visibility and visual scrutiny is important in the operations of the 

BMB and as I will argue, even though this network of power involved aspects of 

surveillance and disciplinary power which was constraining, women engaged with it 

of their own volition.  Whilst the process of normalisation had its limitations, it was 

simultaneously empowering as it allowed them to transform not only their failed 

lactation but also work on and overcome their identities as failed mothers.  In this 

way, normalising strategies are more than a means of overcoming failure in bodies, 

they become personal, moral and about the self, where being perceived as normal 

allows women to identify with what is seen as natural, and thus what is considered to 

be, legitimate motherhood. 

 

Surveillance: the role of visual scrutiny in correcting failure 
Due to complications during her pregnancy, Laura had her son Jonathon at 30 weeks 

gestational age.  Several weeks later he was healthy enough to be discharged from 

hospital, yet once home Laura found he was experiencing some issues with reflux.  

She was concerned about his sleeping behaviour during this time so Laura installed a 

piece of equipment to Jonathon’s cot so she could monitor his heartbeat and 

breathing patterns while he was unsupervised, as she explained:  

So, I got, we got ... which was good, it’s like a sensor pad that goes under 
his bed, so if he stops breathing an alarm goes off … So there’s two like 
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pads that sit underneath and it’s a sensor.  And like, if you look in there 
when he’s sleeping a little light goes tink tink tink, so that was his heart 
beating and if it stops, I think its 15 seconds, if it [the sensor] doesn’t feel 
anything a big alarm goes off and it goes wooh wooh wooh […] It was like 
three hundred bucks but you know what, it’s just that peace of mind.  
‘Cause your paranoid the first, when you bring the baby home, it’s like you 
sleep with one eye open to make sure they’re breathing.  (Donor, INT06: 
1239) 

 
Laura’s emphasis on watching, being vigilant and constantly being aware was a stark 

reminder of the first few months of Jonathon’s life, in which he was under constant 

observation in hospital.  Laura’s experience demonstrates how pervasive the concept 

of surveillance is for these women and how difficult women find it to step out of the 

direct gaze even when out of hospital and mothering under their own circumstances.   

 
The close surveillance of babies extends to the visibility that is crucial to the 

restoration of failed maternal bodies, which becomes an important aspect of the 

project of normalisation both inside of the hospital location and at home.  In an effort 

to normalise their failed bodies, many women spoke of strategies they engaged in 

both within and outside of the hospital which always incorporated aspects of 

observation.  As much of this observation is initiated in the hospital environment, 

Foucault’s concept of the institution becomes relevant to the ways in which women 

experienced surveillance in the BMB.  As I mentioned previously, Foucault (1973) 

argued that the early forms of institutional medicine relied on the concept of the gaze 

to produce clinical knowledge where practitioners visually assessed symptoms.  The 

emphasis on the gaze and visibility eventually generated changes in medical 

practices, seeing it shift into a form of ‘surveillance medicine’ where observation and 

inspection of the body became a fundamental aspect of modern medicine (Armstrong, 

2002; Atkinson, 2002).  Institutional settings have provided the context in which the 

individual (in particular the individual body) are turned into a source of knowledge.  

It is this knowledge that becomes a mode of authority which controls and regulates 

behaviour (Foucault, 1991).  Foucault (1991) explained that by fixing individuals 

within a specific institutional space, and regulating them within this space, they begin 

to internalise and take up ideas of regulation by self-policing their own behaviours.  

Eckermann (2000) demonstrates how this applies to the hospitalisation of anorexic 

patients where their treatment involves behaviour modification.  For these 
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individuals the concept of surveillance and the consequent production of themselves 

as compliant subjects is imperative to the effectiveness of their institutional 

treatment.  Similarly, Barrett (1996) indicates how the space and time dimensions 

within a therapeutic setting for patients with schizophrenia is imperative to the 

power/knowledge relations involved in their treatment.   

 
For the women involved in the BMB, the location and space within the hospital 

provides the context in which the authority of the medical experts is played out in 

relation to the women’s incomplete mothering.  Positioning women within this space 

and monitoring their behaviour both inside and away from the hospital ensures that 

they adapt their activities in order to mother their premature baby in what is 

considered to be the ‘correct’ way.  The women found themselves engaging in close 

surveillance and intense self-scrutiny which was formalised and legitimised as 

necessary for the health of their premature baby.  They facilitated and participated in 

this surveillance, allowing themselves to be observed and monitored within (and 

outside) the formal hospital/nursery setting, and co-operating in the modification of 

their behaviours in response to this surveillance.  In this project, I identify the range 

of techniques used by women to observe and measure exactly how successful they 

were at transforming their failed bodies and how both institutional surveillance and 

self-surveillance were used to re-train or modify their behaviours to ensure their 

body work was successful.  These techniques relied on: 

� visual scrutiny (of the baby, the mother) in a specific space (the neonatal 

nursery) and designated times (every 3-4 hours); 

� documenting lactation and expressing, and inspecting volume and appearance 

of expressed breast milk; and 

� compliance that was not forced but taken up, along with the possibilities for 

resistance. 

These surveillance techniques were significant in this site as the knowledge they 

generated determined whether a woman would become involved in the BMB, either 

as a donor or recipient.  In the following section I address each of these techniques 

separately.   

 
 



CHAPTER 6 | Zizzo 

145 

Space: the panoptic nursery 

Through the weeks following their discharge from hospital, mothers of premature 

babies visited the hospital and absorbed the formal and informal rules and 

expectations of the nurseries.  They learnt the daily happenings in the clinical 

environment, they looked forward to seeing some nurses and less so others, they 

became engaged in the rules, knowing what was expected of them, how and when.  In 

this system, surveillance and visibility were crucial to the operation of the neonatal 

nursery and the BMB.  Initially the rules and techniques of observation troubled some 

of the women who spoke about the nurseries generating unease, making them feel 

that they were on display, that they were just one of many in a big ‘baby farm’ 

(Cathy).  Yet given that the women could not avoid the nursery and the sense of ‘being 

watched’, observation became an everyday aspect of their mothering.  For example, 

recipient mother Cathy jokingly explained that she thought of the nursery and 

hospital environment as a fish bowl—a transparent habitat into which everyone 

could look and make judgements about what they saw.  The ‘fish bowl’ fundamentally 

operated as a subtle controlling mechanism monitoring, measuring and managing the 

bodies within, both those of the mothers and the babies. 

 
The symbolism of the nursery as a ‘fish bowl’ was reinforced by the architectural 

design which became a means for the operation of power (Dreyfus & Rabinow, 1983: 

190).  The bright lights and the transparent walls of glass to facilitate observation 

(depicted in the diagram below with dashed lines) and reveal what was happening 

inside the nursery at all times.  As Barrett indicates in his observations of a 

psychiatric facility, the positioning of glass windows and walls were an “instrument of 

the disciplinary gaze” providing an invisible mode of power through an “open and 

gentle regime of surveillance” (1996: 31-32).  The glass in the nurseries acted in 

much the same way, to facilitate easy surveillance from multiple vantage points.   

 
As discussed in Chapter 2, Foucault (1991) used the metaphor of Bentham’s 

nineteenth century panopticon to describe the way that surveillance and discipline of 

bodies is articulated through spatial dimensions of institutions, including hospitals, 

schools, factories and prisons.  The panopticon functions to control and discipline 

bodies through the possibility of complete and continual visual surveillance.  Foucault 

was particularly interested in how Bentham applied the panoptic design to prison 
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architecture to facilitate constant surveillance by way of a central watchtower 

surrounded by outer buildings.  In this structure, the outer building is totally 

comprised of ‘cells’ which are visible from the central tower and designed to 

accommodate an individual person (whether that be a prisoner, or in other scenarios 

a pupil, a worker, a patient or a baby in a humidicrib).  Within Bentham’s model, 

visibility is enhanced further as each cell has a window at the back and one at the 

front, providing a backlight so all of the actions of the incarcerated individual are 

visible from the tower at all times.  In this way it is made possible to “see constantly 

and to recognise immediately” the actions and behaviours of the imprisoned 

individual (Foucault, 1991: 200).  Control is exercised over the confined individual, as 

they are not able to verify whether or not they are actually being watched, they 

simply know that there is a possibility that they are and thus behave accordingly.  

Fundamentally, the power of the panopticon design operates because visibility is 

unverifiable, the individual can always see the tower but never knows if, when and 

from where she or he is being observed.  The constant observation has the capability 

of altering behaviour by making individuals less inclined to misbehave and more 

inclined to follow rules, training them to correct their behaviours (Foucault, 1991: 

203). 

 
The hospital setting also relies on a metaphoric (and sometimes physical) panopticon 

to facilitate visibility and control.  Inside the nurseries, the staff enforces and 

inscribes social order and conformivity, comparable to that enacted by the guards in 

Bentham’s prison.  Similarly, some critical care hospital wards and intensive care 

units (ICU) are structured on a panoptic model with central visual access to all patient 

cubicles (Barrett, 1996; Eckermann, 2000; Lawler, 1991; Morioka, 1989; Prior, 1988).  

Neonatal nurseries do not differ much from these intensive care units in their 

structure and principles of surveillance but they have not been discussed in this 

context.  Nonetheless, it is evident that constant visibility operates within the 

nurseries at KEMH in particular Nursery III, where the smallest, sickest babies were 

cared for.  This was immediately evident to me in my observations at the hospital and 

reiterated through the interviews, particularly through the description of the 

environment as a ‘fish bowl’.   
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Figure 13: Nursery III and Bentham’s Panopticon 

Diagram of Nursery III (left) (compiled by myself and a participant) in comparison to Bentham’s 
panopticon (right) (as cited in Foucault, 1991, image 3), highlighting how the ‘cells’ facilitate 

observation of each individual occupying the cell, i.e. baby and their mothers sitting beside them. 

 
Within the nursery, the transparent humid-cribs facilitated a gentle mode of 

surveillance, serving a similar purpose to the cells in the panoptic design, as the 

babies are visible from every angle.  If the humid-cribs act as a cell for the baby, then 

the portioned off area designated for that baby acted as a cell for the mother, so just 

as the babies’ actions were monitored, so too were those of the mothers.  As the 

mothers were seen, as ‘responsible’ for, these damaged and fragile babies and they 

too were placed under the same gaze as the babies.  In doing so, not only was their 

baby’s physical appearance exposed (which emphasised how fragile and ‘damaged’ 

they were) but also the actions, behaviours, emotions and movements of all the 

mothers in the nursery were open to scrutiny.  This meant that facets of their 

mothering were monitored and judged, especially their display of vigilance over their 

baby.  This included observations of the frequency and duration of a mother’s visits to 

the nursery, including whether they were late, early, or if they did not visit at all.  For 

some women this information led to judgements on the quality of the mothering 

these women provided, for example infrequent visits raised doubts about a woman’s 

level of concern for her baby.  Since expressing breast milk had become the only 

maternal activity women were actively invited to participate in, their behaviour 

A 
                              NOTE:   
     This figure/table/image has been removed  
     to comply with copyright regulations.  
     It is included in the print copy of the thesis  
     held by the University of Adelaide Library. 
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around this activity was closely monitored as well.  Women were aware that all 

actions and behaviours involved with expressing were being closely observed by the 

staff and by other mothers in the nursery.  Although there were certain avenues 

women could take up to avoid the gaze of others, such as expressing in the parent’s 

room, which was a separate lounge area, this was often at a cost.  Mothers would 

frequently indicate that in removing themselves from the nursery they severed a 

visceral connection with their baby, which impacted on their milk supply.  Therefore, 

even though the mothers had an opportunity to escape they often preferred not to, 

instead actively choosing to remain under surveillance within the nursery so that 

they could remain close to their baby and therefore maximise their milk supply. 

 
Mothers responded positively to the notion of surveillance and observation in the 

hospital environment, as their baby’s growth and development, which was closely 

watched and recorded, reflected on the mothering they were performing, in 

particular around expressing.  For example, Angela had taken a few days to begin 

lactating but soon started to produce an adequate breast milk supply for her 

premature son who was developing healthily.  Nonetheless, she sought out the 

assistance of a lactation consultant in order to assess her efficiency as a feeder and 

judge whether she was an adequate provider, as she explained:  

A: And I know how much if I take out, how much he gonna be getting, and I 
did go to a lactation consultant to see how much he did actually take in 
each feed 
G: Oh ok, so they can measure that? 
A: They can, yeah so what they do, they measure him before the feed, 
weigh him before the feed.  Then they feed him, then they weigh him after 
the feed to know exactly how much he’s taking in.  So ... so I did, did that as 
well just to see, to make sure he was taking in enough in as well so ... yeah 
so ... yeah so I’ve been able to like gauge it pretty well [inaudible].  Oh yeah, 
the weight gain was the most important, like we lived on weight gains. 
Basically we would be like ... you know looking at his weight, every, every 
night they’d weigh him and it’s like “oh how much did he put on?” (Donor, 
INT19: 822) 

 
Angela’s experience illustrates how surveillance and monitoring could be self-

imposed in the BMB and hospital.  As Angela herself contacted the lactation 

consultant to ensure her breast milk supply was adequate she demonstrated how she 

actively and positively engaged in the system of surveillance.  For Angela it was about 

gauging whether she was doing the “right” thing, mothering in the “right” way 
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because her son was getting a certain amount of food and gaining a certain amount of 

weight.  For these women who had sick and small babies, weight gain became 

something they closely monitored because it directly related to adequate 

nourishment which demonstrated successful mothering.   

 

Time: the expressing routine  

For the women in the BMB, the schedule of routinely lactating (and documenting this 

process in the EBM diary, which I will discuss shortly) establishes a rhythm for them 

so that their bodies become accustomed to releasing breast milk every three hours.  

The routine of expressing is used by individuals to structure their activities and 

ensure they are utilising their time efficiently.  Women in this study found that as they 

came to embody the schedule, their bodies began to automatically respond to the 

three to four hour routine.  For example, participants explained that it was necessary 

for them to plan at least two expressions during the night yet often exhausted, they 

discussed their desire to ignore this demand and continue sleeping.  However, many 

found that their bodies had generated so much breast milk in the time they had been 

asleep it was uncomfortable to continue sleeping with full, leaking breasts, so they 

had to express in order to relieve their discomfort.  This indicated how they had 

trained themselves and modified their behaviours in order to maximise their breast 

milk production and outputs.   

 
This notion of time and behaviour modification is discussed by Foucault who 

explained how specific organisation of time within institutions operate through the 

timetable which functions to “establish rhythms, impose particular occupations [and] 

regulate the cycles of repetition” (Foucault, 1991: 149).  He argued that in these space 

and time modalities, bodies are “subjected, used, transformed and improved” where 

systems of knowledge and the institutionalisation of power function to control the 

body and to subordinate reason (Foucault, 1991: 136).  In his ethnographic study 

Barrett (1996: 37) highlights how the organisation of space within a psychiatric 

facility is linked to the structure and organisation of time.  Outside of formal spaces, 

the notion of the clock and adhering to time has also influenced metaphoric 

constructions of the body.  As I mentioned in the previous chapter, the link between 

the ‘ideal’ age to reproduce and female infertility is often discussed colloquially as a 



CHAPTER 6 | Zizzo 

150 

woman’s ‘biological clock’. Other scholars have illustrated that the institutional 

organisation of bodies though time has meant that the medical clock has become a 

tool for medical power.  For example, Marshall (1996) emphasises how time, and the 

structuring of time through a timetable, is related to the control of individual 

behaviours.   

 
The importance of a strictly timed regime is exemplified in the Truby King approach 

to breastfeeding which dominated during the 1950s.  New Zealand based, King 

advocated breastfeeding but stipulated that healthy babies prospered under strictly 

timed feeding routines where women were instructed to feed their baby four hourly.  

Martin (1987: 140) has also discussed how the clock and knowledge of time have 

dominated medical notions of a normal pregnancy and normal birth.  Martin’s work 

shows that women’s knowledge of time can allow them to control when and how 

their pregnancies and labours proceed, for example by delaying their admission to 

hospital and slowing down the stages of labour.   

 
Although time was a facet of surveillance and thus the process of normalisation, in the 

BMB many found they resented the control, as Jayne explained: 

the only thing that used to annoy me was, I hated the clock watching I had 
to do all the time, because the lactation consultant sort of ... showed me 
how to do this diary in the beginning it was every two hours or whatever 
and I felt like, chained to the clock all the time. (Recipient, INT16: 1145) 

 
The efficient production of breast milk based on a strict timetable placed 

considerable limitations on the women’s bodies, their mothering, their daily activities 

and their capacity to do other tasks.  Having to wake up in the middle of the night to a 

breast pump instead of a baby demonstrated just how difficult and constraining 

complying with normalisation tactics was for these women.  Not only did the 

expressing regime impact upon their sleeping patterns but also on their daily lives 

and their responsibilities whilst away from their premature baby.  Many of them had 

other children, for whom they remained responsible, performing various duties such 

as delivering them to and collecting them from school.  Vanessa explained her 

responsibilities across a typical day: 

V: It was like having a newborn baby at home you got up to feed and you 
got up to feed every three hours [but] you weren’t feeding a baby 
physically ... but you’re providing for them so [...]  
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G: So during that time, were you really physically exhausted or? 
V: Physically exhausted, you know, just mentally you’d, your day ... 
especially with a two year old as well you’d get up, you’d send her off to 
day care, take her to day care, then off to the hospital, made sure you had 
all your pumping equipment, so you can express while you were there ... 
go and see him [premature son], and you always tried to get there, you 
know when the doctors were doing their rounds, so you could speak to 
them if you had any questions and ... you would spend most of the day up 
there and then I’d go from the hospital to day care, pick my daughter up, 
come home ... And then go back again at night, you know to [express and] 
give him another feed before ... before you retired for the evening you 
know ...  (Recipient & Donor, INT13: 565/575) 

 
As Vanessa’s narrative demonstrates, expressing often interfered with her other 

responsibilities and limited how much she could do which led to emotional and 

physical exhaustion.  The stress and pressure of these overwhelming responsibilities 

meant that maintaining strict self-discipline to produce breast milk through the timed 

schedule was gruelling, as Cathy explained: 

G: So, the experience of expressing, how did you cope with that? 
C: It drove me crackers.  Oh like, they’d [her family] be fast asleep and I’d 
be sitting up yeah pumping every like three hours. [I was] absolutely 
knackered! Yeah 
G: And even during the night you’d get up? 
C: Oh yes, every three hours, I’d set the alarm, get up, sit out here [lounge 
room], pump pump pump (Recipient, INT03: 536). 

 
The expressing routine also physically constrained them because, as Stacey explained, 

it limited her time with her son because she did not feel comfortable expressing in the 

open nursery where she could be visible to all: 

ok I’m with him now I’ve gotta go and express or I’ve gotta, I can’t, can’t go 
shopping! I can’t do anything because I’m expressing, sitting on the 
machine for an hour.  (Recipient, INT10: 196) 

 
Due to Stacey’s discomfort with publicly expressing she was constrained to the 

private realm.  Mothers like Stacey were further limited because they relied on an 

electric breast pump that required mains power and therefore was not portable, so 

every three hours they were physically bound to one particular location until their 

breasts had been sufficiently drained by the machine. 

 
Frustration with routine expressing is reiterated in the research on lactation 

conducted by Stearns (2010) who explains that the time consuming and labour 

intensive demands of expressing are common sources of frustration for women who 
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express.  She found that for women who have full-term babies the constraints of 

expressing is a hefty price to pay to avoid the use of formula.  This was not necessarily 

the case for the women in this project where rather than using formula, expressing 

was constructed as life saving and a way to prevent further feelings of failure or 

inadequate mothering.  Yet, despite the emphasis placed on the importance of 

maintaining a routine in order to sustain a supply, many women did find the cost of 

expressing high. 

 

Documentation: EBM Diary 

As with the panopticon, although these women were not sick, it was still necessary for 

hospital staff to measure and analyse the productivity of their bodies through various 

methods of documentation and inspection.  The need for relatively healthy women to 

submit to levels of observation illustrates how modern forms of surveillance 

medicine rely on the fusion of the categories of healthy and ill so that everyone falls 

under the same “network of visibility” (Armstrong, 2002; Turner, 2000).  Armstrong 

(2002: 113-4) provides the example of how both sick and healthy status is conflated 

in the charting of children’s development on standardised growth charts which has 

become a routine aspect of infancy.  Health professionals rely on these charts to 

determine whether a child is achieving ‘normal’ standards of growth.  This 

measurement of child development simultaneously acts as a method of monitoring 

mothering without a physical presence (Henderson et al., 2010).  On growth charts, 

children’s weight, height and age are ranked on a continuum from which a judgement 

is made as to whether they reach expected standards.  Any abnormality (possibly 

based on perception of poor mothering) invites medical intervention (ibid).  Charting 

growth illustrates that categories of what is normal and abnormal rely on 

quantification to calculate and problematise individuals, as mentioned in the previous 

chapter (Hacking, 1986; Heyes, 2006).  Quantification is necessary to the definition of 

abnormality and produces various signs, images and calculations that document the 

human body rendering it legible and open to interpretation and alteration (Atkinson, 

2002; see also Dreyfus & Rabinow, 1983).  Thus an important aspect of technologies 

of surveillance and visibility is the quantification and documentation of illness and 

health (Henderson, 1991, 1994). 
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According to Atkinson (2002), technology has created various methods and machines 

with which data about the human body is collected, read and interpreted.  As I have 

mentioned, the EBM diary was one such method, as Belinda explained it became 

enmeshed into her daily expressing routine:  

You get a chart from the milk room and basically once you’ve expressed 
what you’ve expressed you put it into another bottle, with the rest, the 
days supply and you just measure how much you got in there and write it 
on the chart, ‘cause that way ... I think the lactation consultant gave me 
that actually…That way you can see if your milk supply is going up.  
(Recipient, INT14: 408) 

 
Touted as a way to measure sufficiency of supply, the EBM diary was also a tool used 

to measure and control women’s behaviour revealing their level of dedication to 

routine expressing, particularly when they were away from the hospital.  For those 

whose diaries reveal signs of resistance or rejection of the regime of expressing, 

attempts were made to regulate and normalise their behaviour.  Suggestions to alter 

conduct were made through strong insistence or heavy promotion of the importance 

of following the scheduled routine of expressing.  As Jayne, who did not express on 

schedule, explained, when the nurses discovered she was refusing to express at night 

she: “felt really pressured actually [...] Very pressured anyway [in] that environment” 

(Recipient, INT16: 262, 1085).  For some mothers, like Jayne whose full, leaky breasts 

where not sufficiently uncomfortable to force her awake in the middle of the night, 

expressing at that time was harder than getting up to an actual baby.  Yet refusing to 

comply with routine, evoked feelings of guilt because she felt she was being perceived 

as a woman who was not doing enough or failing in her role as a mother.  Refusing to 

express overnight was read as a sign of her lack of commitment to intensive, self-

sacrificing mothering. 

 
The EBM diary was also perceived as documentary evidence displaying women’s 

commitment to good mothering.  For example, Karen documented the fluxes of her 

supply for three months while her daughter was hospitalised.  Karen displayed and 

discussed her diary with me in her interview.  It was obvious that she had invested 

tremendous effort in her maintenance of such an accurate record of her time and 

output, in order to prove to herself and others that she was doing everything she 

could to increase her supply: 
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K: So in the beginning it [breast milk supply] didn’t really matter I was 
only producing a tiny amount but she was only using a tiny amount ... ah 
but ... ah so that was ... one week, so almost, a week and a half after she 
came out, I’m only producing this many mls per day [indicates on chart] 
G: (pause while we study the chart) So 19, 22 [mls] ...? 
K: That is not very much, it is like a test tube about this big (gesturing with 
index finger and thumb) it’s hardly any milk 
G: So you’d be, this is a total? (me pointing to a figure on the chart),  
K: This is mls (laughs) that, that (pointing to a figure on the chart) would 
be the entire amount of milk I was producing a day ...  
G: Even expressing every three hours? 
K: Yeah 
G: You were getting like 2 mls ... 1 ml [each time]? 
K: Yeah, procession [sic], it was path- it was really, really pathetic.  
(Recipient, INT01: 423) 

 
Karen explained that she did not throw away her EMB diary after her daughter was 

discharged from hospital because it was “like a testament [to her efforts]” (Recipient, 

INT01: 534).  It provided her with a sense of achievement and was a tangible 

reflection of her commitment to intensive mothering.  In this way, writing records 

like the EBM diary, and knowing it would be inspected by others provided a source of 

pride for these women.  Thus, for women like Karen, record keeping through the EBM 

diary acted as a tool of empowerment.  As the women were responsible for keeping 

and submitting these records for inspection it also allowed them a certain degree of 

control over how they were read and interpreted as was the case in Barrett’s (1996) 

ethnography.  He discussed the ways that documentation and records had the 

capacity to empower patients in a mental health facility who were aware of the 

impact that these written records had on their diagnosis and treatment.  Barrett’s 

research shows that knowledge of what was recorded in their files influenced how 

patients behaved with and presented themselves to some medical professionals, 

giving them a degree of control over how they were perceived by others.  This is a 

concept that resonates with these women and how they used the EBM diary as a way 

of displaying their efforts and thus their commitment to responsible mothering 

On the other hand, the EBM diary was also a tool which rendered visible aspects of 

mothering that would not normally be visible and in doing so the maternal body 

became a text to be read.  This ‘text’ worked much like the infant growth chart, 

designed to be examined by experts in order to reveal abnormalities in maternal 

bodies.  In this way, the EBM diary made maternal activities legible so they could be 
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read by the medical staff and corrective strategies introduced as required.  Thus the 

EBM diary is not only a method used to measure outputs of breast milk but also as a 

diagnostic tool.  For example, if the diary revealed inadequate volume of milk 

production, or a complete inability to produce anything, the women were regarded as 

having a medically diagnosable problem or disorder which required treatment.  As I 

have previously mentioned, the treatment strategies included pharmaceutical 

interventions (Domperidone) and other therapies to stimulate lactation such as 

ultrasound.  The aim of the treatment was to ‘normalise’ their bodies so that they 

could efficiently produce breast milk, suggesting that their bodies were otherwise 

deviant.34  In this way, the written records of their breast milk quantities not only 

described their output but also determined their treatment. 

 
Reducing women’s lactation to written texts can be problematic because it ignores 

the wider complexities of motherhood that these women negotiate.  As the mothers in 

this research illustrated, the EBM diary reflected their lack of breast milk, but it rarely 

reflected the reasons why they might be lacking breast milk.  Since the EBM was read 

as an objective statement about when and how much a mother was expressing, it did 

not measure or acknowledge any contributing circumstances.  For example, there was 

nowhere on the diary to record whether a mother had particularly high stress levels, 

had sensory contact with her baby in the three hour period or if she had consumed 

adequate fluids during the last 24 hours.   These are all factors that affect supply but 

are not taken into account on the EBM diary.  This means that the record can be read 

and interpreted ‘out of context’ (Barrett, 1996: 109).  For example, Diane, a recipient 

mother, later discovered that the reason for her insufficient supply was because her 

placenta had remained attached following her labour which prevented the release of 

the hormones she required to stimulate her breast milk production.  Similarly, after 

the premature birth of her twin boys, Giulia experienced severe sleep deprivation due 

to the recent death of her mother-in-law who was the primary carer of her older son.  

Her mother-in-law’s death caused Giulia’s husband deep grief that incapacitated him, 

forcing her to become the primary carer for their older son, running their household 

                                                        
34 Harding (2000) has considered how menopausal and postmenopausal women have similar 
experiences when their bodies produce reduced levels of hormones and they are given hormone 
replacements to rectify this.  Infertile women have been treated similarly where their infertility is 
treated as a disease and reproductive technologies act as a cure or solution to involuntary 
childlessness (Franklin, 1997; Raymond, 1995). 
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on her own, coping with her own grief and going back and forth to the hospital to visit 

her premature babies.  The EMB diary did not allow for this type of information to be 

recorded and more or less focused solely on measuring what the mother could and 

could not quantify in terms of breast milk production. 

 
Charting can also be problematic because it objectifies the body and results in the 

segmentation of the individual (Barrett, 1996: 131; Henderson, 1994: 937).  

According to Macleod and Durrheim, this segmentation is consistent with the 

disciplinary pole of bio-power which emphasises surveillance technology as a method 

requiring the body to be fragmented into entities which are to be “subjected to 

precise, calculated and repetitive training” (2002: 48).  Thus, under surveillance, 

bodies are fragmented so that parts are subject to the gaze rather than their entire 

body (Atkinson, 2002: 20, 33).  In this project, fragmentation arising from 

surveillance and documentation often resulted in feelings of disembodiment, where 

women often reflected that the heavy emphasis on effective expressing positioned 

their breasts as central to their ability to mother rather than acknowledging other 

factors.  For example, they often explained that this fragmentation reduced them to a 

mechanical function ‘like a cow’ or ‘a machine’ which diminished the complexity of 

their mothering.  

 

Inspection: the milk room delivery 

Foucault explained that surveillance technology is concluded through the practice of 

the ‘examination’.  The examination functions to illustrate “whether the subject has 

reached the level [of productivity] required, of guaranteeing that each subject 

undergoes the same apprenticeship and of differentiating the abilities of each 

individual” (Foucault, 1991: 158).  According to Foucault (1991: 170), the 

examination consists of two elements; hierarchical observation and normalising 

judgements which act as instruments of power that produce a ‘normalising gaze’, 

separating and judging the conduct and productivity of individuals.  Thus, the 

examination requires a calculating gaze that indicates any departure from what is 

determined to be correct behaviour and invokes a series of coercive tactics which 

involve subtle punishment, deprivations and humiliation (1991: 178).  These subtle 
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forms of punishment are a way of correcting behaviour when the examination reveals 

that individuals are not meeting expected standards. 

 
For participants, observation of their bodies and mothering was combined with 

normalising judgements, which specifically came about through women’s 

engagement with the milk room.  The milk room became a daily aspect of each 

woman’s negotiation of hospital space as she arrived each morning and delivered the 

breast milk she had expressed overnight.  As I explained in Chapter 4, women would 

deposit their supply in the milk room, where it was the role of nurses and lactation 

consultants to examine the quantity and documentation of each woman’s 

contribution.  Often this examination of a woman’s breast milk included a comparison 

of her daily delivery to what was recorded on her EBM diary.  If there was no 

disparity identified, women would simply deposit their milk in the room and move 

on, sometimes they would be congratulated and praised.  However, if supply was 

inadequate women would often be interrogated, leaving them feeling reprimanded 

and failed, as Stacey indicated:   

S: It was terrible to put [breast milk], and then walk in [to the milk room] 
with this little – and one day some – one of the nurses said to me ... ”is that 
all you’ve got?” 
G: Like, in what way?  
S: Like, “how sad and pathetic”.  (Recipient, INT10: 196) 

 
Natasha was also annoyed with the response from the milk room staff: 

When it was getting…ah…to the stage where he needed milk and I wasn’t 
producing.  They…I got hassled a lot by the milk room because I wasn’t 
producing enough.  Who was it, the lactation consultant.  They were 
hassling me hugely, “you’re not producing enough”.  It was almost a daily 
thing and in the end I was getting really antsy [anxious].  (Recipient, 
INT21: 339) 

 
Through monitoring the quantity of breast milk that women were depositing, the 

milk room staff applied a normalising judgement and examined the adequacy of 

women’s productivity.  It also opened avenues for women to observe the amount of 

breast milk that other mothers were producing and to compare this with their own.  

This comparison would typically occur as women passed each other in the hallways 

entering in and out of the milk room.  As Stacey explained:  

Then when they [doctors] do say “we’re gonna start trying to give them 
[premature babies] two mls”.  Two mls of milk?! (laughs)  And I was like, 
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and then ... the stupid thing is, two mls I couldn’t even get two mls of milk 
and ... to me, I’m like: “all I have to do is get two mls and I, and I, you know, 
and I can’t [even produce that].  And I see these mothers walking in with 
these big containers full of milk and I’m like ... I’ve got, you know I walked 
in [to the milk room] one day and I said, “I got a test tube” (laughs) And I 
really did, and I was like ... oh ... it was sooo horrible.  (Recipient, INT10: 
184) 

 
Women often interpreted the ‘huge’ quantities of milk that others produced as an 

indication of their ability to adhere to rules and regulation in order to produce milk.  

Low supplies were indicative of a perceived failure to comply.  This was evident in the 

way recipient mothers (who by definition struggled with supply) constructed donor 

mothers as ‘super mums’ determining that these women were somehow ‘better’ 

because they were able to self-regulate and self-discipline more successfully.  For 

some mothers, who felt they were failing to measure up, this examination was 

humiliating, which as Foucault indicates had the effect of encouraging individuals to 

‘correct’ their behaviour.  If the milk room examination revealed inadequacy often 

women tried harder to comply with routine expressing, using this scrutiny and fear of 

being constructed as failed as a motivator, where their stricter self-discipline would 

make them more productive.  This did work for some mothers, for example, Vanessa 

struggled with supply and initially relied on donated breast milk to feed her baby, but 

eventually managed to produce enough milk to become a donor.  However, this was a 

unique example and in actuality, being scrutinised, trying harder and still coming up 

short was more common and intensified women’s feelings of failure.  This was the 

case for women like Stacey, who compared her supply to others in the milk room and 

felt shame and embarrassment.  For Karen, her feelings of failure turned to a feeling 

of discontent and jealously, as she explained that the process of examining and 

comparing her milk supply to others generated ‘milk envy’.  She said: 

I remember when we were in hospital at one point and ... you know, just 
during the day sitting there and one of the mums, had gone to pump and 
she’s like, “oh only 60 mls that’s hardly worth keeping, I might as well just 
tip it down the sink” and I’m thinking, that would be a good amount for me 
(laughs) You do, you do get, ah sorta milk envy, I have to say (laughs) [...] 
Ah ... I, really wasn’t fussed about not looking like a beached whale 
(laughs) although I hadn’t planned to have a caesarean it didn’t break my 
heart but I did ... ah, so I didn’t have that.  But I tell you, when I got to milk, 
I was (laughs) I was as pissed off as them (laughs) I really don’t wanna 
know about people who, produced loads and loads of the stuff ‘cause I hate 
them (laughs).  (Recipient, INT01: 864) 
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Those who were lactating in excess were often aware of the scrutiny they were under 

by other mothers.  Laura described an experience with another mother with a baby in 

the nursery: 

there was another lady there [in the hospital] that had a baby and like, we 
were on the same sort of schedule.  Our babies would feed at the same 
time, so we’d go into the feeding room ... and whatever and one day I come 
in there and I was expressing and I filled ... I think it was 250 mls out of 
one breast and she was like (makes a facial gesture, awkward smile).  
What’s the matter with you?  And it was like, she was just having enough, 
you know for her baby and she’s like, (whispers) “oh my god” (stops 
whispering).  I said “I dunno, I dunno” (laughs).  (Donor, INT06; 630) 

 
For Laura, the scrutiny and astonishment of the other woman was spoken with a tone 

of triumph, significant because she had previously gone through three failed IVF 

attempts to eventually have her son, where she used this scrutiny as a way of 

justifying her accomplishment in eventually being able to succeed at breastfeeding.  

 
As well as comparing the volume of breast milk, the ‘quality’ also came under scrutiny 

and evaluation, where the appearance in terms of its characteristics and composition 

was also closely analysed by the women.  For example, Nora would compare the 

colour and consistency of her breast milk with the milk of others and noticed if it 

appeared different, questioning whether she had done something ‘wrong’ like eaten 

something she should not have the previous day.  Similarly, Tania compared the 

appearance of her milk with that of donors:   

T: [My breast milk] was white.  Just looked like normal milk.  Sometimes it 
was a bit yellow.  And ... it also just depend on what you’d been eating, 
which is really strange.  I found, I was like, oh that’s very odd that one.  So, 
no they said to me you know, “don’t eat peas, don’t eat tomatoes, don’t eat 
chocolate”, I was like “ok so what can I eat?!” ... 
G: So would you compare like, the look of the donor milk to your milk? 
T: Ah yeah, sometimes I did.  I’d like sorta look at it and I’m like “hey it’s 
like the same colour” and sometimes like “oh that one’s a bit orange” 
(laughs) or you know different colour and [...] when I got my milk in and 
they’re like exactly the same colour, they were both white.  I was like cool, 
that’s obviously a good thing (laughs).  (Recipient, INT15: 1791-1810) 

 
As Tania’s narrative indicates, women judged their breast milk as either ‘healthy’ and 

sustaining when it had a creamy appearance because it was considered fuller in fat 

and superior for their babies, containing “all the good stuff” (Laura) whereas pale, 

greyish and ‘thin’ consistency was determined as ‘unhealthy’ or inadequate (Karen). 
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The effect of the milk room ritual is two-fold; it emphasises failure but also 

establishes a sense of normativity.  What is defined as ‘normal’ supply typically 

depends on the specific infant, because they control the amount of milk consumed, so 

what is normal depends on the baby, on their age and weight and individual 

requirements.  For these women, there is no ‘normal’ as their babies each had varying 

and different complications associated with their prematurity, so the notion of what 

was ‘normal’ was determined through comparisons of each other.  Although there 

may be a clinical interpretation of what is ‘normal’ and expected in terms of nutrition 

and development, the participants in this research were projecting a sense of what is 

normal through comparisons, and one way they did this was in the milk room. 

 
The insights into the importance of visual scrutiny and of documenting lactation and 

expressing indicate that constant surveillance and the ever present perception of 

inadequacy was a problem that influenced the way women felt about their mothering.  

Although aspects of this normalisation were empowering, allowing women to 

demonstrate their commitment to their body project, for others the pressure to 

produce breast milk was limiting as it established a link between their body’s 

functioning and their ability to produce milk as an integral aspect of their identity and 

ability to perform as mothers.  In the following section I consider how and why they 

opt to comply or reject the project of normalisation and the constraining and enabling 

aspects of surveillance and discipline. 

 

Participation and resistance 
As discussed in the previous chapter, Foucault emphasised that in networks of power 

individuals are not docile but have “a multitude of options in terms of how to interact 

within power relations” (Lorentzen, 2008: 54).  The way people in general negotiate 

medical care illustrates this point, where individuals refuse to remain passive 

patients and instead take on “new cultures of active citizenship” where they become 

consumers and controllers of their own health and welfare (Rose, 2007b: 23; see also 

Lupton, 2000).  In expanding this notion into the context of the BMB, this research 

illustrates women were not docile in adopting normalising tactics but participated in 

them actively through self-care and resistance.  Rather than being forced to comply 

with prescribed behaviours in the BMB and nursery, women ‘take up’ certain 
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behaviours which are deemed appropriate by authority and experts and they are 

rewarded for doing so.  In this context, power is conceptualised through agency and 

co-operation where the women are invited to exercise agency through self-regulation 

and a process of self-examination, self-care and self-improvement.  It becomes the 

women’s own imperative to discipline themselves and make the ‘right choices’ that 

are both rational and moral.  This did not diminish the role of the hospital or medical 

experts but rather emphasises Foucault’s point that individuals are not subjects of 

power but play a role in its operation (Rose & Miller, 1992). 

 
In the unique context of the BMB, the health professionals determine what behaviour 

is appropriate and which feeding method is ideal.  They are responsible for inviting 

women to engage in techniques of self-discipline and surveillance in order to train 

them in the appropriate care of their fragile babies.  This training on the correct and 

acceptable maternal behaviour (which included but was not limited to expressing 

breast milk) invited women to participate but also relied on methods of coercion to 

ensure mothers were compelled to comply.  For example, although the incubator 

provided the safest environment for these babies, several mothers felt concerned that 

it placed too many restrictions on their mothering.  Due to the emphasis on the 

importance of bonding and skin-to-skin contact, many women felt that the 

restrictions that the incubator created on the amount of physical contact with their 

babies not only inhibited their breast milk production but was bad for their baby’s 

development.  Vanessa believed that her reaction to the medical care of her son in the 

‘intimidating’ environment of the nursery was responsible for her erratic lactation: 

once you got used to the machines [in the nursery] you, they explain to 
you, I mean again you ask questions about what they were for, what they 
were measuring, ‘cause they’re all beeping and buzzing and [the nursery 
was] very intimidating, yeah.  And I can understand how some people 
absolutely freak out and ... if you were freaking out and just being, feeling 
insecure ... I ... wouldn’t doubt that would have such an effect on your milk 
supply as well.  (Recipient & Donor, INT13: 929) 

 
Although many women articulated a link between the distance forced by incubators 

and disrupted lactation, they generally obeyed rules regarding when a baby could be 

removed and held.  However, Cassie was one mother who felt so strongly about the 

effect of limited physical contact with her baby she resisted these rules by frequently 

removing her daughter from her incubator to maintain physical closeness.  Yet, one of 
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the nurses, who was supportive of Cassie’s behaviour and ‘permitted’ her regular, 

unscheduled cuddling, was reprimanded and removed from the ward.  Cassie 

explained that she felt guilt and responsibility for the ‘punishment’ that the nurse 

received so thereafter avoided removing her baby from the incubator.  This incident 

emphasises that strict adherence to the rules are expected and how breaches can 

have consequences.  Karen also discussed the direct consequences of her failure to 

follow rules.  She explained how her inadvertent mis-handling of her hard-earned 

expressed milk, by not labelling it correctly, caused it to be discarded: 

they’ve got everything very carefully labelled if you, you know you can’t 
leave any milk out without a label they just chuck it out, so that was, ‘cause 
I did that once, I ah, I didn’t put a date on it or something ... I put a sticker 
on but I hadn’t put the date on or something, and they’re just like well, you 
know if it’s not all completely according to how it needs to be, then you 
know, we had to chuck one of your things out.  I was like (laughs) it wasn’t 
very much (laughs) […] might’ve only been like 40mls or something but 
you know ... (laughs) I tell you I never made that mistake again (laughs).  
(Recipient, INT01: 1227) 

 
Karen’s oversight and the associated repercussions acted as a deterrent, re-training 

her to be more fastidious in the future.  According to Ussher (2006: 4) this indicates 

that “discipline is instilled from within and punishment, if we waiver from the norm, 

self induced”.  Self-discipline is effective because it does not rely on force but a 

willingness for individuals to submit to and adhere to the prescribed behaviour.  Thus, 

in Karen’s case, the technologies of power disciplined her in order to correct her 

behaviour, so in future she took it upon herself to label the breast milk she expressed 

strictly according to the rules she was expected to follow.  Through practicing this 

technology of self, Karen became diligent in the active policing of her own conduct (“I 

tell you I never made that mistake again”) to ensure that she was not responsible for 

her child missing out on her precious breast milk.   

 
For the most part, women adhered to the nursery rules and disciplinary practices, 

which they accepted as being in the best interests of their baby’s health.  Although all 

the women had the capacity to resist the project of normalisation, Jayne was the only 

participant who admitted that she outright refused to adjust all of her activities 

around the task of expressing, particularly at night.  In this way, she was able to 

exercise a level of agency by rejecting the regime of expressing so she could sleep 

without interruption, as she said:   



CHAPTER 6 | Zizzo 

163 

J: And that’s one of the reason why I didn’t express at night, because it was, 
I needed sleep and I thought “stuff it, it’s my body”. 
G: You were being taken over by time? 
J: Yeah basically, yeah ... yeah.  And I felt, I actually felt guilty wasn’t doing 
this regime ‘cause that baby needed this milk, however it’s my body, I was 
knackered! I was getting, you know I was on recuperation [from c-section 
surgery].  (Recipient, INT16: 1152) 

 
In a Foucauldian framework of self-governance Jayne’s actions highlight how the 

regulation of maternal bodies in this site enables the woman to decide how she wants 

to participate.  When others did ‘reject’ the regime of routine expressing, they only 

did so partially, as Natasha said:   

N: I had enough on my plate I wasn’t well anyway myself, but in the end I 
said: “Look I’m not expressing, I’m not doing this because it’s not working 
for me, I need to rest”.  And in the end they, they let me be because, they 
weighed up my health and the stress they were putting on me too was.  
And in the end she [lactation consultant] said “ok I’ll stop, stop hassling 
you”, ‘cause they were really, really hassling me 
G: Like bugging you about expressing, supply? 
N: [inaudible] write down what you’re doing and I’m not, bugger off!  I’ve 
got a sick child, I’m not well, get lost! (Recipient, INT21: 340) 

 
Whilst some saw their engagement in the project of normalisation as having an 

oppressive and constraining effect on their mothering and their agency, other women 

remained committed to it seeing it as a productive method to establish desired 

maternal identity.  Cassie was a mother who responded to the feelings of 

overwhelming pressure and constrain by implementing her own strategies that were 

removed from medical suggestions, including taking up natural and herbal remedies, 

as she explained:  

I did, I went through about, probably two weeks of doing it and then I had 
it.  One of the nurses was here, and you know, and I was still getting it a 
tiny bit of milk and so they were obviously toping up with formula 
[inaudible] and one of the nurses said to me “Oh god you look so tired”, 
and I go “No I’m fine, I’m fine”.  “No you look really tired”.  I go “I’m fine” 
and my parents were with, she just push me a little bit, and I went, and you 
know I don’t know whether that’s a good thing or not but I had a complete, 
you know?  And ah ... just had to go home and, ‘cause you know you come 
in a lot yeah (crying) ... but I, that I think that was the turning point where 
the milk, I kinda broke down (teary voice) and went and got remedies.  
(Donor, INT07: 194) 

 
Despite the capacity to resist, reject or take ownership of the project of normalisation 

and the rules of the BMB, participants were constantly aware that their mothering 
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was under surveillance and that any behaviour which was deemed ‘inappropriate’ 

would be judged and considered a reflection of their inadequate mothering.  For these 

women it was important to remain committed because they want to be seen as 

responsible, good mothers who were doing the ‘right’ thing, which they did by 

actively engaging with the constraining aspects of normalisation. Although 

participating in disciplinary techniques had frustrating limitations it was also 

enabling as it allowed women to redeem themselves through a care of the self.   

 

Summary  
In this chapter I have explained the conditions in which women are encouraged to 

take up regimes of surveillance and discipline to regulate and ‘normalise’ their bodies 

to produce breast milk.  Analysis of surveillance tactics reveals that space and time 

dimensions, the documentations and inspection of quantities of breast milk, all 

operate in order to reinstate normativity in the bodies of these dysfunctional 

mothers. 

 
The remainder of this thesis critically examines how women negotiate the 

constraining and limiting aspects of the hospital and BMB through redemptive 

strategies as a way to free themselves from the limitations on the way they mother.  

Redemptive mothering allows them to illustrate to themselves and others that they 

can mother in other ways rather than the taken for granted ways which are 

reinforced by peers and medical authorities.  In this way, redemptive mothering is an 

indication of the enabling moments of the power relations that these women engage 

in and highlights how women are able to transform themselves from failures into 

adequate mothers.  In the following two chapters I explain in detail this concept of 

redemptive mothering and illustrate how engaging in disciplinary and surveillance 

tactics is only one aspect of a transformative process which also includes strategies 

that involve monitoring and assessing themselves and others, hyper-mothering and 

the negotiation of risks.    
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CHAPTER 7: Redeeming the self 
 
Until this point, the findings of this research suggest that expressing is often the only 

physical, maternal role women with babies in the neonatal nursery are invited to 

participate in.  As such, these women continue to measure their maternal identity 

with their body’s physiological response to stimuli and the amount of breast milk 

they are able to produce.  In this chapter, I argue that these previously explained 

normalisation tactics become not only a way of restoring the body but also a tactic to 

redeem the moral self.  This is because whilst women are engaging in the body 

project, they are also attempting to improve themselves and their maternal identity.  

 
Based on the experiences of the women in the BMB I will demonstrate how 

redemption is a process that involves identity and transformation where individuals 

shift from partial selves to whole and authentic selves.  I will argue that for these 

women working to normalise their bodies is not enough to achieve identity as a good 

mother, so the transformative aspects of redemption makes them more than just 

focused on their bodies.  There was a sense from these women that suggests they 

could only achieve status of good, proper mother by taking on the whole bundle of 

activities such as watching how other women behave and comparing themselves, 

being obedient and being informed consumers who check and monitor everything.  

Thus, redemptive mothering allows them to subscribe to an identity as a good mother 

where they go beyond the provision of breast milk to demonstrate their commitment 

to responsible, legitimate mothering.  This is where identity intercepts with the 

concept of normalisation, where maternal identity does not revolve around providing 

nourishment naturally, it is about avoiding the guilt, blame and fear of being 

constructed negatively and performing redemptive mothering as a way of not only 

making up for failure and inadequacy but transforming it.   

 

Contextualising redemption  
In the previous two chapters I have demonstrated how women engage in body work 

through surveillance and discipline in order to shift away from perceptions of failure 

to successfully produce breast milk.  These tactics to normalise their failed bodies is 

one aspect of redemptive mothering that women in the BMB engage in.  However, for 

these women redemptive mothering is more than just working on their bodies in 



CHAPTER 7 | Zizzo 

166 

order to demonstrate their ability to mother.  In Chapter 5 I drew excepts from 

interviews where participants described their ability to provide breast milk was 

consistent with good mothering, as Lucy said  “I’m doing right” (INT09) and Laura 

said “You only get one chance, you can’t do anything wrong” (INT06).  Many women I 

interviewed discussed how dedicated they were to doing everything they had been 

instructed to do by the hospital, milk room, medical staff, doctors and so on.  For 

example, Stacey talked about how, because she had her son prematurely and thus 

failed to deliver him safely, there was more pressure to perform mothering the ‘right’ 

way, she said: “you wanna do everything the right way, you know it’s, you wanna give 

your baby every chance” (Recipient, INT10).  For these women being involved with 

the BMB is about demonstrating that despite their failure to provide for and nurture 

their babies, they are still committed, devoted and authentic mothers – their 

mothering becomes about making up for their failures, for them it is about 

redemption. 

 
When redemption has been discussed it is usually in the common sense meaning that 

defines it as a way to absolve blame and guilt.  In a religious context, particularly 

within Christianity, it denotes the atonement for sins and thus salvation.  However, 

redemption is a concept that has rarely been explored within academic research.  The 

academic writing on redemption is scarce with mostly anthropologists contributing 

to the small body of literature.  For example, research conducted by du Boulay (1974, 

1991) has briefly considered redemption in her ethnography on a Greek village.  She 

illustrates how redemption becomes important posthumously when certain rituals 

are performed by women to redeem the faults of their dead relatives.  These rituals 

function to transform sins conducted during the lifetime of the dead individual into 

forgiveness.  This indicates that a key element to redemption is transformation in 

order to achieve wholeness, fulfilment or a desired identity. 

 
This link between redemption and transformation has also been made through the 

ethnographic research on American Indian35 communities conducted by Spicer 

(2001).  He does not use the term redemption but instead uses a similar concept that 

he has called ‘restoration of self’.  Through his research, Spicer has explored how 

                                                        
35 American Indians and Indians are the terms Spicer uses to refer to Native Americans who he 
conducted ethnographic research with in the early 1990s.   
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American Indians transform their identities through their negotiations of alcohol 

consumption.  His argument is based on the idea that American Indians have the view 

that they cannot consume alcohol moderately, a view which divides the community 

into drinkers and abstainers, where the latter is ideal (Spicer, 2001: 232).  Within the 

American Indian culture, the introduction of alcohol is believed to be an imposition 

presented by the ‘White world’ because its consumption is seen to be at odds with 

Indian values and identity (Spicer, 2001: 232).  Informed by this belief, those who 

drink are seen to be aligning with white values whereas those who seek treatment to 

eventually become abstainers experience a ‘transformative event’ where the self is 

rearticulated to be more closely aligned with Indian values (Spicer, 2001: 234).  As 

Spicer argues (2001: 236), the only people who have been able to abstain from 

alcohol are the ones who are able to restore their identity as Indians.  Thus abstaining 

from alcohol becomes a cultural restoration where American Indians are able to 

return to wholeness and integrity, not just as people but as Indian people.  The idea 

that American Indians in Spicer’s research could only be abstainers/drinkers is a 

concept which highlights the power of dualisms in the construction of identity.  In 

attempting to restore the self the individuals in Spicer’s research are positioned in a 

location where they are actively choosing one set of behaviours over another and 

engaged in restorative work so they can either align with one identity or another. 

 
The connection between redemption and transformation has also been made by other 

researchers such as Corrington (1989), a historian who has considered how ancient 

art work represents metaphoric modes of describing reality.  She problematises these 

art works by arguing that they represent models and ideals of women’s experiences 

that are not actually an accurate reflection of women’s lives because they were not 

produced by women.  According to Corrington (1989: 395) this is particularly the 

case when art works reflect religious concepts and ideals.  For example, in 

Christianity, God is represented as one influential individual with dynamic 

characteristics not limited by gendered biological or social roles, in other words, a 

male, often personified in Jesus (Corrington, 1989: 395-6).  Corrington argues that as 

the image of God, Jesus is also represented as the redeemer and saviour which has 

resulted in salvation being historically and conceptually gendered as male.  She 

argues that in art works, if women are to be saved, it is necessary for them to 
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symbolically transform to male ideals (Corrington, 1989: 396-7). Corrington 

illustrates that the necessary transformation results in the inversion of the suckling 

metaphor which is seen to be an activity conducted not by the divine female figures 

but by male deity (1989: 407).  Due to this inversion of women and men, the milk of 

salvation comes not from the divine mother but the father.  This illustrates that in 

Christianity, redemption has been gendered through historical and metaphorical 

narratives and in art work.  The work of Corrington illustrates how redemption is 

inflected by gender, religion and identity and supports the idea that it has 

transformative elements. 

 
The work of Lattas has also been useful in emphasising the links between 

redemption, religion and art.  He has considered redemption as arising from Christian 

influences on the mythological narratives of the Kaliai area of West New Britain 

(1992) and through the ways that art becomes a tool for nationalism in Australian 

Aboriginal art work (1991).  In his paper entitled ‘Nationalism, Aesthetic Redemption 

and Aboriginality’, Lattas (1991) argues that art has become a vehicle for nationalism 

through which the nation is treated as a self.  In this way, art operates as an identity 

producer and becomes a means through which we read ourselves.  The concept of art 

as an identity producer becomes important to Lattas’ argument about modernity, 

which he suggests has lead to Westerners aligning themselves with materialism 

rather than spirituality (Lattas, 1991: 322).  He suggests that this has resulted in a 

nation of settler Australians who are spirituality poor, and then come to rely on the 

aesthetic project of Aboriginal art to reclaim a spirituality which requires artists to 

“deploy their powers of resurrection” (Lattas, 1991: 312).  In this framework, Lattas 

argues that Aboriginality becomes the spirituality that has been lost in the West due 

to the focus on materialism and in doing so Aboriginality “becomes a space of 

redemption” (ibid).   

 
According to Lattas (1991) Aboriginal culture has become a way of reconstructing 

Christian narratives where notions of sin and redemption are played out in 

relationship to Aborigines and nationalism.  In this way, Aboriginal spirituality 

represents a “fullness of human existence” which is denied to white Australians due 

to their focus on materialism and urban culture which has had “fragmenting and 

alienating effects” (1991: 319).  This implies that Anglo Australians have come to 
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inhabit materialistic, shallow, empty spaces that lack authenticity and it becomes the 

role of the indigenous artists to create “an effect of temporal and subjective depth” 

and authenticity (Lattas, 1991: 323).  In recuperating legitimacy, Aboriginal artists 

save Anglo-Australians from a lack of spirituality that has resulted from modernity 

and in doing so they become ‘redemptive bearers’.  Aborigines transform the 

“spiritual side of the Western self, they become what the West lacks and must recoup 

to re-establish wholeness” (ibid).  This links in with the work of Spicer who suggests 

that in restoring the self, individuals approach wholeness or authenticity, implying 

that they were fragmented or lacking in some way prior to restoration.   

 
Based on the work of Lattas (1991) and Spicer (2001) it is evident that under the 

canopy of redemption, elements of identity construction and of transformation are 

linked together.  Although Spicer’s work considers a restoration of self, it shares 

similar elements of redemption because its goal is to achieve wholeness, integrity and 

authenticity through a transformative process.  Transformation in Spicer’s concept of 

restoration of self illustrates that individuals are making a choice between one set of 

behaviours or another in order to achieve a certain identity.  Whereas Lattas indicates 

the work of redemption is much more complex where individuals are fragmented and 

are looking to achieve legitimacy through engaging in certain project (i.e. art work). 

 
In the context of motherhood, the ways by which women maintain integrity and 

authenticity is explored through Murphy’s (2000) notion of repair work.  Murphy has 

discussed how women who do not breastfeed do repair work to address the 

disjuncture between their actual experience and the expectations of experts and 

peers.  Pregnant women who participated in Murphy’s study strongly believed that 

breastfeeding their babies was important.  However, when it came time to breastfeed 

their babies and they found they could not do it, their subsequent use of formula was 

perceived as a threat to their “moral adequacy” (ibid, p. 307).  As a recuperative 

strategy, they engaged in repair work to ensure that their use of formula was not 

misread as a resistance to the dominant ideals of optimal nutrition and responsible 

mothering.  They engaged in repair work by realigning their knowledge about risk, 

where prior to the birth of their baby, they insisted that formula endangered their 

future health.  Yet, following birth and in the context of their inability to lactate, they 

“subsequently denied that formula feeding put their babies at risk” (Murphy, 2000: 
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307).  To confirm their position as responsible mothers, they insisted that their 

privileged knowledge based on experience was more accurate than statistics and 

expert risk assessment regarding the use of formula (Murphy, 2000: 308). 

 
Some of the mothers in Murphy’s research also insisted that having to use formula 

was something that was involuntary and thus out of their control.  In this way, they 

still adhered to the belief that breastfeeding was best and showed discontent with 

their use of formula, which they conveyed as “not a choice but as the virtually 

inevitable outcome of extreme circumstances” (Murphy, 2000: 310).  Additionally, the 

mothers in Murphy’s study who were unable to breastfeed performed repair work in 

order to alleviate the possible interpretation that they were irresponsible. To avoid 

the construction of irresponsibility, they considered others accountable for their 

failure to lactate.  They blamed professionals, positioning themselves as victims of 

careless and inept expert care and support.  They also blamed friends and family for 

discouraging their breastfeeding or their babies for resisting breastfeeding. These are 

all examples of repair work strategies where women challenged the dominant 

discourses of infant nutrition and motherhood by opening up new possibilities for 

themselves. 

 
Murphy’s notion of repair work is also illustrated in her earlier research identifying 

women who provide “excuses and justifications” (1999) when they do not breastfeed.  

The findings in my own research reiterate Murphy’s notions of repair work and 

excusing and justifying, as I found mothers involved in the BMB attempted to excuse 

their failure and provide justifications for it as a way to repair their failed mothering.  

For example, the women who had to rely on donor milk rather than being able to 

supply their own milk, often held the baby accountable for not being able to suckle 

from the breast and thus to stimulate it adequately for the mother to produce milk.  

As I was continually told by mothers, a baby’s natural reflex to suck-swallow-breathe 

which allows it to successfully breastfeed, does not develop until at least 34 weeks 

gestational age.  If a baby is born prior to 34 weeks, it is born without this reflex.  

After the baby reaches 34 weeks, they learn how to use this suck-swallow-breathe 

reflex to draw milk from the breasts.  This was often very difficult for premature 

babies because they had previously been tube fed and there was really no incentive 
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or need for them to breastfeed.  When it came to discussions about supply, the babies 

got the blame due to their inability to suckle successfully, as Karen explained: 

I know, I felt very rude sometimes, and (laughs) (talks to baby) Hey?  You 
couldn’t help it, you were growing really well but you sucked pathetically, 
didn’t you? (talking to me again) You’re supposed to get a sucking reflex at 
34 weeks I think it is, she’d barely start sucking at 38 weeks or something. 
(Recipient, INT01:484, emphasis added) 

 
As is consistent with Murphy’s findings, the mothers involved in this project also 

blamed their babies for “thwarting [the mother’s] commitment to offer the best start” 

(Murphy, 2000: 317). 

 
Jenna also attempted to conduct repair work that involved blaming the baby to 

distance herself from the dysfunctionality occurring inside her body.  She explained 

that the reason her twins were born six weeks early was because one of them was not 

growing, she said: “Stephanie had to come out, because her placenta wasn’t working 

properly” (Recipient, INT11: 34). By highlighting that it was Stephanie’s placenta that 

was at fault, Jenna is choosing her words carefully in order to distance herself from 

failure.  Jenna highlights one way that women attempt to separate themselves from 

their failed bodies.  According to Throsby (2003), a similar distancing is common 

when infertility treatments do not result in pregnancy and women consequently 

make a clear distinction between their desire to have children and their body’s 

pathological inability to do so.  This causes women who are unable to conceive to 

fragment their bodies as “separate from the self” (Throsby, 2003: 62).  On the other 

hand, Throsby explains that fragmentation and the notion of the body as a machine is 

helpful for women  who do not conceive using IVF treatments as it allows them to 

‘bracket’ their malfunctioning parts and doing so “to prevent the self from being 

marked as diseased” (ibid).  Similarly, Gimlin (2002) explains how plastic surgery has 

allowed women to detach from their flawed body.  They come to perceive their 

flawed, deficient bodies as “accidental” and their surgically normalised bodies as a 

“more accurate indicator of who they truly are” (Gimlin, 2002: 145-6). 

 
Significantly, for Murphy’s participants repair work involves justifying why 

breastfeeding is not necessary to their mothering.  Their justifying methods operate 

to reassert them as good mothers, because at one time they were able to identify as 

such.  On the other hand, women involved in the BMB are doing more than justifying 
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and this is the main difference between repair work and redemption.  Repair work is 

about reasserting and realigning to an identity of a good mother through justification 

measures, where the women in Murphy’s study have produced healthy babies, they 

have already been able to access identity as a normal mother.  However, for the 

participants in this research, redemptive mothering occurs because failure arises 

from a much earlier point and is experienced at many levels.  They have not been able 

to produce a healthy baby so their good mothering has never become established.  

These women have failed from the very beginning and must do everything not only to 

normalise the functioning of their body but to compensate for this failure as well.  

Where the former is justificatory, the latter is going beyond the justification to the 

transformation, which involves a complex series of maternal behaviours.   

 

Redemptive mothering 
Although adhering to surveillance and discipline and successfully producing breast 

milk is one aspect of redemptive mothering, for these women it is more than that.  For 

recipient mothers especially, it is about performing a whole set of different activities 

as a way of compensating for their failure, including: watching other women, being 

obedient, being informed (regarding diet, methods to improve supply, expected 

milestones) and hyper-mothering.  They are not doing this in a justificatory way, they 

are not simply positioned as failed and then deflecting any fault, they are 

acknowledging their failure and attempting to overcome it by engaging in these 

activities as a way of transforming themselves into authentic mothers, and placing 

themselves in the moral category of redeemed.   

 

Hyper-mothering 

In this thesis, hyper-mothering involves behaviour where vigilance is performed as a 

way to display extremely devoted maternal behaviour in order to access an identity 

that has been otherwise unavailable.  The notion of intensive mothering put forward 

by Hays (1996) is a foundational aspect of redemptive and hyper-mothering.  As 

mentioned in Chapter 1, Hays (1996: 46) has considered the notion of intensive 

mothering which is “child-centred, expert-guided, emotionally absorbing, labour 

intensive and financially expensive”.  She argues that intensive mothering has become 

the dominant ideology of motherhood in modernity, in which women are primarily 
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responsible for their children at the sacrifice of their own, personal needs.  Her 

argument centres on the irrationality of intensive mothering expectations because it 

is at odds with the demands of the paid labour force.  In response, Johnston and 

Swanson (2006) argue that intensive mothering expectations forces women to adapt 

their situations to fulfil contradictory roles in society.  Thus, hyper-mothering shares 

similarities with Hays version of intensive mothering because there are many aspects 

of child-centred, self-sacrificial behaviour and contradictory expectation working 

together.  However, whilst intensive mothering is something that all mothers do to 

achieve identity as a good mother, hyper-mothering is based around failure and 

overcoming it in order to be good and successful.  In this way, intensive mothering is 

a concept that lacks the transformative elements that are happening through 

women’s performance of hyper-mothering so it is inadequate to describe what the 

women involved in the BMB are doing.  Hyper-mothering is a more relevant 

description because it demonstrates the behaviours they perform to free themselves 

from constructions (and constraints) of failure.   

 
Hyper-mothering was demonstrated through women’s engagement in exhaustive 

maternal behaviour both while their premature babies were hospitalised and after 

their discharge.  For women who were performing hyper-mothering, taking a day off 

from visiting the hospital was inconceivable, as it would illustrate a lack of 

attentiveness, an indication of their moral failing.  As a result, all of the mothers 

refused to stay home to catch-up on rest, spending every waking moment at the 

hospital, sometimes visiting more than once a day and during the night as well.  This 

was despite their extreme physical and emotional exhaustion and the encouragement 

of hospital staff who insisted that rest at home would be beneficial for them.   

 
For some of these mothers, responsibility for their older children at times felt like a 

burden and an obligation.  One mother, who had a two-year-old daughter and a 

premature son, put her daughter in day-care four days a week so that she could 

concentrate on looking after her son while he was in hospital and after his discharge.  

Other women also placed their older children in the full time care of grandparents 

and relatives until their premature baby was discharged from hospital.  Whilst some 

of these behaviours may have seemed rational, it was the fervent energy and tone 
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women used during interviews, which demonstrated their single-minded focus on 

their premature baby.   

 
Through their commitment to hyper-mothering, some mothers became thoroughly 

absorbed with the body work they were undertaking in order to produce breast milk 

and replicate ‘normal’ mothering.  Women were so focused on being productive, their 

behaviour seemed irrational at times, for example, one donor explained that she 

would express in the car on her journey to and from the hospital with a portable 

pump while driving!  For Cathy the effort and dedication to the expressing routine 

became “an obsession”: 

C: [Expressing] It’s weird, it is the most weird sensation it must, I ... I never 
thought I’d get so ... obsessed about it.  I was really obsessing.  
G: So you felt an obsession? 
C: Oh yeah.  I was like oh you know I’ve got go pump, pump pump pump 
pump that’s all I did, my husband—that’s all I did was talk about my boobs 
as well, oh nananana—he must've been like “aghhh” (laughs).  (Recipient, 
INT03: 509) 

 
C: I did, I ... me personally I was quite ... I, like you said I was obsessed 
about the whole [expressing] situation.  I’d scrub my hands, I’d scrub the 
bottles and ... you know and I’d sterilize everything and ... and, yeah I 
labelled everything I was quite worried if you know [...] you know the right 
time and, you know I’d, you know I was worried about carrying it from 
here to there and, yeah I was quite ... I, I was quite ... I even had to pull back 
the whole thing, yeah [expressing] drove me mental actually.  (Recipient, 
INT03: 965) 

 
The latter quote from Cathy shows how women come to think of their breast milk as 

precious, fragile and readily contaminated and in need of safeguarding.  In this way, 

she positions the substance as something that is living and perhaps acting as a stand 

in for the baby.  For Cathy, her vigilance is about taking care of the baby through her 

protection of the breast milk.  

 
Women’s experience of engaging in normalisation techniques demonstrates that it 

took remarkable energy to participate in the expressing routine.  Effort which may be 

considered unnecessary, especially because by receiving donor milk their baby was 

still accessing superior nutrition.  Yet, as I have illustrated, adherence to the 

expressing routine became the most significant hyper-mothering technique.  The 

devotion the mothers put into their three hourly expressing routine, which many of 
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them adhered to religiously despite overwhelming physical and emotional 

exhaustion, illustrated their desire to be redeemed from failure.  The desire to be 

absolved from failure is also evident in women’s responses to the receipt of donor 

breast milk. Despite the offer of donor breast milk these women continued to engage 

in this demanding and restricting routine. As Vanessa said, although she was often 

frustrated by the routine, she never refused to participate:  

but you’re providing for them so—and just, you had that in your mind 
constantly, I’m providing this for my son, I’m doing this for him and ... you 
know you couldn’t just throw it in, you couldn’t just sleep in, you couldn’t 
just say “nup I’m not gonna do it right now, I’ll do it later”.  You had to do 
it.  (Recipient & Donor, INT13: 568) 

 
I heard a similar response from many women when I asked why they continued 

expressing even after their baby received donor milk.  For them, there was a sense of 

obligation, a devotion that they needed to demonstrate to show they were fully 

dedicated to and responsible for enhancing the health of their baby, even if it was not 

necessary. 

 
Another aspect of this intensive behaviour is the fear of being constructed or 

perceived as failed.  As I argued in Chapter 5, for many of the women this fear of 

failure motivated them to continue with the expressing routine and for some, 

fortuitously saw them become donors.  Within the notion of failure as a motivator, 

competitiveness also arose as an issue.  Competition is important for women involved 

in the BMB because it reveals relations of power, distinction and redemption.  Many 

of the women believe having more milk than any other woman is the basis of the idea 

that if they are a good producer and a more authentic mother than those they are 

‘competing’ with.  This element of competiveness was most evident through the 

donors who were very aware of the amount of milk they were expressing and 

contributing to the BMB.  Some had been told, as I had been, that the average donor 

contributed approximately 10 litres, so anything over that was often mentioned as an 

achievement or a triumph.  For example, over several weeks outside donor Jessica 

had donated 43 litres, Veronica 50 litres, Michelle 54 litres and Angela over 60 litres.  

Interestingly, as each of these women mentioned the quantity of their contribution, 

many claimed they had reached the ‘record’ for the biggest donation having been told 

by the BMB.  Somehow for these donors, reaching the record was an important 
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milestone and was something they confidently discussed as evidence of their ability 

and commitment. 

 
An additional element of competitiveness involved ‘chubby’ babies as evidence that 

these women were good lactators and thus good nurturers.  Mothers considered 

themselves as ‘doing something right’ when their babies were plump and chubby, in 

contrast to the small, sickly premature babies in the hospital.  As outside donor 

Michelle illustrated, prior to her donating her breast milk she wanted to demonstrate 

the quality of her breast milk by presenting the BMB her chubby babies: 

[…] it was funny ‘cause when I, ah first went in there [the BMB] and I said 
“do you need to see my babies [twins], do you need to see them?” and ah, 
and he [director of the BMB] goes “what for?” and I thought well, and he 
goes “oh hang on I suppose if your babies are scrawny, not only should you 
not be donating, you should be giving more milk to them, or maybe we 
don’t want your milk, if your ...” (laughs) [inaudible] if it’s not, but of 
course he didn’t need to see them.  But he didn’t need to see, but he says 
“oh you can bring them in” and of course they’re fat babies and he was like, 
“oh certainly want that milk! That’s good milk!” (Donor, INT18: 1131) 

 
For these donor women, having a big, healthy baby was a symbol of successful 

mothering.  Angela’s experience also demonstrates how important this notion of 

display and competition was in the hospital environment where women were quite 

helpless when it came to their small, sick babies.  Her experience illustrates how 

competition formed an important aspect of mothering:  

You know you’re feeding thinking ok he’s getting nutrients, he’s growing 
so...that, you know thank god that’s really good and I know that we were 
having like a competition […] ...with ah this other little, with another little 
baby and her mother was like doing some breast milk but, giving 
[supplementing with] formula and they were giving, in the formula they 
were giving extra calories to fatten them up and help them.  And I was just 
breast feeding Bailey at the time and it was really good because, you were 
trying to get him to like five kilos.  And we’re like “ok who’s the first one 
who is gonna be to five?”  Sorry to two kilos.  First to two kilos and ... and it 
was good because they both hit two kilos at the same time.  And it was like, 
yeah so obviously my breast milks very good (laughs) as opposed to the 
formula, I mean the formula was good because like, they would be getting, 
when they went on the formula, because they were calorie enriched they 
would be gaining like 50, 60 ... you know ... a night, grams, a night ... 
whereas like with a ... breast fed milk they, are gaining but their gaining 
like 20, or 30 grams or 50 grams or, you know. (Donor, INT19: 845)  
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Although these two babies reached the same milestone at the same time it was clearly 

important for Angela to feel that her breast milk and her son’s weight gain was 

somehow better or more superior that the weight gain of the formula fed baby.  I 

interpreted this as an attempt to justify the efforts she had made in expressing, and 

that they were not in vain because evidently the same results could have been 

achieved with formula.  

 
Behaving intensively, being obedient and acting competitively were three elements of 

hyper-mothering; a fourth was being well informed.  Women did this by engaging in 

their own research about how to improve lactation, about their child’s condition and 

development.  In the nursery, they often did this by reading their baby’s clinical 

charts upon their arrival at the hospital each morning to see what activities and 

actions had been noted while they were absent during the night.  For Vanessa this 

was a way of giving herself more knowledge and the ability to ask more questions and 

engage in dialogue with the medical personnel, rather than just being told: 

so you went down there [to the nursery] and you made sure you knew 
what was going on, especially overnight when you weren’t there, you 
learnt to read the chart...you learnt, just ... what they were doing ... you 
know what was in the drips, what that was doing for him ... what their 
outlook is, where they wanna see him in a week’s time.  So you, you’ve got 
all this information off them, so at least you had an idea, so you just didn’t 
feel completely useless when you walked in there and think well I don’t 
know what’s going on.  (Recipient & Donor, INT13: 825) 

 
Similarly, Jenna explained that when she was given a diagnosis that she struggled to 

understand, because of the inaccessible way it was presented to her, she would go 

home and use the internet in order to build knowledge and have the ability to ask 

questions and to ‘talk back’ rather than passively accepting what she was being told: 

[…] I just like to know what is going on so I looked up stuff, you know, I 
was looking up IVF stuff and then when I got pregnant, I looked up, I had a 
haemorrhage, but no one told me what it was called and what, you know, 
what the consequences would be and that sorta stuff so ... I was told by a, 
the lady who scans, does your scan? I can’t remember, don’t know what 
they’re called ... And she just said “oh you’ll be fine” and then I went to the 
... I went to my new ... doctor at the [in]fertility clinic and she said “you 
should be on bed rest” and but luckily I had booked in to see her because if 
I’d relied on the scan person I would’ve lost them both.  And she said “you 
should be in bed, now” so I had to go, back to work, I went in my lunch 
time, (laughs) went back to work and said “I’ve gotta go home and lie 
down” but then I looked it up on the internet and then I found out it was a 
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subchorionic haemorrhage and that this was the cause and this is what it 
could do and that’s why ... Stephanie’s placenta didn’t join properly, so she 
had problems.  But you need to question people ‘cause otherwise they 
don’t, you know ... if I didn’t look up stuff and I didn’t question what people 
were doing then I don’t think I woulda got pregnant and then I don’t—you 
know, I mean especially in, it’s not only the public health care system it’s 
the private one as well.  People don’t ... tell you a lot a things, it’s like the 
paediatrician with Stephanie, he said “oh she has low muscle tone” and I, 
s—apart from the fact that I couldn’t understand him, he has a very strong 
accent.  But I went home and looked it up and then found out it was called 
hypertonia and then I said to him “is that, is that what she has?”, he said 
“yes” and I thought why didn’t you say that I’m not thick […] You can just 
tell me what she has and be honest.  (Recipient, INT11: 607-635) 

 
For these mothers being informed and understanding everything that was effecting 

their baby’s development was an aspect of redemptive mothering because it 

demonstrated how committed they were to their child’s health and what they were 

willing to do to maintain it.  Although it may be reasonable for any mother with a sick 

child to go to these measures, because these women’s interaction with their babies 

lacked a physical element they worked extraordinarily hard in the other emotional, 

social and care activities available to them.   

 
Care is an area that feminist scholars have considered in various contexts as it has 

been typically gendered as female, where women provide much of the informal and 

formal care work required in contemporary society (Chavkin & Maher, 2010).  As 

early research by Hochschild (1983) indicates, care has been gendered and 

commodified through the emotional labour conducted by women who work as 

airhostesses.  Scholars have argued that care work involves “love and labour, identity 

and activity and that those demands are shaped by the social relations of the wider 

society” (Staden, 1998: 148).  In the context of the hospital and BMB, care work links 

with redemption and hyper-mothering as it becomes a way to perform mothering 

without physical interaction.  These women were on the outside of the physical care 

that was happening, which worked to emphasis their failure because someone else 

(nurses) was caring for their babies.  In this way, care as an aspect of their dominant 

social role was threatened.  As physical care was not permitted, caring in other ways 

became a significant aspect of their performance of care work and thus their 

constructions of maternal identity.  For mothers like Jenna, working on health literacy 

and understanding the aliments effecting her baby was a way for her to engage in 
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care work and in doing so she was performing hyper-mothering.  In the context of the 

BMB, care becomes more important in performances of hyper-mothering because it is 

more or less the only role that some of these women are able to engage in and reflects 

their desire to create some certainty in a situation where they are made to feel 

peripheral. 

 

Policing (m)others 

As I have illustrated in the previous chapter, visibility is a central part of the strategy 

of overcoming failure in the body.  In this system, women do not need doctors and 

nurses to observe what they do, they are actually policing themselves and each other 

in a way which is consistent with Foucauldian power.  As Foucault (1991) argues 

discipline through surveillance at an individual level eventually leads to self-policing 

by the populace.  Since individuals remain under constant surveillance in “a state of 

conscious and permanent visibility” (Foucault, 1991: 201), policing the self and 

others become important in both formal and informal settings.  Due to this bi-

directional surveillance, an aspect of redemption becomes the surveillance and 

policing of others as a way of validating their attempts to try to be good mothers.   

 
The women who participated in this research were aware that they were caught up in 

a network of surveillance (i.e. the ‘fish bowl’) and regulation but were also 

simultaneously engaging in counter surveillance.  They often relied on this system of 

surveillance and counter surveillance, such as assessing the behaviour of the hospital 

staff and other mothers who may be potential donors.  Knowledge of being watched 

and under surveillance allows them an opportunity to demonstrate how dedicated 

they are to self-regulation and self-discipline.  Surveillance of others also allows them 

to use discourse to open up a position for themselves as good mothers because it 

allows them to criticise others for not having self-control and discipline.  This was 

most obvious to me when I observed the groups of women (either pregnant or new 

mothers) who would congregate outside the hospital’s front doors to socialise and 

smoke cigarettes.  Every person who walked in and out of that hospital, myself 

included, glanced or stared at these women who were engaged in what has been 

constructed as ‘bad’ or dangerous behaviour constructed as a threat to their unborn 

or newborn babies.  During interviews for this research project women often 
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identified this group of smoking women as ‘deviant’ mothers, labelling them as 

‘skanky’ or ‘feral’ whose identities as ‘bad’ mothers are generated through their 

indifference or lack of knowledge.  Participants illustrated how hard they worked to 

distance themselves from being perceived as these ‘types’ of mothers, and they did 

this by relying on the system of bi-directional surveillance. 

 
This insistence upon surveillance of others brings to mind Fox and her colleagues’ 

(2009a; 2009b) notion of the ‘pregnancy police’ where during and after pregnancy 

women are placed under subtle forms of surveillance and control.  They suggest that 

within a Foucauldian environment of neo-liberal governance, surveillance and self-

surveillance causes women to actively engage in the medicalisation of their own 

pregnancies.  Fox et al. (2009a: 62, 65) also indicate that the discourse that constructs 

a foetus as an individual in its own right (see discussion in Chapter 1) means that 

other people take on the role of ‘social supervisor’ of pregnant women by monitoring 

their behaviour and frequently providing unsolicited advice, often to complete 

strangers.  Various pejorative terms (which begin and spread as internet 

colloquialisms) describe people who take on the role of ‘social supervisors’ by 

monitoring other women’s pregnancies and infant feeding practices, such as the 

‘pregnancy police ’, ‘milk militia’, ‘nipple Nazis’, and ‘lactivists’. 

 
Inside the hospital, women engaged in surveillance by monitoring and policing each 

other by keeping track of other women’s milk supply, not only to compare milk 

outputs, but also to assess the progress of other women’s babies, such as weight gain 

(indicating the focus on producing a quality baby).  They compared each other’s 

babies as a method of measuring whether or not they were doing enough to ensure 

their babies were healthy (indicating quality mothering).  The hospital was clearly 

aware that women did this, because as some of the participants mentioned in 

interviews, staff attempted to control this judgemental behaviour.  Women were 

asked not to look in on anyone else’s baby, and, if a baby was extremely unwell or 

dying, staff would erect temporary screening to provide privacy.  However, often due 

to the nature of the environment, women ignored the request not to look at other 

babies, as Laura illustrates it was ‘instinctual’ to look and compare her baby (and thus 

her mothering) to others in the nursery: 
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L: Well when I went down there, ‘cause I hadn’t seen him for a coupla days 
[after birth] because I was sick, and they put me in the wheelchair and I 
still had my epidural in ... and I was ... I can’t remember a whole lot of it 
(laughs)  I was a bit out of it ... but ah, it was like oh my God, ‘cause he only 
had like a little nappy on, and he’s like all skin and bone and its like oooh 
you’re skinny, but he was big compared to ... mosta the other babies in the 
nursery. 
G: Yeah.  Some of them are tiny ... 
L: Yeah but it’s funny because, like my mum and dad come in and seen him 
and all that sorta stuff and, there was one nurse there that like, you look at 
the baby next door ‘cause they’re there and its human nature and you’re 
just like ... what’s their name and, you know.  And this one nurse is like, (in 
a sharp voice) “don’t look at the other baby, you just look at your baby and 
that’s it!”  And it’s like (laughs) and ... (pause) she’s like “well, you know 
you wouldn’t like other people looking at your baby if you weren’t here”, 
and I was like “well that’s fair enough”.  But it’s just instinct.  (Donor, 
INT06: 954) 

 
Laura’s talk of observing and comparing her baby to others in the nursery relates to 

the point made in Chapter 6, about the way women assess their supply through 

comparison to others where they use their observation to establish a reference point 

to judge whether they are normal.  As many of these women are without an idea of 

what is ‘normal’ because their baby is nothing like a full-term baby, it is probable that 

looking at and comparing with other babies is the only way that they can establish 

any type of reference point.  Comparing their babies to other babies allows them to 

determine how much worse or how much better their own situation could be.  In 

Laura’s case, the curiosity to know what other babies look like is a way for her to 

assess her own baby’s situation.   

 
Laura’s point also emphasises the importance of the visual.  It is not only the women’s 

behaviour that is being observed, it is the changes in the babies, the nature of the 

breast milk and the actions of the staff and potential donors.  Surveillance to identify 

possible donors in the nursery was another way women assessed each other 

indicating another redemptive activity.  Although the BMB tested donors to ensure 

the quality and safety of their donated milk, they also came under the close 

surveillance of recipient mothers as well.  Recipient mothers scrutinised other 

mothers in the nursery to identify women who had an abundance of breast milk, not 

only to compare themselves, but also to identify women who may be potential 

donors.  This initially began through the monitoring and comparison of other 
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women’s maternal behaviours, such as how often a mother would visit, paying 

attention to risky behaviours such as diet, smoking or caffeine intake.  For example, 

Giulia monitored the diet of the mothers around her, telling me: “I remember this 

Greek girl [a mother in the nursery], she was eating loads and loads of feta cheese, 

and I said to her ‘oh I don’t think you’re supposed to eat feta cheese’” (Recipient, 

INT23: 1459).  For Giulia, policing other women’s diet was a tactic she used to detect 

any potentially dangerous behaviour that may affect the donor breast milk her babies 

received.  Although women would pay attention to what other mothers were eating, 

they could not intervene so their careful scrutiny could also reflect their desire to 

create some certainty in a situation where there is little.  They cannot control who the 

donor is, or what they consume, so the surveillance of other women can only add to 

their anxiety and uncertainty, yet they continue doing it to try to feel comfortable. 

 
The distribution of donor breast milk was also under close scrutiny by recipients who 

would police their baby’s intake, aware of when and how much donor milk they were 

receiving.  The clearly different labels were obvious to all recipients who noticed (and 

looked out for) these as a mark of how reliant their baby was on donor milk, as Amy 

discussed: 

A: ...ah with your own breast milk it’s a yellow sticker and the donor milk 
it’s a purple sticker.  So when the nurses get out the milk for the, the feeds 
you know if it’s a purple sticker or a yellow sticker— 
G: Ah so you can tell? 
A: So that’s how I knew how often it’s [donor milk] being used [...] I didn’t, 
probably the first few times I did look out for it.  Once I’d signed [to receive 
donor milk] and I knew I wasn’t producing enough ... but then after that it 
probably didn’t worry me, but yeah definitely as I walked past, not that I 
looked at what other people were necessarily doing but if I happened to 
catch a purple sticker I thought “oh well I’m not the only one” sort’ve thing.  
(Recipient, INT05: 198) 

 
This was something many recipients felt was important because an awareness and 

knowledge of when their babies were being fed donor milk made the process easier 

to accept. 

 
Mothers in the nursery would also watch and monitor the practices of the nursing 

staff, attentive to times when they appeared to be careless or complacent or not quite 

following the ‘rules’.  Some mothers did this by questioning the practices of staff, for 

example, Cathy, who had described herself as ‘obsessive’ in her care of her expressed 
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milk, would pay attention to when milk was removed from the fridge in preparation 

for feeding time, noting how long it would be unrefrigerated:  

You know, especially if one, ‘cause a lot of them would write the date and 
time and you put a sticker on top of it, and you’d be like oh ok it’s only 
been there for half an hour so ... but some of them would, get it out, put it 
on the side, not write a sticker on it and the whole time you’re like 
[anxious].  (Recipient, INT03: 945) 

 
Although women’s surveillance revealed these slippages in staff adherence to rules, 

they were never in a position to question or debate the medical staff.  So even if they 

were worried that some milk was left out they never complained about it at all.  This 

indicates that although they had the capacity to return the gaze that was placed on 

them, they remained constrained with little or no authority to change or alter the 

behaviours of the nursing or medical staff because doing so could be understood as 

rejection of the care their babies were being given.   

 
By redemptively mothering, women are able to demonstrate that there are other 

activities they can engage in to confirm how committed they are to good mothering 

that is not necessarily related to their body’s ability to produce breast milk.  By 

engaging in surveillance, as a tactic for redemptive mothering, women are performing 

their on-going commitment to the health of their child.  This illustrates how the 

women use the observation tactics to ensure the health of their baby and knowing 

they are being scrutinised allows them to engage in behaviours they believe 

contribute to their desired identity as a good mother.  

 
The women involved in the BMB illustrate that the key to redemption is considering 

how it invites transformation where individuals are able to alter themselves from one 

state to another, in an attempt to become more authentic.  For Lattas (1991) the loss 

of connection to land explains why White Australians take up these ideas about 

spirituality and why certain representations of Aboriginality are seen as more 

authentic, closer to nature and whole.  In this way, redemption becomes a process by 

which individuals attempt to locate their ‘authentic self’, which is a recourse to a self 

that is more legitimate and more natural.  For the women involved in the BMB 

redemption is not simply about choosing one behaviour over another because they 

are limited by physical inability.  For these women, the power associated with what is 

natural is connected to more authentic mothering that is achieved through 



CHAPTER 7 | Zizzo 

184 

breastfeeding and physical connectedness.  What I have demonstrated here is that the 

women involved in the BMB attempt to recourse back to what is natural but since 

breastfeeding is not available, they rely on a whole series of other, redemptive tactics.  

In relying on redemptive practices to transform themselves they are drawing on 

numerous elements of their bodies and their self to achieve a desired identity as more 

authentic. 

 

Linking with Foucault 
As mentioned previously, the notion of technologies of power determines individual 

conduct.  I provided the example of the breast-is-best discourse to illustrate how 

these technologies of power operate to influence women’s behaviour.  The hospital 

and BMB procedures are also an example of a technology of power where the conduct 

of women who have premature babies is determined by the rules in this location.  In 

the BMB, technologies of power clearly rely on the co-operation of the women in 

order to be productive.  This concept links with Foucault (1988a) who has argued 

that technologies of power work in synchrony with technologies of self.  For Foucault, 

technologies of self are the means individuals, with the help of others, influence their 

lives by conducting a series of operations on their bodies through their behaviour and 

their attitudes in order to transform themselves to achieve a certain happiness.  For 

Foucault, technologies of self or what he called “arts of existence”, are: 

those reflective and voluntary practices by which men [sic] not only set 
themselves rules of conduct, but seek to transform themselves, to change 
themselves in their singular being, and to make of their life into an oeuvre 
that carries certain aesthetic values and meets certain stylistic criteria. 
(Foucault, 1990: 10-11) 

 
The connection between technologies of power and technologies of self also 

illustrates how individuals engage in power systems that are both constraining and 

enabling.  In this system of power, individuals are constrained by the dominance of 

technologies of power and the way this influences their conduct.  However, at the 

same time they are also provided with an outlet of freedom through their voluntary 

participation.  As Rose has stated about the opportunities of freedom that arise:  

these technologies for the government of the soul operate not through the 
crushing of subjectivity in the interests of control and profit, but by 
seeking to align political, social and institutional goals with individual 
pleasures and desires, and with the happiness and fulfilment of the self. 
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Their power lies in their capacity to offer means by which the regulation of 

selves � by others and by ourselves – can be made consonant with 
contemporary political principles, moral ideals, and constitutional 
exigencies.  They are precisely, therapies of freedom.  (1999: 261) 

 
In the context of the BMB, women engage in constraining practices in order to free 

themselves from the categorisation of bad mother.  It is through redemptive practices 

such as self-policing and the policing of others which allow women to fulfil 

themselves as active maternal citizens rather than just being obedient patients.  By 

enacting behaviour they consider to be redemptive, I argue that these women engage 

in technologies of self through care of self.  The arguments I have put forward 

regarding redemptive mothering have illustrated the very intimate relationship 

between parents and children is about care of the other (babies) and about care of 

self.  This draws in elements of Foucault who was very focused on the individual but 

he never considered the care of others.  The BMB demonstrates that in terms of 

parenting, particularly mothering in specific situations such as the BMB, care of self 

also constitutes and is enmeshed with care of others.  The practice of self care and of 

others allows these women to open up new, transformative opportunities.  This feeds 

back into Foucauldian analysis because it fits into his argument of technologies of self 

as transformative.  For example, Amy believed her inability at producing her own 

breast milk and her subsequent acceptance of donor milk emphasised her failure and 

compromised her identity as the ‘perfect’ mother: 

G: [So you were] saying that you felt like, a bit like you were failing 
to be the best kinda mum that you could be...? 
A: Yep, yep. 
G: Did the twins having the donor milk alleviate some of that? 
A: Yeah! Oh it definitely did yeah!  Like I did feel that the pressure 
came off me a bit and it was at that time that sort of said again, 
where you started to say “Ok well I may not be the perfect mum, 
but I can still be a good mum”.  (Recipient, INT05: 389) 

 
For women like Amy, accepting donor milk was a way of accepting defeat, of 

acknowledging her body’s failure and thus limiting her access to identity as a ‘perfect’ 

mother.  Yet as Amy illustrates, through her engagement in the BMB and her 

redemptive mothering a new space has opened up where this constraining aspect has 

also allowed her the freedom to reposition herself and reconceptualise her mothering 

as ‘ok’ despite the overarching framework of failure. 
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Summary 
In this chapter I have demonstrated how, for these women, overcoming failure 

requires more than just restoring the body to normal functioning, but it still remains 

an aspect of it.  The transformative elements of redemption allow these women to go 

beyond the inadequacy of their body to demonstrate how their activities can be a way 

of performing their concern for their babies that goes beyond the production of 

breast milk.  I have explained how the multiple ways that redemption is happening 

for these women is through their own practices, including the surveillance of self and 

others and through hyper-mothering. 

 
Women whose babies ultimately become recipients of donor milk are less likely to 

transform totally and because they are not able to feed their babies they remain 

failed.  In response they must extend their redemptive mothering to the acceptance of 

donor breast milk.  Negotiating the use of donor breast milk is the only way that 

recipient mothers can get closer to ‘normality’ through redemptive mothering.  In the 

following chapter I will illustrate how recipient mothers experience the use of donor 

milk as risky and illustrate how the negotiation of these risks becomes another 

redemptive strategy they rely on to overcome their identity as failed mothers.   
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CHAPTER 8: Realigning risk 
 
This final chapter explores how participants manage perceptions of risk related to 

donor breast milk.  Perceptions of risk only influenced recipient mothers from the 

point when they were unable to produce their own breast milk and were required to 

contemplate the use of donor breast milk.  They do this with uncertainty as it 

challenges them to consider the use of bodily fluids beyond normal mother to baby 

suckling, where the milk is ‘contained’ within and between a biologically linked pair.  

The exchange of breast milk outside this mother/baby dyad introduces the concept of 

risk into the BMB.  Women are aware of both the benefits and the dangers of this 

bodily fluid.  Recipient mother’s perception of risk is twofold.  Firstly, they contend 

with the possible risks associated with using donor breast milk, which they identify as 

a potential source of contamination and disease.  Secondly, they perceive a risk of 

disrupting ties of relatedness defined by kinship.  To unpack these facets of risk I 

draw upon Douglas’ (1984) concept of “matter out of place” and anthropological 

notions of relatedness taken up by Carsten (1995, 2004). 

 
Although donors and recipients recognised the prospects of risk involved in the BMB, 

recipient mothers were more influenced by the threat.  Thus, this chapter mostly 

considers the role of recipient mothers in order to demonstrate how they were able 

to manage risks and accommodate donor breast milk into their baby’s care.  I argue 

that this involves recipient mothers taking up alternative discourses which 

transforms the meaning of donor milk from nutritional to medicinal and brings about 

the positive construction of formula.  By realigning risk in this way, recipient mothers 

perform a redemptive strategy in order to illustrate that despite their failure they are 

still able to safely manage the nourishment of their child and perform as good 

mothers, despite extraordinary circumstances. 

 

Perceptions of risk in the BMB 
Women who rely on donor breast milk for the nourishment of their premature 

newborn/s do not simply accept the use of donor milk.  The experience of becoming 

and being a recipient requires a high level of negotiation where the benefits and risks 

of using donor breast milk are carefully calculated.  Although recipients did more 

work to navigate risk, due to the pervasive discourses of danger that surround the 
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notion of sharing bodily fluids, risk is inevitably something that donors also 

mentioned in relation to their experience of the BMB.  Having been continually 

reminded that exchanging bodily fluids can be extremely dangerous, promoting a 

process such as the BMB is not typically accepted without first thinking through the 

concepts of risk and danger which so prominently influence Western beliefs and 

behaviours.  In the following section I consider some of the academic 

conceptualisations of risk in order to contextualise how women come to perceive risk 

in the BMB. 

 

Theorising risk 

Risk and the ways in which it is constructed has become a significant focus of 

contemporary society and area of academic scholarship, particularly in sociology, 

critical public health and anthropology (Caplan, 2000).  The work of Beck (1992) and 

Giddens (1991) have been fundamental in providing insight into the notions of risk in 

modernity and late modernity.  According to these two scholars, risk has become a 

critical aspect of our social, economic, political, environmental and cultural lives.  

Defining risk as “a systematic way of dealing with hazards and insecurities induced 

and introduced by modernization itself”, Beck (1992: 21) linked risk with the 

increasing globalisation and industrial overproduction of post-modernity.  He 

suggests that because of these factors we now live in a ‘risk society’.  Although risks 

have always been present, he argues that contemporary risks are different from 

historical risks, because the focus has shifted from personal dangers in the present to 

global dangers in the future, such as nuclear exposure or global warming (Beck, 1992: 

21).  According to Beck (ibid) this is because risk now typically “escapes perception” 

as it is mostly invisible and thus affects all life on earth where “no one escapes” 

(Giddens, 1991: 124). 

 
Social science writings on health and medicine indicate a shift away from a concern 

with the control of risk towards its prevention (Petersen, 2000: 191).  Prevention 

occurs through a prediction of future risk and the application of management 

techniques where individuals are expected to exercise agency and self-governance to 

prevent and protect themselves (or in this context, their babies) from risk.  

Minimising risk involves accessing and heeding the caution of expert advice and 
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modifying behaviours to maximise health and prevent exposure to disease (Murphy, 

2000).  Beck suggests that the notion of risk and the associated behavioural activities 

engaged in to manage risk have provided individuals with both freedom and 

constraint which contributes to the construction of identity where “biographies 

become self-reflexive; socially prescribed biography is transformed into biography 

that is self-produced and continues to be produced” (Beck, 1992: 135; see also Jarvis, 

2007: 7; Lupton, 1999: 14).  According to Giddens, individual choices are influenced 

by perceptions of risk, the consequences of taking such risks and perceptions of 

future risk, thus “self identity becomes a reflexively organised endeavour” (1991: 5). 

This forges a connection between risk and individualisation where risk is understood 

as something that “can be managed through human intervention; and risk is 

associated with notions of choice, responsibility and blame” (Lupton, 1999: 25). 

 
The ways that individuals understand and react to risk revolve around discursive 

constructions of risk, which according to Lupton (1999: 15), have been constructed 

negatively.  Experts are often responsible for defining and negatively associating risks 

with danger (Nettleton, 1996: 41).  For example, as mentioned in Chapter 1, the 

concern that HIV can be passed through breast milk leads to the recommendation 

that women with HIV should not breastfeed and constructs their breast milk as 

dangerous and risky.  However, other sources of knowledge contest this discourse by 

suggesting that the chances of contracting HIV through breastfeeding or breast milk 

are minor or at least need to be balanced against the risk of not breastfeeding.  Thus it 

is recommended that women with HIV in developing countries should continue to 

breastfeed their babies since greater risk is posed by using formula in areas lacking 

clean water supplies and refrigeration (Greiner, 2007).   

 
In the context of neo-liberalism, an important aspect of maternal responsibility is to 

assess the potential risks children may be vulnerable to and prevent and protect them 

from these risks.  For women who have premature babies, risks surround providing 

adequate nourishment, which could result in insufficient development and exposure 

to potential infection and disease.  Mothers of premature babies must then work 

extremely hard to avoid these risks, which intensify when they reach the point of 

being offered donor breast milk.  For women in this study who relied on donor milk 

their perceptions of risks were centred around two key components: the threat of 
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contamination associated with the exchange of a bodily fluid and the idea of 

relatedness where sharing generates unwanted, intimate ties with strangers.  This 

thesis does not seek to judge whether these concerns are justified, it simply points 

out that these uncertainties add to the perception of donor breast milk as a potential 

risk for the babies who receive milk through the BMB.  According to Beck, risk and 

our perceptions of risk “are not different things, but one and the same” (1992: 55).  In 

other words, it does not matter whether there are valid risks associated with using 

donor breast milk, what is relevant is that women perceive them to be so.  

 

Risk of potential contamination  

By definition, all the recipient mothers involved in this project eventually accepted 

donor breast milk.  As recipient mothers were in the position of accepting a fluid from 

elsewhere, risk was a concept that influenced their experience of the BMB more so 

than the donors.  When they were first presented with the idea their responses to the 

prospect of donor breast milk varied; some embraced it whilst others were not at all 

comfortable with its use.  Some of the mothers felt uncertain because they were afraid 

that accepting donor milk could expose their babies to unwanted contaminates such 

as certain drugs, foods and infectious diseases.  Reactions of doubt and uncertainty 

about their baby consuming another woman’s breast milk are exemplified by Amy’s 

comment: 

There’s always, you know back in the 80s there was AIDS you know...and 
my aunt had a prem baby in the time when AIDS was, it wasn’t discovered, 
yet, and her baby had to have a blood transfusion and so did she ... so they 
actually had to go and get checked I think.  But they didn’t have it [HIV] so 
... I guess that always sorta slips into your head. But like I said, you know, 
we were, it wasn’t that I was really uncomfortable but, there’s always just 
that thing in the back of your mind, that you know if I could give them just 
my milk I would have.  (Recipient, INT05: 159-176) 

 
For many mothers like Amy, anxieties surrounding the exchange of bodily fluids and 

the fear of contamination made the decision to accept donor breast milk a tricky one.  

The potential for contamination was also quite significant for one mother Cathy, 

whose twin daughters Rosie and Annie were born at 32 weeks.  Cathy had consented 

to the use of donor breast milk, but when I interviewed her some months later she 

admitted she was unsure whether she had made the right decision.  This doubt was 

based around the health of her twins, where Rosie appeared to be a happy, thriving 
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baby, Annie was unwell having had her spleen and half her bowel removed as a result 

of contracting NEC.  Despite the links between NEC and the use of formula for 

premature babies, Cathy questioned whether donor breast milk was responsible for 

her daughter becoming ill.  As she said: 

C: Annie actually did get NEC as well.  So, and that’s why we moved her [to 
another hospital].  And I must admit, I asked, I did raise the question, I said 
“she was given donor milk, would that have been why she’d gotten it?” 
(small laugh) and they said “No”, so yeah ...  
G: Did you always kind’ve have that bit of doubt though?  
C: Yep, yep always.  Yep I always think, oh maybe it’s because she wasn’t 
given, you know the colostrum straight away or ... she was given the 
colostrum on the Friday night I think but, yeah.  It’s very hard, because ...  
[your] brain knows but your heart, your heart just ... tries to look for a 
reason why, why she got sick ... and because it’s all to do with her tummy, 
when she, it’s all to do with her tummy (shows me her daughters scar from 
the removal of her spleen).  (Recipient, INT03: 358, 956) 

 
Annie ended up contracting the very illness that Cathy was told donor milk would 

protect her from, so it was logical for her to rationalise whether her decision to accept 

donor milk was the reason.  Similarly to Cathy, a number of other mothers who had 

accepted donor milk continued to experience extended periods of doubt and 

misgivings both before and after their consent.   

 
There were two recipient mothers in particular who felt so strongly about the 

dangers associated with accepting donor breast milk that they initially rejected it.  

Eventually they were both convinced by strong endorsements by the medical staff of 

the hospital and the BMB (including the doctors and nurses) who insisted that donor 

breast milk was a healthier and safer option compared to formula.  Natasha, was one 

of these mothers who reported that she had initially rejected donor milk because she 

was afraid that it was unsafe.  She explained that whilst she was hospitalised after the 

birth of her son the doctors and nurses continued to explain to her that donor milk 

was the best option for her son.  She recalled her initial response: “I remember my 

reaction was very strong. No! No! Straight away” (Recipient, INT21:317).  When I 

asked her “So how long did it take for you to make your decision?”, she told me that 

she “spoke to everyone.  I spoke to mothers, I spoke to doctors, I spoke to so many 

different people [...] after talking to doctors, it took about 2 days” (Recipient, INT21: 

53/73).  Although Natasha eventually accepted the use of donor milk on the 
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assurances from medical and nursing staff that it was safe, she continued to foster 

doubts months later: 

and, and I think at the back of my mind there’s always the infection or ... 
like other bugs or I mean what else can be passed through, you know ... 
yeah I mean like you say things are a lot more safe these days but yeah still 
... I mean, mistakes are made aren’t they, you know and ah ... yeah, so.  
(Recipient, INT21: 820) 

 
As Natasha illustrates, despite consenting to the use of donor milk some women 

continued to harbour uncertainty about its benefits and safety.  For some of the 

mothers, their uncertainty about donor breast milk was based on the image they had 

of the donor, as someone who may be untrustworthy or engage in dangerous 

behaviours and activities that would contaminate their breast milk (similar to past 

perceptions of wet nurses).  For example, Tania who had initially rejected donor 

breast milk but was later persuaded explained that her initial dismissal was because 

she was fearful of where donor breast milk came from: 

in the beginning I was just like; “Oh God, you know, what if this person was 
like a crack-head or something” (laughs) Or you know like ... they all take 
heroin or ... they’re an absolute alcoholic or something like that. (Recipient, 
INT15: 1055) 

 
For Giulia, fear was generated after her encounter with another mother in the nursery 

who had an abundance of breast milk but who engaged in recreational drug use that 

Giulia judged might have contaminated and tainted her milk supply: 

the lady next to me, I mean you get all sorts a people at King Edward, and 
she was saying how the night before they all got stoned and, you know 
drank lots and had a bit’ve a party.  And she had a really good supply! And 
it’s usually, the women that ... are in the, the same situation as me but 
having a huge supply ‘cause they’re freezing it for you and everything, that 
it’s just easy to donate it and, and I mean I know they pasteurise it and all 
of that, but you know, it’s so dependent on what you eat, or smoke or 
consume that ... and you can never be guaranteed that someone else is 
doing the right thing.  (Recipient, INT23: 298) 

 
Although the screening process at the BMB would have excluded the woman Giulia 

encountered this still resulted in her suspicions of donor milk in general.  After this 

encounter, Giulia generated a general image of all donors and their donated milk as 

potentially contaminated and dangerous.   
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Some women connected the potential for contamination with aspects of social class.  

As I mention previously, KEMH is the largest maternity hospital in the state and 

attracts both public and private patients who have been recommended for specialist 

care.  Since many of the women I interviewed were in a higher socio demographic 

bracket (see Chapter 3) the separation between public and private patients was often 

discussed.  For example, outside donor Bec considered the hospital and thus the 

potential donors that may also be contributing to the BMB: 

I imagine that a lot of the people that end up birthing, through King Eddy ... 
are, of a lower demographic.  And whether that … in anyway affects the 
[baby screeching] quality of the milk. (Donor, INT20: 1052) 

 
Like Bec, some of the women did identify links between the ‘types’ of people who 

used the hospital and the potential donors, many assuming that their class status may 

threaten the safety and nutrition of any donated breast milk.  During our interview, 

Bec attempted to justify why she thought class and the safety of donor milk may have 

been important, as she explained: 

It’s a hospital and it’s the biggest one in the state and ... and I think a lot of 
... [baby wailing] yeah I, it could be unfounded but that’s what I sort’ve feel 
... [inaudible, baby whining] ... yeah, I don’t know. I, I, maybe yeah 
[inaudible, baby whinging] nah that’s something that could be researched 
[but] milks milk isn’t it, at the end of the day it’s all good so.  (Donor, 
INT20: 1059) 

 
This comment from Bec was grounded in her own experience of donating as her milk 

had initially been rejected due to her low iron levels, which required her to take 

supplements that made her milk supply unsuitable for consumption by premature 

babies.  Upon reflection she realised her comments regarding class and the quality of 

the milk were unfounded, yet class and milk quality were still brought up as an issue.  

The links between not only class but also race factored into how a number of women 

perceived donor breast milk, as I will explain shortly.  

 
Celia was one mother who was not concerned with the notion of contamination, 

which was surprising as a relative of hers had received a transfusion that contained 

HIV tainted blood in the 1980s.  She explained: 

I had an uncle who was haemophiliac and he, well interestingly he 
received blood, but before it was screened probably, and he ended up 
becoming HIV positive from it.  (Donor, INT24: 276) 
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She was careful to emphasise that her uncle had received this blood in the 1980s 

when there was little knowledge and technology to protect against the exchange of 

disease.  Other mothers expressed similar feelings regarding the improved 

technology that did not make the contamination of donor breast milk problematic in 

their acceptance of the BMB, as Amy said: 

Oh look it’s like anything, I think that you do sort’ve have those thoughts of 
oh you know what if they catch something, you know from that, but other 
than that, it didn’t really concern me because I knew that breast milk was 
better than the, you know preterm formula, so.  And my husband was very 
much the same, he in fact was probably a lot more comfortable with it than 
what I was initially ... and I mean, I think the reality is, that we know all the 
checks and that are done these days and, you know, the chances of 
something ... you know getting through ... and hopefully, you know any 
diseases that are goin’ to be discovered [inaudible] you know are very low 
so ... we sort’ve felt that the benefit outweighed the risks. (Recipient, 
INT05: 81) 

 
Belinda was another mother who expressed similar opinions regarding the donor 

breast milk, illustrating that the notion of risk and contamination did not factor into 

the decision to accept the use of the BMB, as she said: 

G: So, initially how did you feel about the, the breast milk bank? 
B: Fine.  I didn’t have a problem with it at all, yeah if that was what was 
good for her I was willing to do it, yep 
G: So there was no initial, no initial hesitations for consent? 
B: Nah, nah […] My milk I thought ... was ... like that was important to me.  
The donor milk I didn’t really care about (laughs) you know, I just, I just 
saw, saw it as a way of getting her what she needed.  And other than that I 
didn’t really think about it to be honest, yeah. (Recipient, INT14: 488/635) 

 
As many women saw medical technology as a process that saved their babies, I 

suspect that their opinions regarding the potential for contamination in the BMB was 

located in their positive experiences of medicine.  However, this research did not 

reveal whether this was indeed the case.   

 

Risk of unwanted connections to others 

As well as fearing the potential risks of contamination, a number of women also 

perceived donor milk to be a threat to their mother-child relationship.  This threat 

exists because breast milk brings together two identities and forms bonds through 

exchange, it is a “food that does not separate but binds” (Kristeva, 1982: 105).  The 

relational properties of breast milk mean that the disquiet regarding donor milk is 
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not just based on the infective potential but also on its potential to connect donor and 

recipient baby. 

 
Intimately tied to the construction of donor milk as a potentially dangerous fluid, is 

the danger of connecting persons who are not defined as kin.  Anthropological 

research has been significant in exploring these notions of the exchange of substances 

and relatedness, particularly revolving around the sharing of bodily fluid.  Weston 

(2001) has considered the relationship between shared substances and kinship ties 

in relation to blood and blood sharing.  The exchange of blood products is able to 

arouse “fear and opposition” because “transfers of bodily substances create—or 

threaten to create—kinship” (Weston, 2001: 155, 153).  For Weston, whose study 

explores times of racial tensions (1930s and 1990s) in the United States, the notion of 

sharing blood was problematic because blood metaphorically carried and marked out 

race.  When blood was exchanged, it crossed racial lines, developing connections 

between white and black that were not necessarily welcome.  Furthermore, the link 

between blood transactions and HIV, generated unwelcome ties with ‘gay identity’.  

This was because the transfer of “specific bodily substances such as blood will create 

unanticipated, even unwanted forms of connection” (Weston, 2001: 162).  Fear of 

being bound to the ‘other’, especially a racialised other, was an anxiety experienced 

by some mothers involved in the BMB.  Giulia was specific in describing her imagined 

donors to be white, she said: 

G: Like it’s not like I thought “Oh their gonna be a mixed, you know an 
Aboriginal”.  And you know I actually thought that they would be exactly 
like me. 
GZ: That they would be like you? 
G: As Australian, Australian like me ... so ah, eating what I would eat, you 
know ... (Recipient, INT23: 1401) 

 
As this comment implies, there was concern that there was something ‘contained’ in 

the donor breast milk that may generate unwanted ties with ‘others’.  For recipient 

mothers this meant that their baby would be in danger of receiving traces of the 

donor’s personhood.  For Giulia the idea that race was contained within breast milk 

was an idea that blurred the separations between herself and the ‘other’.  In response 

she attempted to cast off these images of donors by reinforcing the notion that the 

donated breast milk her twin sons received was from someone she was hoping was 

‘just like her’.  
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In her ethnographic study, Carsten (1995) has also explored how bodily fluids (breast 

milk) and substances (food) when exchanged, are able to generate ties that are 

comparable and sometimes equal to blood kinships.  Specifically, she explains how 

the exchange of breast milk (and not necessarily through the act of breastfeeding) is 

what activates kinships in Malay communities where breast milk is “understood as 

the enabling substance of kinship; a source of emotional and physical connectedness” 

(Carsten, 1995: 234).  This exchange of breast milk generates what anthropologists 

have labelled ‘milk kinships’, exemplifying how breast milk exchange can form bonds 

beyond those of the biological mother-child relationship.  Milk kinships are developed 

in cultures when children who breastfeed from the same woman become ‘related’, 

forming bonds that are equivalent to biological sibling-ship, even though they have no 

biological or genetic relationship between them or the woman feeding them (Cassidy 

& El-Tom, 2010; Long, 2003; Parkes, 2004, 2005).  These milk kinships are so strong 

that within some North African, Middle Eastern and Asian Islamic societies (such as 

Sudan, Iran, Pakistan, Malaysia) family laws stipulate that sharing the same ‘milk 

mother’ generates ‘milk siblings’ who are not permitted to marry one another as their 

marriages are considered incestuous (Khatib-Chahidi, 1992; Long, 2003; Parkes, 

2005).  According to Carsten (1995, 2001) this is the case because it is a Muslim belief 

that breast milk is derived from blood which forms a type of ‘white blood’ in the 

mother following the birth of a baby (see also Parkes, 2005).  Carsten indicates that 

for Malaysian Muslims the idea of sharing breast milk is interpreted as sharing blood, 

and thus ‘activates’ a kinship (1995: 234).  This is emphasised by the Malay saying; “if 

you drink the same milk you become kin ... you become one blood, one flesh” 

(Carsten, 1995: 228).  

 
AL-Naqeeb et al. (2000) discuss how apprehension regarding kinship formation 

through the exchange of breast milk has been problematic in a contemporary breast 

milk banking situation in an unidentified Muslim country.  As the authors explain, in 

the clinical setting of a hospital where expressed, treated breast milk was exchanged 

anonymously, kinship ties were still generated.  To accommodate the formation of 

this kinship, AL-Naqeeb et al. (2000) explain that it was necessary for the donors and 

recipients to reveal their identities so that the milk sibling-ship generated could be 

acknowledged.  This was done to avoid the potential for incestuous relationships in 
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the future, which can be a constant and significant threat where milk sharing is 

widespread (Carsten, 1995: 227). 

 
As Carsten and others indicate, it is not necessarily the process of sharing 

breastfeeding that crosses boundaries by developing kinship, but it is the sharing of 

the substance itself that can create a kin relationship.  The idea of a bodily substance 

forming relational ties is significant in modern BMBs, because, although women in 

Perth were not in the same cross-cultural setting described by Carsten and they were 

not aware of the concept of ‘milk kinships’, they were aware that breast milk as a 

substance capable of forming connections with others.  They were aware of this 

because they used this principal to their own advantage.  For example, because their 

baby’s prematurity required extended periods of hospitalisation and incubation, the 

mothers were limited in the amount of touching and other physical contact they were 

allowed with their babies, including breastfeeding.  As an alternative to the 

connections established with touching and physical contact they used their own 

expressed breast milk as a substance to generate connections with their babies.  

Similar to the findings revealed in the research by Sweet (2008) and Johnson et al. 

(2009) women were aware that kinship formations were enabled by the provision of 

their own breast milk even though it was fed through a nasal-gastric tube.  For the 

women involved in the BMB, to create and maintain these connections was another 

reason why they persevered with their milk expressing routine. 

 
For mothers who were unable to produce an adequate supply, the maintenance of 

intimate ties with their baby through breast milk was problematic.  As Jenna 

indicates, her low milk supply prevented her from generating a ‘closeness’ with her 

twins so she had to rely on other ways of building connections with them.   

G: So why, why would you have preferred to keep them on [your] breast 
milk?  
J: Well, you know, I mean I guess also for the closeness that it brings. I 
think ... I think, not, but then I think it was the whole process, the 
caesarean, them being in a humidicrib, there was quite a bit of distance 
‘cause you can’t touch them either, and you’re supervised with you’re ... so 
initially we couldn’t hold them.  And then we could only hold them for 20 
minutes once a day and then we had to alternate between the both of them 
... so I think that’s, that distance that you get as well [...] it’s harder to bond 
[...] But I think ... to have that bond [through breast milk] that would’ve 
help, you know that would help ... (Recipient, INT11: 339-353) 
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For these recipient mothers, ideas about natural and biological concepts of kinship 

are very important.  Even when they are supplementing or replacing their own milk 

with other women’s breast milk the importance of their own milk is significant 

because of the power of relatedness this carries. 

 
Recent developments in reproductive technology have been a significant factor in 

broadening the concept of relatedness by asking us to question what constitutes 

family, a mother, a father or parents and opening up new and alternative ways to 

generate a family (Carsten, 2004: 21).  Anthropological research indicates that whilst 

individuals are willing to create families by “stretch(ing) the limits of kinship” and 

using non-traditional means such as reproductive technologies, they ideally also 

attempt to preserve the biological and blood ties so they are able to biologically and 

‘naturally’ reproduce a baby with whom they are in some way genetically connected 

(Ragoné, 2004).  Although this biological or genetic connection is unattainable and 

individuals are forced to adapt (Ragoné, 2004), the biological connectedness has an 

authenticity that other forms of connectedness do not. 

 
The ways reproductive technologies both destabilise and protect biological kinship 

illustrates how people can negotiate the concept of nature and culture (Franklin et al., 

2000).  The movement between the categories of nature and culture suggest that the 

oppositions are flexible categories which borrow from each other.  Although these 

flexibilities exist and are growing more complex in the context of reproductive 

technology, when it comes to the BMB, the traffic between these boundaries is less 

flexible because as this thesis illustrates, the sharing of breast milk remains 

problematic, which is why it requires a high level of negotiation.   

 

The importance of boundaries 

Sharing breast milk generates disquiet about the BMB as it brings forward issues 

related to contamination from a substance and the crossing of relational boundaries 

of what is considered normal.  The apprehensions and the cultural response to these 

anxieties can be linked to Douglas’ anthropological work on the concept of pollution 

and social order.  Through her classic ethnographic text first published in 1966, 

Douglas (1984) explains how social norms are constructed and how they are 
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practiced through the body.  As a ‘bounded system’, which can be easily disrupted, 

she argued that the body is symbolic of social life: 

The body is a model which can stand for any bounded system. Its 
boundaries can represent any boundaries which are threatened or 
precarious. The body is a complex structure. The functions of its different 
parts and their relation afford a source of symbols for other complex 
structures. We cannot possibly interpret rituals concerning excreta, breast 
milk, saliva and the rest unless we are prepared to see in the body a 
symbol of society, and to see the powers and dangers credited to social 
structure reproduced in small on the human body.  (Douglas, 1984: 115) 

 
According to Douglas, any threat to the body’s boundaries is understood to be a 

threat to the boundaries of the wider community.  To illustrate how bodily 

boundaries (and thus the social order of the community) are protected, maintained 

and transgressed, Douglas explores the notion of purity and pollution explaining how 

the construction of something as ‘dirty’ is understood as a threat to bodily and thus to 

moral integrity (Douglas, 1984: 130).  Douglas suggests that “matter out of place” 

such as bodily fluids and substances including, saliva, semen, blood (including 

menstrual blood), breast milk, urine and faeces are deemed to be polluting and a 

danger to bodily and social integrity (1984: 36).  In constructing dirt in this way, she 

suggests that we are “rejecting inappropriate elements” which threaten order (ibid). 

Thus, the construction of pollution, and subsequently taboos, have a twofold effect: 

they are protective strategies used not only to prevent individuals from engaging in 

behaviour that is considered to be dangerous or a threat to social cohesion. They are 

also an instrumental political strategy which alter and control the behaviour of 

individuals to maintain social stability (1984: 3).  This highlights how constructing 

breast milk sharing as ‘dangerous’ could be interpreted as a strategy previously 

employed by medical authorities to influence how women use and position their 

(reproductive) bodies.  For example, the construction of wet nurses’ bodies and 

breast milk as dangerous at the beginning of the twentieth century attracted women 

to the alternative feeding options offered by the emerging formula industry.   

 
The boundaries of women’s bodies and the desire to keep them intact to maintain 

social cohesion can be exemplified through both the traditional and contemporary 

discourse surrounding reproduction.  According to Kukla (2005), historically the 

pregnant woman represents a permeable structure.  The permeable boundaries of 
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women’s bodies could not only leak, exposing the bodies interior to the outside 

elements but could also work in reverse where substances from the external 

environment (including anything that a woman ingests) transmits to the foetus in her 

womb (Kukla, 2005: 106).  A similar belief exists today, where the womb is seen to be 

a place that must be protected from any external substances which can permeate its 

boundaries and harm the foetus within.  In response to the “permeability of her body, 

the proper pregnant woman is still expected to cultivate rigorous self-discipline and 

to police her boundaries and appetites” (Kukla, 2005: 106).  This is especially salient 

for the women who became donors in the BMB because whatever they put into their 

bodies passes through their breast milk and could be ‘unsafe’ for the babies who 

receive their milk.  As Jessica, an outside donor indicated she had had an 

immunisation shortly after the birth of her children and there was some concern 

about donating her breast milk which was thought to be ‘tainted’ by the vaccine: 

after the kids were born I had ... a booster shot for Hepatitis A, and because 
it’s a live vaccine it might perhaps end up in the milk and I didn’t want to 
pass that on to any of the premmie bubs.  So I had to hang on until the end 
of May, so I had the injection in April and in then the end of May I could 
give that milk to my kids ‘cause it was in my system anyway and that was 
fine but it couldn’t be donated.  (Donor, INT08: 166) 

 
Jessica and other donors were aware of the permeability of their bodies and the effect 

this had on the breast milk that they would donate and as a consequence they 

regulated their dietary intake: 

I just made sure that I had a balanced diet, like I wasn’t, I wasn’t 
endeavouring to ... balance the chips with the ice cream, I was ensuring 
that I did actually have the veggies and the meat and the carbohydrates 
and everything else but, because I was breastfeeding I figured well ... my 
bodies just goin’ use whatever its goin’ use ... (Donor, INT08: 832) 

 
In the past, the anxiety over the permeability of the bodies boundaries generated the 

belief that the milk of wet nurses could be tainted by her demeanour and her immoral 

behaviour, which could be transmitted to the baby she was paid to feed (Golden, 

2001).  In a contemporary context, permeability relates to the possibilities for 

contamination and relatedness so it becomes important to protect these flexible 

boundaries, as crossing them threatens what is normal and disrupts social order 

(Shildrick, 1997).  The concept of boundaries is particularly problematic because 

breast milk continues to be a gendered substance that is tied up in many different 
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connotations about the female body, sexuality, race and class.  For women involved in 

the BMB, in order to be able to accept donor milk, it becomes important to find a way 

to work through the sharing of a bodily fluid and the boundaries that are blurred. 

 

Negotiating the meanings of breast milk 
In describing how she viewed the experience of the BMB, recipient mother Cathy said 

“I think it’s like a love/hate relationship isn’t it?  You want it but at the same time you 

wish you didn’t have it” (Recipient, INT03: 1135).  Cathy demonstrates how recipient 

mothers perceived donor milk as both beneficial and potentially risky and illustrates 

my earlier argument that women must navigate competing and conflicting discourses 

when it comes to infant feeding practices.  As I pointed out in Chapter 1, conflicting 

discourses blur boundaries and in doing so create locations of uncertainty from 

which new medical and social knowledge emerges.  In the context of this project the 

BMB represents one of these locations of uncertainty as it is both a physical location 

but also a conceptual one where competing discourses regarding risks and benefits 

converge and new aspects and issues arise that women must navigate.   

 
In this section I explain the ways in which these locations of uncertainty allow women 

to take up alternative discourses in order to negotiate the aspects of the BMB which 

they consider to be risky.  Women in the BMB negotiate competing and uncertain 

discourses around breastfeeding, formula and donor breast milk by realigning risk 

(Murphy, 2000).  I argue that they realigned risk by discursively redefining donor 

milk so it becomes a depersonalised substance allowing it to be more readily 

understood as medicinal.  Ironically this redefinition of donor breast milk allows new 

space for the acceptance of formula to also be reconsidered beneficial. 

 

Removing the relational inference associated with donor breast milk 

In order for recipient mothers to protect their exclusive mother-child relationship 

and strategically manage risk, they generated an image of the donor.  The donor was 

imagined in one of two ways: as someone intimate and close to the recipients or as a 

distanced person who had no identity.  Nora, for example told me she thought of her 

donor as a mother whose baby had died and her donated breast milk was a way of 

overcoming grief.  For Diane, who had a friend who was a donor, she imagined that 
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her child was receiving milk from her friend.  In this way imagining the donor as 

someone vulnerable or someone closer such as a friend makes the process of using 

donor milk more acceptable.  This is because a friend is someone familiar, they are 

not strangers and in this way they are more trustworthy so the intimacy is more 

tolerable.  On the other hand, imaging donors as depersonalised and sterile reduced 

the potential for connectedness, for example Cathy imagined a donor who looked like 

this: 

you’d like to see, you know this person sitting in a sterile place pumping 
milk [...] that’s what you’d like to think ... yeah you know sitting in a white 
suit with her little hat and just a pump, with a pump stuck to her, like a 
cow (laughs).  (Recipient, INT03: 747) 

 
As Cathy has demonstrated, the imagery of a cow and other animals and mechanical 

metaphors were used by many recipient mothers to generate distance. This allowed 

the donor to be stripped of identity and imagined not as a real mother with real 

breasts—instead she is imagined as a functional machine with milk production being 

her only purpose. This depersonalised image allows women to consider donor breast 

milk as ‘safe’, sterile and clean.  Moreover, discussing the donor as a dairy cow is 

powerful since receiving milk from a cow is something adult humans do all the time.  

By imaging the donor as a cow, the women equate donated human milk with its 

substitute, either cow’s milk or formula, and so reduce their anxiety about sharing as 

it eliminates any potential connections to others.  Some donors also considered their 

breast milk to be like cow’s milk.  Jessica had breastfed her twins and considered the 

process important in terms of bonding.  However, when she discussed her expressed 

milk, which was the excess milk she donated, she compared it to cow’s milk, as she 

told me: 

And it’s a little confronting when you actually have a look at it and you say 
“Well, this is the watery segment and that’s actually just the cream sitting 
on top”, and its, its quiet confronting. But, like I said before I’m fairly 
pragmatic person and I just sort of looked and I thought “well...all milk 
does this” … and, I went to school at an agricultural high school, and we 
had a diary. and I knew all about milk and I knew that things separated 
and there were layers and I wasn’t ... I wasn’t naive about it or anything 
like that.  I just thought well ... why should my milk be any different to any 
other animals? (Donor, INT08: 847) 

 
For Jessica, the breast milk she provided her children was constructed as a useful tool 

for bonding, yet the milk she expressed and placed in bottles had similar qualities to 
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milk from other animals.  In this case, the different ways that Jessica perceived her 

breast milk illustrate that it is important to remove the potential for connectedness 

with strangers that may be available, even for donors.   

 
Interestingly, by envisaging a donor as either “just like them” or someone who has no 

identity at all and is completely universal, none of the recipients acknowledged that 

the breast milk is pooled.  They all talk about a singular donor which is important, 

because what they are doing is trying to imagine the motivations and moral standing 

of the person who would be a donor and in doing so are attempting to make that 

person a good person.  However, in practice they know that the milk is converted 

from someone’s milk to everyone’s milk as it is pasteurised.  Thus, when I mention 

the two different ways that the recipients imagine the donors, the dehumanised 

image is actually acknowledging that it is more like commercial milk production.  In 

order to settle feelings of anxiety about the milk, the women seem on the whole to 

want to construct an image of an individual woman who is a donor.  Since the pooling 

process is completely dehumanised it makes the donor milk too much like a factory 

product that is to artificial because all of the ‘natural’ aspects they value have been 

removed. 

 
Women also take up alternative discourses to remove the identity of donors by 

drawing on the BMB’s naming and renaming process.  This was immediately evident 

to me through the name given to the breast milk bank.  As discussed in Chapter 3, the 

acronym PREM incorporated into the name of the Perth facility reflects numerous 

aspects of the process (i.e. PREM bank for premature ‘prem’ babies).  It also indicates 

the usage of expressed milk rather than breast milk which is necessary to emphasise 

that the milk being shared has impersonally been removed from its origin, signalling 

that the sharing of donor breast milk does not involve individual bodies or breasts. 

The power of renaming to depersonalise donor milk was also evident in the labelling 

system used by the BMB.  When a mother expressed breast milk, that was to be used 

for her own baby, she put it in a container with a yellow sticker which boldly read 

‘Expressed Breast Milk’ (EBM) and her and her baby’s name.  If any of this EBM was 

then donated it is treated and tested and then transformed, renamed and relabelled 

with a purple label which reads ‘Pasteurised Donor Human Milk’ (PDHM) where the 

individual names of mothers and babies are replaced by a batch number.  As with the 
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acronym PREM bank, this renaming from EBM to PDHM further emphasises the 

disassociation of mother’s milk,  its bodily origins and thus its link to another body 

and mother. What is noticeable is the removal of the word “breast” from the name of 

the processed milk once it is destined to be consumed by other babies.  This 

eliminates the association of where the breast milk actually comes from, thus 

generating a medicalised connotation that highlights its safety and separation 

between PDHM and ordinary, untreated EBM.  This renaming process is effective in 

transforming donor breast milk from a personal substance to a medicalised 

substance, which made it easier to accept for it had no ties, or connections to any 

individual women, as Belinda explained: 

if it’s just in a bottle and they’re just feeding it through a tube, there’s 
nothing there, it takes all the human side out and it just ... yeah it’s just 
completely different, it just makes it, like part of the hospital, you know, 
not from somebody.  (Recipient, INT14: 655, 689) 

 

For mothers like Belinda, when there was no identity connected with the donor milk 

it was considered to be less risky and more like a medicine, that originated from the 

hospital.  Other recipient mothers reinforce the idea that donor milk is medicinal by 

thinking about it as a substance that provides therapeutic benefits to their premature 

baby.  For example, Vanessa emphasised the immunological qualities, explaining that 

donor milk was more important for immunity rather than for nutrition: 

you can see the nutritional side to help him get fat and grow and but then 
you can, always in the front of your mind was the ... added immunity that 
he was getting from you.  So that was always in the front of your mind as 
well which is why you wanted him to have breast milk whether it was 
donor or mine, ‘cause you knew that there was that added immunity in 
there and for a baby so young, and so small, yeah ... you know he could get 
nutrition from formula or from a drip or from anything but to get that ... 
the medicinal purpose of it.  That was one of our main reasons why we 
went with donor milk, for that medicinal purpose.  ‘Cause yeah you can 
always get formula, to feed them.  (Recipient & Donor, INT13: 1553) 

 
Tania also reinforces the notion that donor breast milk is medicinal.  She explained 

that in response to her early rejection she was told that if she did not consent to the 

use of donor milk her baby might die.  Thus, presenting donor breast milk as a life 

saving substance contributed to the alteration of its meaning to being therapeutic and 

is how women then perceived donor milk as medicinal. 
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From nutritional to medicinal 

The medicinal meanings of breast milk is strengthened by the location of PREM bank 

in a hospital where donor breast milk provision is absorbed into the treatment of 

premature infants.  At KEMH this is reinforced further because donor breast milk is 

only available to certain babies (those less than 34 weeks gestational age) for a pre-

determined period, indicating that its provision is a short term treatment for a 

medical problem rather than a long term method of feeding.  This is notable because 

some BMB facilities do not operate with this restriction but with an ongoing 

commitment to providing breast milk for infants requiring it rather than specifically 

as a treatment of premature infants.  For example, Wilson-Clay (2006: 4) notes that in 

the USA at the Mothers Milk Bank Austin (MMBA), ninety percent of recipients are 

preterm babies in hospital, where the other ten percent are non-hospitalised babies 

whose mothers have taken up the option of purchasing donor milk for their baby.  

Other banks have also been known to provide donor milk to babies following their 

discharge from hospital (B. Hartman, pers. comm., August, 2007).  These less strict 

rules allow women to define breast milk as a food and a source of nutrition, not a 

medicine.  However, because the rules of receiving donor milk at KEMH are strictly 

regulated it is perceived by many as medicinal and contributes to the medicalisation 

of breast milk.36  

 

Repositioning formula 

The constructions of donor milk as a depersonalised, medicinal substance opens up a 

new position were women reconsider formula, its uses and benefits.  As the findings 

of this research illustrate, recipient mothers came to alter the meanings associated 

with formula by realigning the negativity associated with its use.  For these women, 

instead of becoming the least preferable option formula came to be advantageous in 

                                                        
36 Also illustrating the competing and conflicting discourses around infant feeding and breast milk is 
the definition of breast milk as either a food or a tissue.  At the government level, breast milk is 
considered to be a food (Australian Government Department of Health and Ageing, 2009: 25).  
However, states and territories have separate acts which can define breast milk as a tissue and thus as 
a therapeutic good.  BMBs like the one in Perth and Victoria classify breast milk as a tissue in so far as 
it is subject to similar laws as organs and blood products (Opie, 2011; B. Hartman, pers. comm., April 
2008).  Although breast milk is considered a tissue, according to the manager of the BMB in Victoria, 
donor milk is processed and stored in compliance with ‘Food Safety Act and Good Manufacturing 
Practice’ (Opie, 2011: 5).  So whilst it is defined a tissue it is treated like a food product emphasising 
conflicting ideas which create uncertainty.  This ambiguity between breast milk as food or tissue is 
why the BMB in Perth works hard to promote breast milk as medicinal thus as a tissue because in this 
way the distribution of donor breast milk remains easier to control and regulate.   
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two specific ways.  Firstly, as I explained earlier, mothers like Giulia perceived donor 

milk as dangerous and ‘risky’ based on her negative assessment of a women who was 

lactating abundantly, and in her mind, may have been a donor.  When Giulia’s twin 

boys reached 34 weeks and were no longer eligible to receive donor breast milk, she 

was relieved that she would no longer have to be anxious about the donor breast milk 

they were receiving and its source, as she explained: 

personally, giving your child something that’s dependent on their 
[donor’s] diet all the rest of it.  But obviously it [donor breast milk] was the 
best thing for them but once they got to 34 weeks and they could start 
with the formula I was ... happy to switch to the formula, you know, if that 
makes sense.  (Recipient, INT23: 318) 

 
Relief at receiving formula was a common feeling amongst those recipients who, after 

receiving donor milk, generally accepted the shift to formula as it reduced the anxiety 

about the potential risks associated with donor milk.  This constructed formula as a 

positive, useful substance which had enabling effects as the mothers interpreted its 

use as safer and therefore a ‘better’ mothering choice. 

 
As donor milk was considered medicinal and was given only whilst a baby’s health 

was precarious, the process of ‘graduating’ to formula signalled the improving health 

of a premature newborn.  Women eventually saw themselves as enhancing the health 

of their baby by providing formula because it not only symbolised a movement from 

precarious health into stable health but it also assisted in more rapid weight gain. 

Tania explained that during the time that her daughter received donor milk she had 

continued expressing so she could provide her own milk after donor milk was no 

longer available at the 34 week point, she said: 

I attempted three times, I was doing the expressing and it was just not 
working. So they [lactation consultants] just said to me “look, easier to just 
put her on the preterm formula ‘cause also its got heaps and heaps of 
calories in it”.  They said you know, “... put her on that for a couple of 
weeks and then, they’ll actually put her on to normal formula“[...]  And 
they said “if she continues picking up weight, she gets to two kilos ... and 
you know, she’s tolerating her food, she doesn’t have a feeding tube 
anymore and she’s drinking properly and ... all that”, she goes, “you guys 
can go home”.  (Recipient, INT15: 890) 

 
As Tania’s narrative indicates, weight gain was a powerful marker of health because 

once a premature baby had reached the gestational age and weight of a full-term 
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baby, dependency on medical care reduced and the baby was often discharged from 

hospital.  Jenna also explained her (in)capacity to produce sufficient breast milk: 

it was more me going, “Reality check I’m not producing enough”—no one 
told me that but then when I decided to go onto formula I did say “well, 
you know, that’s probably the best, better thing for Stephanie that she’ll, 
put on weight a lot quicker” ... otherwise we wouldn’t ‘ave been able to 
bring her home.  (Recipient, INT11: 1262) 

 
A baby given formula was interpreted as a baby that was on the pathway to being a 

fully healthy, happy, ‘normal’ newborn.  In this way, formula gained a positive 

meaning where rather than being seen as endangering the wellbeing of their babies it 

signified that they were healthy. Considering formula as beneficial for the healthy 

development of their babies allows the women to re-order the hierarchy with formula 

above mothers own (fortified) breast milk which was above donor milk.  Rethinking 

the hierarchy to suit the situation highlights how the discourses and meanings 

around infant feeding are shaped by location and circumstance and are changing all 

of the time.  The positive construction of formula also illustrates that the dominant 

discourses around infant feeding practices are unstable and open to challenge 

through alternative discourses.  Through its operation, the BMB promotes the 

benefits of breast milk, but it also inadvertently establishes a concurrent discourse of 

formula as positive.  In doing so the BMB is contributing to the destabilisation of the 

breast-is-best message that it is attempting to promote.   

 

‘It’s not about me, it’s about the baby’ 

Since the women involved in the BMB have been constructed as failed it becomes 

their responsibility and desire to rectify by whatever means they can, including 

accepting donor milk, as Giulia explained: 

G: You know ‘cause obviously when you’re in that situation and the 
doctors say: “Look, donor milk is the best thing for them “and they’re so 
little and sooo, I should show you some photos of them, I’ll show you some 
photos, they’re sooo ... (trailing off as she leaves the room) 
GZ: You just kind of want to do anything? 
G: Anything!  What you think is best for them.  (Recipient, INT23: 222) 

 
The perception of donor breast milk as dangerous is expressed by those who receive 

it at the BMB, yet it is a anxiety that is never acted upon because rejecting donor 

breast milk is not consistent with the maternal identity these women are striving to 
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attain.  As Natasha explained, she initially rejected the offer of donor breast milk for 

her son but eventually came to view her apprehensions about the risks of donor 

breast milk as ‘selfish’ when she said:  

so I stopped and I thought “It’s not about me, it’s about Michael and what’s 
best for him” (INT21: 75) [...] I thought “I gotta do what’s right for 
Michael”.  It’s not about me and what and how I feel about him being the, 
not the one, one to give him milk, it’s not about that, it’s about what’s best 
for your son.  It’s your child, it’s got to be.  (Recipient, INT21:737) 

 
Despite their misgivings, the women consented to accept donor milk due to their 

desire to make up for their failure and to identify as good mothers.  Yet as this chapter 

illustrates it is important for them to find a way to be comfortable with donor milk.  

Doing so allows women to simultaneously free themselves from being perceived as 

failed and irresponsible whilst at the same time subscribe to the ideology of a good 

intensive mother who is selflessly concerned for, and willing to do anything to protect 

her baby’s welfare.   

 
Finding a way to be comfortable with the use of donor milk is important to these 

women because they are aware that if they reject it they will be vulnerable to the 

scrutiny of others and their access to desired maternal identity may be threatened.  

This is consistent with Fox et al. (2009b) who suggest that women who digress from 

medical advice and recommendations are not only susceptible to public scrutiny but 

also subject themselves to ‘private guilt’. This was evident in some of the women’s 

acceptance of donor breast milk because they were aware that the scrutiny of others 

could leave them open to potential judgements had they rejected donor milk.  As Amy 

discussed, women who rejected donor milk knowing how good it was for their baby 

were not able to access the identity of a responsible mother: 

it was interesting ‘cause I did ... hear and I don’t know if things changed, 
but there was one woman ... or one baby who’s mother was contacted 
about possibly using the donor milk and she didn’t want to ... which I don’t, 
I found quite interesting ‘cause I think that’s a big decision as well, you 
know not to want to give that when, you know all the benefits of it are 
quite well known ... so ... you know to each their own kinda thing.  
(Recipient, INT05: 839) 

 
This remark illustrates how women who reject donor milk were scrutinised and 

judged by those who had accepted because they could be interpreted as purposefully 

(and selfishly) endangering the well-being of their child.  This moral scrutiny 
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intensifies women’s apprehension around taking potential risks, but for these women 

rejecting donor milk presents greater risks than accepting it. 

 
Realigning risk by adopting alternative meanings of donor milk and formula becomes 

one way in which women feel comfortable with accepting donor milk.  This is because 

in constructing donor breast milk as medicinal rather than nutritional the women are 

illustrating they are approving a treatment, not a substance they have failed to 

provide.  In this way, failure is overcome through the redefinition of donor breast 

milk because consenting to medical treatment is different to being inadequate and 

relying on another woman.   

 

Summary 
This chapter has discussed women’s responses to the receipt of donor breast milk.  I 

have argued that recipient mothers negotiate risk as a redemptive strategy because 

they are not able to restore their bodies and redeem themselves as donor mothers 

were.  Although they engaged in redemptive mothering to overcome failure, the very 

idea that they had to become recipients means that they have had to extend their 

redemptive mothering to the acceptance of donor breast milk.  For these women the 

ways in which they reconceptualise risk is redemptive as they have successfully 

overcome their failure by navigating through and eventually approving the use of 

donor milk.  This highlights the connection between transformation and redemption 

where their navigation of risk has involved accessing alternative discourses or taking 

up meanings in a way that benefits their identity as a good mother and becomes a 

strategic way of overcoming failure.  For recipient mothers, negotiating the use of 

donor breast milk is an important way that they can be freed from the constraints of 

failure and construct their identity as ‘authentic’ mothers.   
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CONCLUSION 
 
Recently, my sister’s friend had a baby.  After visiting her friend and the new baby my 

sister told me that she was so intrigued by her friend’s breast milk that she had a 

taste.  “It’s sweet” she told me, “but why does everyone freak out when I tell them I 

tasted it?”  Although people never ‘freaked out’ when I explained this research, I did 

have a few raised eyebrows directed my way.  Many people responded somewhere 

between interest and aversion, often asking: “Breast milk banking, isn’t that gross?” 

or “Is that safe?”  These responses exist because the idea of sharing breast milk has 

not been seriously contemplated in contemporary Western society.  On occasions 

where breast milk does appear in unexpected places, we are forced to think about our 

behaviour, our social and cultural beliefs and what we do to sustain them.  A relevant 

example of this was in early 2011 when a café in London manufactured an ice cream 

made with expressed human breast milk (ABC News, 26 February 2011).  The 

polarised responses to this unusual product had  people either utterly intrigued, or 

completely repulsed.  Some media reports suggested that the café sold out of the 

breast milk product within hours, others reported that the concern for public safety 

forced its removal from the menu.  Generating a spectacle in this way is not new, as 

we have already seen breast milk appear in novel and unusual circumstances before.  

In 2010, there was an example of the New York chef who manufactured cheese from 

his spouse’s breast milk and sold it in his restaurant (Angerer, 2010).  In 2006, the 

Canadian performance artist Jess Dobkin, set up a ‘Lactation Station’, a bar where 

audiences were invited to sample pasteurised human milk (Dobkin, 2006).  There 

have also been instances where cancer patients have used breast milk as a 

therapeutic treatment (Rough et al., 2009; see also Other people's breast milk, 2008).  

Again, responses to the unusual use and appearance of breast milk shift between 

fascination to horror and desire to disgust.   

 
These examples of breast milk being playfully used to challenge cultural assumptions 

seem harmless in contrast to the negative response evoked by incidents that occurred 

in Australian hospitals during the course of this project, where women were given the 

wrong newborn baby to feed.  Once reported in the media (Sikora, 2010), these 

incidences generated a huge furore not only about the risk associated with accidental 

cross-feeding but also around the inappropriate crossing of fluids.  According to the 
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media reports, in cases where babies were accidently breastfed by the wrong woman 

or where they were fed expressed breast milk their stomachs were aspirated.  The 

practice of aspiration, also known as the ‘pumping’ of the stomach’s content, is 

commonly used to remove an excessive ingestion of alcohol or other drugs, yet in the 

case of these babies it was an action conducted in accordance with section 5.3 of the 

policy directive issued by New South Wales (NSW) Health (see Appendix 10).  This 

directive regarding the safe management of breast milk indicates that if a baby is 

given to the wrong mother to breastfeed or is inadvertently fed someone else’s 

expressed breast milk (EBM), the following procedure should be implemented:  

if the baby is being fed EBM via a nasogastric or orogastric tube and the 
incident is identified at the time of feeding, aspirate the stomach contents 
immediately.  The feed can be aspirated up to 30 minutes after feeding.  
(NSW Health, 2010: 6) 

 
The standard practice of aspiration for incorrectly distributed breast milk signals that 

the improper use of fluids is highly problematic.  Although the idea of babies receiving 

other mother’s breast milk is the premise for the BMB, the idea of having to pump a 

baby’s stomach sends a clear message about the threat associated with crossing 

boundaries without clinical supervision.  Moreover, as these varied examples and 

responses to the ingestion of breast milk suggest the receipt of breast milk outside the 

mother-child relationship continues to be provocative.  As mentioned in the 

Introduction, Piccinini’s artwork of an ape feeding a human baby is challenging 

because it problematises cultural categories of order and nature.  The BMB is 

concerned with a similar blurring of boundaries, where women’s bodies, breast milk 

and the role of mothers are also problematised.  This thesis has examined how 

women respond to these shifting boundaries, how they protect these boundaries, 

how they negotiate power relations which inform these boundaries and how their 

maternal identity is subsequently influenced.  

 

Thesis overview 
For women in the early stages of motherhood, the body and infant feeding practices 

have a strong influence on their identity.  Decisions about feeding are positioned 

within a series of constraining dualisms that women must navigate.  These dualisms 

often position breast milk via breastfeeding as the preferred feeding option and 

formula as inferior.  Through a critical review of the literature I have highlighted 
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points of tension in the breast-is-best discourse, where the dominant discourses that 

inform these dualisms are competing and conflicting in various contexts.  These 

contradictions undermine the breast-is-best message resulting in an ambivalence 

towards breastfeeding and the provision of breast milk.  Despite the discursive 

undercurrents that destabilise the dominant meanings of breast milk and 

breastfeeding, the influence of maternal responsibility in the context of neo-

liberalism complicates how women engage in these alternative meanings.  As women 

are positioned as being morally responsible for their babies’ health they experience 

harsh scrutiny and guilt when their behaviours and beliefs do not align with expert 

advice.  Within this framework, the BMB arises as a location of uncertainty where 

these dualisms are destabilised and women must navigate a new set of problems in 

the context of neo-liberal mothering.  

 
As this thesis has argued, women who cannot gestate a baby to full-term, cannot 

deliver their baby safely and produce a fragile baby who requires medical 

intervention, enter an established discourse of failure.  Within this discourse of 

failure, the inability to lactate and nourish their baby amplifies their inadequacy as 

mothers.  Since feminists scholars such as Bordo (2003), Heyes (2007b) and Gimlin 

(2002) have pointed out a link between the external body and the inner self, an 

unruly body is often experienced as reflecting an inadequate moral self.  As I have 

shown, for the women involved in the BMB, the notion of the failed body equates to a 

failed self and encourages them to engage in a project of normalisation to rectify 

these flaws.  Through specific body work, women transform their failed bodies in the 

BMB by engaging in a network of power where they participate in surveillance and 

disciplinary tactics.  These tactics allow women to re-train and correct their body to 

transform from failed lactators to efficient lactators.  This requires a high level of 

visibility where the use of time, space, documentation and inspection allows them to 

be seen and scrutinised from many positions.   

 
These women engage in this visual scrutiny not because they are being forced to but 

because they are influenced by a network of power in which they actively participate 

in a productive way.  They have the option of resisting this project of normalisation 

but most take part, as it is a way for them to demonstrate their commitment to 

responsible mothering.  The project of normalisation has both a constraining and 
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enabling effect on women who participate, which is precisely how Foucault claimed 

networks of power operate.  The process is constraining as it places limitations on 

women’s bodies and forges a close link between their bodies’ ability and overall 

ability to mother.  Yet it is also empowering as it allows these women to construct a 

maternal identity that is connected to natural, ideal images of mothering which is 

something they desire.  The desire to appear more natural and thus more authentic 

links back to the notion of dualisms and re-emphases the power they have.   

 
Actively engaging in this network of power is how the participants, who have 

previously been perceived as failed, begin the pathway to redemptive mothering.  It is 

through redemptive mothering that women are able to engage in transformative 

tactics that not only normalise their bodies, but align their mothering with what they 

perceive to be good mothering.  The redemptive tactics employed by women allows 

them to recover a more legitimate, authentic form of mothering that is not necessarily 

available to them otherwise.  An aspect of this redemption is assessing and managing 

the risks involved with having to accept donor milk.  Recipient mothers do so by 

realigning dominant meanings of breast milk and formula to suit them and their 

specific circumstance.  By realigning these meaning, these women demonstrate that, 

although dominant meanings can appear rigid and constraining, through the process 

of BMB they are empowered to engage in more fluid and flexible meanings to achieve 

their desired identity.  

 

Key contributions 
In this section I will summarise the key contributions this project offers and highlight 

areas of consideration that the findings open up for future research.  

 

Redemptive mothering and networks of power 

This thesis has applied Foucault’s theorisation of networks of power to explain how 

women actively participate in the correction and transformation of their flawed 

bodies in order to become legitimate mothers.  Using Heyes’ (2006; 2007a; 2007b) 

reading of Foucauldian power, this thesis illustrates that through ideological 

constructions of maternal responsibility, failure, normalisation, risk and protecting 
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relational boundaries, women use redemptive mothering strategies to negotiate the 

complexities of mothering and power within the unique site of the BMB. 

 
The findings relating to redemptive mothering contribute to theoretical debate in 

feminism regarding the usefulness of Foucault.  By extending the work of Foucault 

through Heyes’ work on body transformations, I have demonstrated how the former 

was arguing for neither a system of power where individuals were coerced, nor 

suggesting that they had free choice.  Rather, individuals negotiate the aspects of 

power from different positions.  For example, women in the BMB are confronted with 

limitations relating to their ability to provide breast milk, yet they are also restricted 

because the benefits and dangers of using donor milk and formula have a strong 

impact on their desire to achieve good mothering.  As illustrated at the beginning of 

this chapter, on the one hand a baby who accidentally received breast milk from 

another woman had their stomach pumped evoking notions of risk and danger, yet, 

on the other hand, women are encouraged to accept other women’s breast milk to 

save their baby’s life.  This indicates two opposing positions towards sharing breast 

milk that women must negotiate.   

 
This drive to ‘normalise’ their bodies can be seen as oppressive because it places 

limitations on the choices women make about the type of individuals they wish to be.  

It also powerfully illustrates how women engage in ‘body work’ which requires 

comformativity while at the same time instilling modes of individuality that they 

desire (Heyes, 2007a: 17).  Thus, the techniques that women engage with are 

immersed in a network of power relations that simultaneously facilitates their agency 

and limits it.  The simultaneous operation of technologies of power and of self is 

precisely how power relations become both constraining and enabling; constraining 

because they “compel[s] compliance with the norm” but enabling through the powers 

that “make certain forms of subjectivity possible” (Heyes, 2007a: 17).   

 
Significantly, this thesis demonstrates that the transformation which occurs through 

redemption is important and not articulated in previous Foucauldian studies 

concerning the disciplining of the body.  Practices and dispositions around bodies 

have been discussed, but through this thesis I have argued a new element around the 

transformative aspects of redemption as part of that process.  In this way, this thesis 
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provides an addition to Foucauldian studies of technologies of self but also 

recognising, as Heyes (2007b) does, the contradictory elements of constraining and 

enabling aspects of power.  As far as I am aware, no research has investigated 

practices of redemption as technologies of self, and it is through this unique research 

location of the BMB, that I am able to demonstrate this particular application of 

Foucault, which links directly with recent interpretations of his work. 

 

Multiple and alternative meanings 

In Chapter 1 I explored the dominant meanings of breast milk and breastfeeding and 

considered how they are destabilised through alternative and contradictory 

discursive undercurrents.  This thesis has added space to this notion of contradictory 

discursive undercurrents due to the alternative meanings that have arisen in the 

context of the BMB. As the logic of meanings surrounding breast milk and 

breastfeeding is dependent on context, the meaning of donor breast milk also has the 

potential to change according to who is giving and receiving breast milk, under what 

circumstances and in what location.   

 
This thesis has given women more power to access alternative meanings, because in 

typical infant feeding scenarios, the moral element limits how women respond to the 

alternative meanings.  However, in the BMB, the limitations put on mothers in the 

hospital environment inadvertently allows them to draw on these various meanings 

and engage with them in a way that suits them.  Whilst the dominant meanings 

continue to have power, women more openly access alternative meanings because, as 

far as they are concerned anything that is considered good for their baby should not 

be dismissed.  This was particularly evident in women’s response to formula as 

positive.  In typical circumstances, had they had a baby and used formula the moral 

scrutiny may result in them experiencing guilt.  However, in the BMB women saw the 

use of formula as positive because it was inextricably linked to health.   

 
For these women, although the power of the dominant meanings remain and is why 

they work so hard to normalise their bodies, they are able to successfully engage in 

flexible and alternative meanings without experiencing the same moral judgements 

and scrutiny that may typically be associated with formula.  In the unique location of 

the BMB, the positive construction and use of formula allows women to redraw the 
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boundaries of what is considered good, bad and irresponsible.  Whilst breast milk 

remains nutritional, it changes from the ideal nutrition to a substance that women 

question as potentially inadequate.  In this context, formula has become preferable 

because it achieves greater results faster, which may have important implications to 

all women who struggle with the infant feeding outcomes either by choice or by 

circumstance.   

 
Most noteworthy is the shift in meaning from immunological to medicinal, which may 

have significant, long-term impacts on the way women contemplate infant feeding 

and maternal identity.  As discussed in Chapter 1, the dominant meaning of breast 

milk as immunological originates from the idea that each individual woman has 

antibodies specific for her individual baby.  However, the way donor breast milk is 

used in the BMB establishes the idea of generalised immunity, a concept which is 

reinforced by adults treating cancer with breast milk.  The use of breast milk for 

cancer treatments highlight that it has immunological power that comes from the 

properties of the rejuvenating white blood cells.  Thus, using donor breast milk to the 

extent that it provides antibodies adds to the meaning of breast milk as medicinal.  

However, the alternative meaning of breast milk as medicinal can be threatened 

when risk becomes an element of the meanings surrounding breast milk and donor 

breast milk.  The notion of medicinal versus contaminable become double edged 

because they are played out against each other in the context of the BMB.  As this 

thesis has demonstrated, women are able to negotiate these contradictory elements 

in a way that suits them and their situation, which may have important implications 

for the way women negotiate the contradictory elements of infant feeding in other 

contexts.  

 
Although these alternative meanings arise in the context of the BMB, many of the 

traditional meanings and dualisms which inform mothering and infant feeding 

practices remain important to these women.  Whether explicit or implicit these 

dualistic categories of good/bad, failed/successful, and natural/unnatural remain 

orientating devices for moral judgements about what constitutes mothering.  

Although redemptive mothering illustrates that the dualisms can be flexible, this does 

not mean that they are completely discarded.  As Heyes along with Davis (1995), 

Gimlin (2002) and Throsby (2004) have argued, women continue to work within and 
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between the categories of natural/unnatural.  These dualistic categories remain 

strong influences on the everyday worlds of mothers and individuals more broadly.  

However, this thesis explains that women can negotiate these powerful discourses in 

certain locations by incorporating them into their mothering practices, 

demonstrating how they can be enabled to reorient them to their advantage. 

 
By pointing to the flexibility of these meanings, this thesis has expanded the linguistic 

binaries detailed in the Introduction, drawing on the locations where taken for 

granted meanings change because of conflicting and competing discourses.  As the 

structuralist list outlines, binaries define and categorise breast milk and 

breastfeeding are fixed, but through the post-structural perspective offered in this 

thesis I have demonstrated how they shift, and how they are destabilised.  In 

considering maternal identity and infant feeding through the lens of the BMB, I have 

highlighted how the women in this project negotiate and reinvest these categories 

with meaning, in order to accept donor milk and redeem their status of responsible 

mothering. 

 

Future considerations 
The BMB has provided a lens to analyse essentialist discourses around the body in 

the context of motherhood.  It has provided a platform to explore the continuing 

power of the concept of ‘natural’, which is still pervasive and is why biology and the 

rationale for redemption is an overriding concern for women in this project.  Yet, as 

babies are discharged from hospital and begin to develop at home, the reproductive 

body becomes less and less important to notions of what is considered natural and 

responsible mothering.  It may be that the focus changes from women’s maternal 

bodies to their maternal behaviours, where hyper-mothering has to be actively 

engaged in an ongoing way in order to keep that notion of good maternal identity 

robust.  Future research could explore how women incorporate ideas of natural and 

embodiment not only to their early maternal identity but their ongoing mothering 

and maternal identity constructions.  If the focus shifts from bodies to behaviours, 

more research could consider the reasoning behind this shift and the impact, if any at 

all, the body and the power of the natural have on mothering during the lifespan.  

Engaging in more researching on redemptive mothering could reveal if it is an 
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ongoing practice all women use to avoid feelings of inadequacy, failure, guilt and 

irresponsibility.  Some of this research has been conducted by Lupton (2011), who 

has considered how the emotional dimensions of conforming to the role of the ‘good’ 

mother influences women’s attitudes towards the health and ‘normal’ development of 

their foetus/baby.  Similar considerations through the lens of the BMB could be 

important in revealing how redemptive mothering influences maternal identity in the 

long term development of babies and children.   

 
Perceptions of failure and redeeming failure became a specific aspect of negotiating 

the BMB for recipients, and as a result, they became the focus of this thesis.  While 

this thesis has focused on how recipient mothers experience failure and redemption, 

the theoretical concerns raised may be applicable to the experience of donors.  

Donating breast milk may be a redemptive tactic because it illustrates that a woman 

is able to not only provide for her own child but, due to her over-productive body, 

many other children.  The notion of redemption through donors has not been 

explored here but may be an area of potential research regarding BMBs and the ways 

in which all women involved in the process negotiate aspects of success and even 

competitiveness into their maternal identity. 

 
There has been significant academic contributions to the notion of bodily fluids and 

the idea of generating flexible attitudes towards exchange (Scheper-Hughes, 2001; 

Sharp, 2000; Wilkinson, 2003).  In light of these contributions, it may also be valuable 

to consider notions of reciprocity, commodification and consumption in the context of 

the BMB.  Further research focusing on the system of reciprocity and 

commodification may reveal exploitive or empowering effects of using women’s 

breast milk outside of their bodies.  The way the multiple meanings of breast milk 

have been disrupted by the BMB may provide a framework for further research on 

exchange and commodification.  

 
Finally, as this thesis demonstrates, the techniques employed by the BMB to 

normalise dysfunctional bodies emphasises the centrality of the body in the 

construction of an authentic, maternal identity.  The participants involved in the BMB 

also illustrate the ways women achieved dominant ideologies of mothering through 

redemptive mothering.  Although their experience of failure, normalisation and 
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redemption highlight the contradictions operating around their bodies and identity, 

the women here continue to work towards the fixed and singular notion of the ‘good’ 

mother, which is morally loaded and coded.  I suggest that rather than problematising 

and normalising women whose mothering does not reflect the ideal, locations such as 

the BMB can be effectively engaged in as a way to open new spaces for multiple 

maternal identities to develop and become more widely engaged in and accepted. 
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Appendices 
Appendix 1- Pamphlets (Chapter 1) 
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Appendix 2: Recruitment Letter  

  
                                               NOTE:   
   This appendix is included on page 222 of the print copy  
       of the thesis held in the University of Adelaide Library.
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Appendix 3: Information Sheet (pg 1 of 2) 

  
                                               NOTE:   
   This appendix is included on pages 223-224 of the print copy  
       of the thesis held in the University of Adelaide Library.
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Appendix 4: Expression of Interest form  
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Appendix 5a - Interview Schedule (Recipients) 
 
RECIPIENTS 
 
Thank you for agreeing to talk with me 

 
- I’ve found that it works best if I just let you tell your story and  

I chip in when I want something clarified or have a bit more explanation 
 

1. Tell me about how you became involved in the breast milk bank? 
 
CHECKLIST 
� Pregnancy Birth 
� Breastfeeding messages 
� Partners / Others REACTIONS 
� ADVANTAGES / Worries 
� motivations 
� Others feelings (i.e. mum, sister, friends etc) 
� How public/widely discussed? 
� Any objections?  Who, why, how handled by you/them? 
� Any hesitations/concerns re ACCEPTING 
� Any people shouldn’t get the milk? Or lower priority?  Who, Why? 
� Infant feeding history with previous kids 
  
2. Breast milk bank 

Explain the process to me...what is involved? 
 
What appeals to you?  What doesn’t? 
 
$$ Paying for it? 

 
3. WHY not self breast feed? 
- Feelings about not BF 
- Your feelings about formula? 
 
- Any doubts about the donor milk? 
4. Would you rather KNOW the woman/women whose milk received rather than 

combined milk?  Why? Why not? 
 
5. I’ve had some women talk about informal milk sharing (i.e. mothers 

/grandmothers generation)   
 
Is this something you’d considered?  Why/why not? 
 
Yes – who would you share with?  Limits? 

6. In the past, before breast milk banking,  
hospitals gave excess expressed milk to babies who they thought needed it 
without the mother always knowing.   
 
How do you think you’d feel if that was your baby? Why is BMB different now? 

 
HHow do you feel about breast feeding// breast milk  nnow?  

 

How do you feel knowing 
other mum’s may not be 
giving out of generosity? 
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Appendix 5b - Interview Schedule (Donors) 
 
DONOR 
 
Thank you for agreeing to talk with me 

 
- I’ve found that it works best if I just let you tell your story and I chip in when I 

want something clarified or have a bit more explanation 
 

1. Tell me about how you became involved in the breast milk bank? 
 

CHECKLIST 
� Pregnancy Birth 
� Breastfeeding messages 
� Motivation 
� Partners feelings 
� Others feelings (i.e. mum, sister, friends etc) 
� How public/widely discussed? 
� Any objections?  Who, why, how handled by you/them? 
� Any hesitations/concerns re donating  
� Any people shouldn’t get the milk? Or lower priority?  Who, Why? 
� Infant feeding history with previous kids 
� Your feelings about formula? 
 
2. I’ve had some women talk about informal milk sharing.   

 
Is this something you’d considered?  Why/why not? 
 
Yes – who would you share with?  Limits? 
__________________________________________________________________ 

 
3. Other ways of sharing in the past? (i.e. mothers/grandmothers generation) 

Why has BMB taken over in this way? 
 _____________________________________________________________________ 
 
4. Breast milk bank 

Explain the process to me ... what is involved? 
 
What appeals to you?  What doesn’t? 
 
$$ Paying for it? 

 
 
5. Would you rather KNOW the woman/women who get your milk? Why? Why not? 
6.  
 
7. How did donating to the BMB make you feel as a mum?  Empowering? 
 

 
HHow do you feel about breast feeding// breast milk  nnow? 
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Appendix 6 - Consent form (signed by participants) 

THE UNIVERSITY OF ADELAIDE HUMAN RESEARCH ETHICS COMMITTEE 
with  

KING EDWARD MEMORIAL HOSPTIAL FOR WOMEN ETHICS COMMITTEE 
STANDARD CONSENT FORM 

FOR PEOPLE WHO ARE PARTICIPANTS IN A RESEARCH PROJECT 
 

PLEASE NOTE THAT PARTICIPATION IN RESEARCH STUDIES IS VOLUNTARY 
AND PARTICIPANTS CAN WITHDRAW AT ANY TIME WITH NO IMPACT ON 
CURRENT OR FUTURE CARE. 
 
 
1. I,  ………………………………………………………………(please print name)  
 
 consent to take part in the research project entitled:   
           “Exploration of maternal identity constructions and (re)negotiations through the process of breast 

milk banking”. 
 
2. I acknowledge that I have read the attached information sheet called “Banking on Mum’s Milk:  Experiences 

of breast milk banking in the 21st Century” 
 
3. I have had the project, so far as it affects me, fully explained to my satisfaction by the research worker.  My 

consent is given freely. 
 
4. Although I understand that the purpose of this research project it has also been explained that my 

involvement may not be of any benefit to me. 
 
5. I have been given the opportunity to have a member of my family or a friend present while the project was 

explained to me. 
 
6. I have been informed that, while information gained during the study may be published, I will not be 

identified and my personal results will not be divulged. 
 
7. I understand that I am free to withdraw from the project at any time and that this will not affect my 

involvement with the breast milk bank or routine care. 
 
8. I am aware that I should retain a copy of this Consent Form, when completed, and the attached Information 

Sheet. 
 
9.  I have agreed to be audio taped and that this information will be used in this project and any future research 

by the researcher. 
 
 ………………………………………………………………………………………………... 
 (signature) (date) 
 
WITNESS 
 I have described to    …………………………………………………….(name of participant) 
 
 the nature of the research to be carried out.  In my opinion she/he understood the explanation. 
 Status in Project: ………………………………………………………………………. 
 
 Name:  …………………………………………………………(signature) ........................................(date) 
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Appendix 7 - Complaint form (provided to all participants) 
 

 
THE UNIVERSITY OF ADELAIDE HUMAN RESEARCH ETHICS COMMITTEE 

with 
KING EDWARD MEMORIAL HOSPITAL ETHICS COMMITTEE 
Document for people who are participants in a research project 

 
CONTACTS FOR INFORMATION ON PROJECT AND INDEPENDENT COMPLAINTS PROCEDURE 

 
The Human Research Ethics Committee is obliged to monitor approved research projects.  In conjunction with 
other forms of monitoring it is necessary to provide an independent and confidential reporting mechanism to 
assure quality assurance of the institutional ethics committee system.  This is done by providing research 
participants with an additional avenue for raising concerns regarding the conduct of any research in which 
they are involved. 
 
 
The following study has been reviewed and approved by the University of Adelaide Human Research Ethics 
Committee: 
 
 
Project title:  “Exploration of maternal identity constructions and (re)negotiations through the process of 
breast milk banking”. 
 
1. If you have questions or problems associated with the practical aspects of your participation in the 

project, or wish to raise a concern or complaint about the project, then you should consult the project co-
ordinator: 

 
 Name: Professor Margaret Allen (Telephone:  Ph. (08) 830 35975) 
OR 

Name: Dr Ben Hartmann (Telephone: Ph: (08) Ph. (08) 8303 3723) 
 
2. If you wish to discuss with an independent person matters related to  
 � making a complaint, or  
 � raising concerns on the conduct of the project, or  
 � the University policy on research involving human participants, or  
 � your rights as a participant 
 
contact the University of Adelaide Human Research Ethics Committee’s Secretary on (08) 8303 6028 
or  
the Director of Medical Services at KEMH on (08) 9340 2222.  
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Appendix 8: Information Sheet given to Donors (Pg. 1 of 5)  
(Provided courtesy of PREM Bank, 2008) 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
                                               NOTE:   
   This appendix is included on pages 230-234 of the print copy  
       of the thesis held in the University of Adelaide Library.
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Appendix 9: Donor Questionnaire (Pg. 1 of 4) 
(Provided courtesy of PREM Bank, 2008) 
 

  
                                               NOTE:   
   This appendix is included on pages 235-238 of the print copy  
       of the thesis held in the University of Adelaide Library.
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Appendix 10 – Policy directive issued by NSW Health 
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