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“Would the minister be willing to commit to achieving an increase in the percentage 
of mothers who breastfeed their children until the age of six months? I could suggest a 

reasonable percentage for this in a motion.”

Esmé Wiegman-van Meppelen Scheppink, Dutch member of parliament

14 November 2007

1General introduction
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General introduction

Since ancient times, the feeding of infants – with human, animal, or artificial milk – has 

been the primary concern of parents all over the world. Infant feeding choices are reported 

to be determined by access to human milk and by the availability of substitutes, as well as 

by factors such as sociocultural, economic, medical, or practical conditions (Maher, 1992). 

Others (non-parents) also contribute to the discussion on whether to feed infants with breast 

milk or with substitutes. 

This doctoral thesis emerged from the way this issue was addressed in the 

Netherlands in 2008. At that time, breastfeeding was high on the Dutch national political 

agenda. The background to addressing infant feeding in parliament was the discrepancy 

between the infant feeding recommendations of the World Health Organization (WHO) 

that infants should be exclusively breastfed until the age of six months (WHO, 2003) 

and the high rates of breastfeeding discontinuation in the first months after birth in the 

Netherlands (Lanting & Wouwe, 2007). In November 2007, a motion was submitted (see 

above quote, Wiegman-van Meppelen Scheppink) and carried in the parliament (Dutch 

Parliament, 2007). Following the adoption of this motion, the Dutch Ministry of Health, 

Welfare, and Sport issued a statement in April 2008, which included the aim of increasing 

the percentage of women who were still breastfeeding their infants until the age of six 

months to 40% by 2011 (Dutch Ministry of Health, Welfare, and Sport, 2008a). 

This government involvement in infant feeding prompted various responses in 

the Netherlands. It produced emotional reactions among women and on social media, 

for example, women exchanged opinions on whether they needed national government 

recommendations when choosing to breastfeed or not. It enlivened discussions among 

families, health professionals, researchers, and the general public, and this was ref lected in 

commentaries in newspapers and magazines (Rijk et al., 2008; Roeser, 2013). 

Later that same year, a government nutrition report was published that restated the 

aim of increasing the percentage of women breastfeeding their infants until the age of six 

months to 40% by 2011 (Dutch Ministry of Health, Welfare, and Sport, 2008b). Although 

this report began with the phrase ‘parents, not government, decide whether to breastfeed 

or not’ (Dutch Ministry of Health, Welfare, and Sport, 2008b), the recommendation 

to breastfeed your child until six months of age had already become both a medical and 

moral appeal to women. This was reinforced by some breastfeeding organisations that were 

engaged in promoting long-term breastfeeding, such as the ‘Breastfeeding Information 

Centre’ (Kenniscentrum Borstvoeding) and the ‘Natural Breastfeeding Association’ 

(Vereniging Borstvoeding Natuurlijk). 

The recommendation to extend breastfeeding duration coincided with another 

Dutch government campaign (Taskforce parttime plus), which encouraged women to enter 

full-time jobs with the aim of reducing the expansion of part-time employment among 
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women (Dutch Ministry of Social Affairs and Employment, 2007). Consequently, some 

women perceived this as pressure to conform to increasing expectations with regard to both 

reproductive and productive roles (Marshall et al., 2007; Rijk et al., 2008). Although the 

government nutrition report contained the aim of including arrangements for leave and 

expressing breast milk at work in labour agreements to make it easier for women who want 

to combine work and breastfeeding, full-time employment was often perceived by women as 

being discouraged because of limited childcare facilities and facilities for expressing breast 

milk (Vogel et al., 2009). 

The coincidence of the two recommendations (i.e. to extend breastfeeding duration 

and to engage in full-time employment) further stimulated the discourse on infant feeding 

practice and women’s roles among the individuals and groups involved (Rijk et al., 2008) and 

also among academics from various disciplines, including ethics. For example, Fahlquist 

and Roeser (2011) argued that the way breastfeeding is promoted by some breastfeeding 

organisations does not respect women as autonomous beings capable of making their 

own decisions for themselves and their families. The tendency toward the moralisation of 

breastfeeding was also reported in publications from other countries (Earle, 2002; Hauck & 

Irurita, 2003; Rosin, 2009; Ryan et al., 2010).

International guidelines and health claims

The involvement of Dutch government in infant feeding was supported by national 

breastfeeding promotion campaigns. These campaigns were based on international 

guidelines drawn up by WHO as a global strategy (WHO, 2003). In the Netherlands, the 

Health Council of the Netherlands (Nationale Gezondheidsraad) and the Netherlands 

Nutrition Centre (Stichting Voedingscentrum Nederland) were the institutions charged 

with communicating these guidelines to health care professionals and the public. 

To interpret the global WHO guidelines, the context of the introduction of formula 

milk products in developing countries must be taken into account. In some parts of the 

developing world, formula imports rose rapidly in the 1960s and 1970s. However, because 

of a lack of hygienic conditions, formula use resulted in an increase in infant morbidity 

and mortality (Huffman et al., 2001). To improve infant health and safety, WHO engaged 

in discouraging the industry from marketing artificial feeding products in developing 

countries. The marketing code that prohibited any promotional activities for formula milk 

before the age of four months was an important manoeuvre on the road to prohibiting the 

marketing of formula (WHO, 1981). The international government support established in 

the Innocenti Declaration (1991) was a considerable achievement.

The increased infant health risks that result from using formula in poor hygienic 

conditions prompted the claim that breastfeeding exclusively is the best infant feeding 
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method globally. WHO issued a global recommendation that infants be breastfed 

exclusively until between four and six months of age, with no other liquids or solid foods 

being introduced before this time (WHO, 1989). This recommendation was summarised 

in ‘ten steps’ to be followed by maternity professionals around the world (WHO, 1998). 

Subsequently, in 1991, WHO launched the international Baby-Friendly Hospital Initiative 

(BFHI). According to this initiative, health professionals should provide adequate support to 

breastfeeding women; it also offers a certification system for maternity care organisations. 

To qualify for BFHI certification, these organisations must endorse the ten steps (WHO, 

1998) and incorporate them into the health care they provide. 

Until 2001, the health benefits of exclusive breastfeeding were thus claimed to be 

optimal for infants when breastfed until between four and six months of age. In 2001, the 

recommended optimal duration of breastfeeding was extended to six months, following a 

WHO report on an expert consultation (WHO, 2001) and a study on the optimal duration 

of exclusive breastfeeding (Kramer & Kakuma, 2002). Based on these studies, it was 

concluded that there was no physical or nutritional necessity to introduce any substitutes 

or supplementary foods before the age of six months. Apart from introducing supplements 

such as iron and zinc from the age of four months, exclusive breastfeeding was presented 

as being adequate for an infant’s energy intake until the age of six months (Kramer & 

Kakuma, 2002). Accordingly, the global guidelines concerning the optimal duration of 

exclusive breastfeeding were modified to six months (WHO, 2003). Correspondingly, the 

marketing code was also updated, and the initial four months of age was modified to six 

months (WHO, 2008). 

The health benefits of breastfeeding for both infant and mother have been reported 

in many studies and literature reviews (Smithers & McIntyre, 2010; Rossum et al., 2005) 

and also systematic reviews (Kramer & Kakuma, 2002, 2012; Avery, 2013). Reported health 

benefits for the infant include reduced risk of gastrointestinal and respiratory infections, 

reduced risk of inf lammatory skin disease, allergy, and obesity (Howie, 2002; Owen 

et al., 2005; Ryan et al., 2001). Breastfeeding is also reported to be positively associated 

with cognitive and neurological development (Fergusson et al., 1982). Health benefits for 

the mother are reported to include a reduced risk of premenopausal breast cancer and 

rheumatoid arthritis, more rapid postpartum weight loss, and delayed resumption of menses 

(Brinton et al., 1995; Howie & McNeilly, 1982; Lefeber & Voorhoeve, 1998). In addition to 

physical health benefits, breastfeeding is positively associated with the development of the 

bond between mother and child (Jansen et al., 2008).

In general, the health claims mentioned above have been endorsed by health 

care professionals. Consequently, ‘breast is best’ (Kramer, 2010) has become a slogan that 

is also accepted among the majority of professionals and by the general public. However, 
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the literature reports controversy among researchers about the evidence in breastfeeding 

studies. It is difficult to confirm the health claims on the basis of clinical evidence because 

breastfeeding is not an ‘on-off variable’, and it is not feasible to randomly assign women to 

experimental groups, as would be necessary for a randomised controlled trial (Avery, 2013). 

In addition, comparative studies such as sibling studies (Colen & Ramey, 2014) demonstrate 

a selection bias in breastfeeding studies. Because of higher breastfeeding rates among 

higher socioeconomic groups, it might then be possible to explain the beneficial effects of 

breastfeeding by differences in socioeconomic circumstances (Colen & Ramey, 2014). Some 

of the authors who have reviewed the evidence therefore suggest that the time is right to 

reappraise the recommendations (Fewtrell et al., 2007, 2011). 

Another controversy involves mother-to-infant transmission of diseases such as 

HIV/AIDS through breast milk (Brahmbhatt & Gray, 2000; Størdal, 2010). In addition, the 

transmission of medications, polychlorinated biphenyls (PBCs), or dioxins (Lanting, 1999) 

through breast milk could be reasons not to breastfeed under certain circumstances. 

In general, it could be argued that the advantages of prolonged breastfeeding 

duration in developing countries do not necessarily apply to the developed areas of the 

world. Consequently, this could mean that the rationale for global recommendations needs 

to be reconsidered. 

Apart from these reasons from a biomedical perspective, reported advantages 

of breastfeeding are that it is convenient and cheap. These advantages are emphasised 

by Dutch breastfeeding organisations engaged in promoting breastfeeding, such as the 

Breastfeeding Information Centre and the Natural Breastfeeding Association. Reported 

disadvantages of breastfeeding are uncertainty about how much the infant drinks (Dykes 

& Williams, 1999) and that the infant’s father is not able to feed the baby. The latter might 

interfere with both the development of the bond between father and infant (Earle, 2002) 

and the equal distribution of productive and reproductive tasks between women and men 

(Rijk et al., 2008).

Campaigns, surveys, and research in the Netherlands 

The considerations mentioned above shaped the breastfeeding discourse in the Netherlands 

in 2008. There were some nuances among the various institutions in the way they 

interpreted the global guidelines to breastfeed exclusively until six months, ranging from 

a rather strict interpretation by some of the Dutch breastfeeding organisations such as the 

Breastfeeding Information Centre and the Natural Breastfeeding Association to a broader 

interpretation by organisations such as the Netherlands Nutrition Centre. In general, the 

biomedical perspective – which emphasises the health benefits of breastfeeding – was 

predominant in the breastfeeding discourse, and the WHO health claims were adopted 
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as the basis for health care interventions and policy and for breastfeeding promotion 

campaigns. 

The first step to increase Dutch breastfeeding rates was to adopt the BFHI (launched 

by WHO in 1991) in 1996. The certification was supervised by the Dutch BFHI accrediting 

body ‘Breastfeeding Care Association’ (Stichting zorg voor borstvoeding). Virtually all 

maternity organisations in the Netherlands (such as hospitals, midwife clinics, maternity, 

and baby and youth health care organisations) have been certified to date (Dutch Ministry of 

Health, Welfare, and Sport, 2008c). Maternity care in the Netherlands includes antenatal, 

perinatal, and postnatal obstetric clinical care and midwifery home care (Kools et al., 2006). 

This creates a unique system of integrated care, based on the communication and patient 

information exchange between health care professionals (Herschderfer et al., 2002). This 

means that parents can choose to deliver at home, and so can also initiate breastfeeding 

at home. Currently, 25% to 30% of Dutch women give birth at home (Lanting et al., 2005). 

Postnatal care at home includes support for breastfeeding initiation and duration; 95% of 

women make use of postnatal maternity care at home for an average of seven days (Statistics 

Netherlands, 2011). After one month, the baby clinics provide the postnatal care. There is no 

organised integrated professional care between day 8 and day 30. 

A few years after the BFHI was introduced, the Netherlands Nutrition Centre 

launched the ‘Master Plan for Breastfeeding’ (Masterplan Borstvoeding). This included 

two campaigns (2002–2006 and 2007–2011), and addressed breastfeeding duration in 

particular, preferably until the age of six months, following the modified WHO global 

guidelines (WHO, 2003). The statement issued by the Dutch Ministry of Health (2008a) 

containing the aim of increasing the percentage of women who breastfeed until six months 

to 40% by 2011 coincided with the start of the second (2007–2011) campaign. 

Since the BFHI was launched in 1996, the Netherlands Nutrition Centre and the 

Dutch BFHI accrediting body commissioned the Netherlands Organisation for Applied 

Scientific Research (Nederlandse Organisatie voor Toegepast Natuurwetenschappelijk 

Onderzoek – TNO) to measure national breastfeeding rates by conducting annual or 

biannual cross-sectional surveys (1997/1998, 2000/2001, 2001/2002, 2002/2003, 2006, 

and 2007). The certification of professionals from 1996 onward had been positively 

associated with breastfeeding initiation and continuation. The percentage of infants who 

were breastfed exclusively until six months had increased from 8% in 1997 to 14% in 1999, 

most likely because of the introduction of BFHI. However, the increase was more profound 

in initiation rates than it was in duration rates, and the absolute duration of exclusive 

breastfeeding by mothers who had received BFHI care was similar to those who had not 

received these services (Lanting et al., 2003; Lanting & Wouwe, 2006). 
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In 2002, at the start of the 2002–2006 campaign, 17% of women were still 

breastfeeding at six months. The aim for 2006 was to increase this percentage to 25% 

(Drongelen, 2008). In 2005, a Dutch study on the health benefits of breastfeeding reported 

that health benefits for infants increase when they are exclusively breastfed for six months, 

with the explicit assumption that more health benefits would be gained by promoting and 

facilitating breastfeeding in the first month than by focussing on extending breastfeeding 

duration to six months (Rossum et al., 2005). Consequently, although the campaign 

continued to recommend breastfeeding until the age of six months, the emphasis was on 

breastfeeding in the first month. 

In 2007, breastfeeding rates did not increase further (Lanting & Wouwe, 2007). 

At the start of the 2007–2011 campaign, the breastfeeding initiation rate was 81%; after 

one month this was 48%, at three months 30%, and at six months 13% for exclusive 

breastfeeding and 19% for any breastfeeding (Lanting & Wouwe, 2007). The objective of 

increasing the percentage of women who were still breastfeeding at six months to 40% by 

2011 – which had been the aim of the Dutch Ministry of Health, Welfare, and Sport in 2008 

– was, therefore, rather ambitious. In 2013, the Netherlands Nutrition Centre readjusted 

the guidelines for exclusive breastfeeding until six months to until between four and six 

months. This allowed for variation in the interpretations of breastfeeding recommendations 

among maternity care professionals throughout the country (Drongelen, 2014). 

Women’s decisions to initiate and continue or discontinue breastfeeding

Research findings in the Netherlands were consistent with findings from international 

studies that showed that breastfeeding rates are higher in women who are older and who 

have higher educational backgrounds (Bulk-Bunschoten et al., 2001; Rossem et al., 2009; 

Scott et al., 1999). Women who intend to breastfeed usually form their intention early: 67% 

of women decide during the first trimester of gestation or even earlier (Lanting & Wouwe, 

2007). Not all women who intend to start breastfeeding actually do so (Kerkhoff & Wouwe, 

2008). It is not known how many women who intend to start formula feeding actually start 

breastfeeding instead. So, if initiation rates are a ref lection of intentions, then intention 

rates are high. Discontinuation of breastfeeding is reported to be associated with low self-

efficacy in the women and low social support (Kools, 2004). With regard to breastfeeding 

duration, the discrepancy between intention and practice is mentioned as being associated 

with low satisfaction in women (Kerkhoff & Wouwe, 2008). 

A cross-sectional survey in 2007 showed that the most important reasons for 

stopping breastfeeding were ‘pain’, ‘not enough milk’, and ‘work’ (Lanting & Wouwe, 

2007). In 2007, more women indicated that work was an important reason for stopping 

breastfeeding than in 2003: for women with high socioeconomic backgrounds, work was 
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the main reason (33%) in 2007, whereas in 2003 only 16% of the women in this group 

mentioned work as the main reason. Of all reasons mentioned in 2007, 28% were in 

the category ‘other reasons’. An example of the reasons mentioned in this category is 

‘expressing milk was difficult’. Expressing milk, then, might also be a work-related reason. 

The cross-sectional study thus generated a classification of the reasons reported, but did not 

improve understanding of precisely what underlies these reasons, or why campaigns and 

interventions do not result in increased breastfeeding duration. 

The 2008 government nutrition report also proposed conducting research on 

women’s underlying reasons for stopping or continuing breastfeeding in the first few 

months. In response to this, a national qualitative focus group study was conducted (Vogel et 

al., 2009). This study identified ‘work’, ‘autonomy’, and ‘breastfeeding didn’t go as expected’ 

as important themes. Although the identification of these themes contributed to defining 

recommendations for practice and policy, these results were not obtained from a systematic 

analysis of in-depth information. Therefore, we conducted individual in-depth interviews 

during our research to further explore the reasons underlying women’s decisions to stop 

or continue breastfeeding in the first month after delivery, and systematically analysed the 

transcripts with theory. 

General objective and overall research question

The previous section describes the breastfeeding discourse and its sociocultural and medical 

context in the Netherlands. Breastfeeding practice takes place within the complex reality 

of a woman’s everyday life. Capturing this complex reality requires in-depth qualitative 

research. In our research project, we collected empirical data by conducting in-depth 

interviews aimed at becoming acquainted with the emic point of view – that is, the women’s 

own perspectives. Interpretive analysis, along with theory, was used to analyse the empirical 

data. The interpretive paradigm was the overall underlying paradigm. 

The general objective of the research was to gain insight into the perceptions of 

women in their decisions to stop or continue breastfeeding in the first month by collecting 

empirical data and using different theoretical frameworks for analysis. 

The overall research question was: ‘What reasons underlie women’s decisions to 

stop or continue breastfeeding in the first month after delivery?’

Methodological framework

This research was characterised by the linkage of empirical data to theory (Snow et 

al., 2003), which was guided by the methodological framework of the Hutter-Hennink 

qualitative research cycle (HH-QRC) (Hennink et al., 2011). Various theories were used, 

and these theories were important at different stages of the research: during its design, 
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during data collection, and also during the analysis. When designing the research, theory 

played a role in defining specific research questions, and during data collection it guided 

the identification of the topics for the interview guide. In the analysis, theory had a role to 

play when applying grounded theory (Charmaz, 2001; Glaser & Strauss, 1967; Strauss & 

Corbin, 1990) and when applying the data search strategy of analytic questioning (Hennink 

et al., 2011) using sensitising concepts (Blumer, 1954; Bowen, 2006; Charmaz et al., 2003; 

Thornberg, 2012). The continuous application of theory in interaction with empirical data 

using both deductive and inductive reasoning provides a deeper understanding and thus 

contributes to the scientific body of knowledge on breastfeeding. Ultimately, this approach 

aims to contribute to defining recommendations for practice by addressing women in their 

social environment and also by addressing health care providers and policymakers. 

Deductive theories and specific research questions

The overall research question was initially addressed from the health behaviour perspective 

that has predominated the discourse on how to promote breastfeeding and increase initiation 

and duration rates. The theory of planned behaviour (Ajzen, 1991; Fishbein & Ajzen, 1975) 

was chosen as the deductive theory and guided the data collection. Over the course of the 

research process, the research findings and the inferences made resulted in the definition 

of new questions, which required additional theory. As a result, the theoretical framework 

of the research project is characterised by theoretical pluralism (Wiley, 1992), and consists 

of the theory of planned behaviour (Ajzen, 1991; Duckett et al., 1998; Fishbein & Ajzen, 

1975), the concept of health literacy (Nielsen-Bohlman et al., 2004; Nutbeam, 2000), and 

the theory of local health care systems (Kleinman, 1980). The way these three theories were 

applied in the research project is explained further in Chapter 2 of this thesis. 

The three specific research questions were:

 ‘What are women’s perceptions of breastfeeding during the period of 
intention?’ (Chapter 3).

 ‘Can the concept and levels of health literacy be used to understand women’s 
breastfeeding decision-making?’ (Chapter 4).

 ‘What sources do women use to obtain breastfeeding knowledge?’ (Chapter 5).

Outline of the thesis

Chapter 2 addresses the methodological framework of the overall research project. It 

introduces the HH-QRC, and explains how this model contributes to linking empirical data 

to theory. 
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Chapter 3 describes the study on perceptions during the period of intention. The 

theoretical framework in this study was the theory of planned behaviour. Empirical data 

from the first dataset – obtained during 16 prepartum and postpartum in-depth interviews 

among women with middle and high socioeconomic status (SES) – were analysed using 

grounded theory. Based on the findings of this study, a second dataset was collected during 

another series of ten interviews among women with low SES. 

Chapter 4 addresses the health literacy of breastfeeding women. This study was 

based on 26 interviews from the first and second dataset, and included women with middle 

and high SES as well as low SES. Four cases are presented as examples.

Chapter 5 addresses the way women obtain breastfeeding knowledge from different 

sources. This study used the empirical data from both datasets, and combined grounded 

theory and the theoretical framework of local health care systems.

Chapter 6 provides a synthesis of the research findings and a general discussion of 

the overall research project. 
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“We shall not cease from exploration and the end of all our exploring

will be to arrive where we started and know the place for the first time.”

T.S. Eliot (1888-1965)

Theory and empirical data:  
Using the Hutter-Hennink qualitative 
research cycle
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Introduction
This chapter presents the methodology of the research project, specifically the cyclical 

nature of the research and the application of theory to qualitative empirical data. We used 

the following research question for the overall research project:

Overall research question: ‘What reasons underlie women’s decisions to stop or 
continue breastfeeding in the first month after delivery?’

The research was based on the interpretive paradigm and thus qualitative methods 

were applied, using the methodological framework of Hennink, Hutter, and Bailey (2011). 

This framework includes the Hutter-Hennink qualitative research cycle (HH-QRC) 

as a model for designing and conducting qualitative research (see Figure 1). This model 

illustrates the cyclical nature of qualitative research; this is in contrast to quantitative 

research, where the research process is more or less linear (Hennink et al., 2011). In the 

overall project, the HH-QRC was a useful tool for providing structure and transparency, 

which was crucial to achieving coherence and scientific rigour. 
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Figure 1: The Hutter-Hennink qualitative research cycle (Hennink et al., 2011, copied with permission)
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In the HH-QRC, the cyclical nature of qualitative research is explained in detail, 

and all stages of the research process are systematically represented. The model is distinct 

from other qualitative research models in that it consists of three cycles: the design cycle, 

the ethnographic cycle (later called the data collection cycle; Hutter, 2013), and the analytic 

cycle. The research process involves moving from the design cycle to the ethnographic cycle 

to the analytic cycle, and also moving back and forth between these three cycles, which 

are strongly interlinked. In addition, the model allows the separate stages to be completed 

within each of the three cycles, in different sequences.

 
Theory and empirical data

A typical characteristic of the role of theory in qualitative research is that empirical data 

are collected and analysed as the foundation for theory development. An important analytic 

strategy among qualitative researchers is grounded theory (Charmaz, 2001, 2006; Glaser 

& Strauss, 1967; Kelle, 2007; Strauss & Corbin, 1990). This involves inductive reasoning 

in line with the underlying interpretive paradigm. Grounded theory is accomplished by 

systematically completing multiple interpretive stages, progressing from original empirical 

data through emerging patterns toward categories and inductive concepts. It is a systematic 

process (Glaser & Strauss, 1967) as well as a creative process, which may allow for some 

initial chaos (Maxwell, 2005). The inductive concepts and the way they are linked represent 

a theory, which can be applied to the particular study population. Thus, a theory is regarded 

as a set of concepts that are linked or related to each other in a certain way (Maxwell, 2005) 

or as a set of well-developed categories (Strauss & Corbin, 1998). 

An important tool in this inductive process is making inductive inferences, 

which starts during the data collection cycle and continues in the analytic cycle. Inductive 

inferences are made by ref lecting on the information collected, and involve inquiring more 

deeply into the meaning of each piece of information after it is collected, which generates 

deeper understanding (Hennink et al., 2011). 

Apart from the application of grounded theory, another important feature of 

qualitative research is the use of existing theory. Qualitative researchers have made 

substantial contributions to the discussion on the role of pre-existing theory in research 

(Sandelowski, 1993; Thorne, 2013, 2014; Snow et al., 2003; Thornberg, 2012). Some 

researchers focus predominantly on the inductive theory development processes, stating 

that existing theory distracts from the inductive reasoning process and should therefore 

be ignored. Others explicitly disengage from this dictum (Thornberg, 2012), which in 

their view neglects the relevance and potential of existing theory (Lofland, 1995; Snow 

et al., 2003). Snow et al. (2003) argue that qualitative researchers who suggest that they 

take a neutral stance when they go into the field are ignoring the implicit deductive 
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theoretical framework they bring with them. This existing theory guides data collection 

and data analysis, and provides the starting point for deductive reasoning, which continues 

throughout the research process (Snow et al., 2003). 

Hennink et al. (2011) also emphasise the importance of existing theory in qualitative 

research, and suggest that qualitative research questions and data collection are embedded 

in existing theory. They propose being explicit about the source of deductive reasoning and 

deductive inferences made. Deductive reasoning guides data collection, and is therefore in 

interaction with the inductive qualitative processes. Existing theory also enters the research 

process at a later stage, that is, when making deductive inferences in the analysis of the data. 

In the analysis, theory can be used to provide deductive sensitising concepts. Sensitising 

concepts are background ideas that inform the exploration of the overall research problem 

and offer ways of seeing, organising, and understanding experience (Blumer, 1954; Bowen, 

2006; Charmaz et al., 2003; Granbom et al., 2014; Thornberg, 2012). One strategy for using 

sensitising concepts in the analysis is analytic questioning (Hennink et al., 2011), for which 

analytic questions are formulated. 

In our research project, we recognised the importance of existing theory. We used 

three pre-existing theories in different ways. These theories were the theory of planned 

behaviour (Ajzen, 1991; Fishbein & Ajzen, 1975), the concept of health literacy (Nielsen-

Bohlman et al., 2004; Nutbeam, 2000; WHO, 1998), and the theory of local health care 

systems (Kleinman, 1980). The theories had different functions (Sandelowski, 1993) and 

entered the study at different stages (see Table 1). 

The theory of planned behaviour (TPB) (Ajzen, 1991; Fishbein & Ajzen, 1975) 

was used to provide the framework for the research question as well as to identify and 

categorise the topics for the interview guide. According to the theory of planned behaviour 

(TPB), behaviour is predicted by behavioural intention, and the intention is determined 

by attitudes, social environment and norms, and perceived control toward the behaviour. 

Knowledge was added as an important factor that contributes to both intended and actual 

behaviour, in line with Duckett et al. (1998), who added ‘knowledge’ to the TPB as a specific 

concept, resulting in a modified theory of planned behaviour for breastfeeding (TPB-BrF). 

The specific research question was: ‘What are women’s perceptions of breastfeeding during 

the period of intention?’ 

The interview guide based on the TPB was used during the two phases of data 

collection, namely, among women with middle and high socioeconomic status (SES) 

(dataset 1) and among women with low SES (dataset 2). SES was determined by educational 

background, according to the Dutch standard classification of education (Statistics 

Netherlands, 2008). In the analysis, the TPB guided the interaction between the concepts of 

the deductive model and the inductive concepts that had emerged from applying grounded 
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theory. The results of this deductive-inductive analysis of the data demonstrated the 

importance of the concepts of becoming a mother, combining breastfeeding with work, 

ref lecting on the intention, making arrangements for childbirth, and the overall importance 

of knowledge and learning about breastfeeding. 

The concept of health literacy (Nielsen-Bohlman et al., 2004; Nutbeam, 2000; 

WHO, 1998), was introduced to follow up on the results of the first study (i.e. the importance 

of knowledge and learning), and guided the definition of a new analytic question for the 

analysis of the data collected. Health literacy is defined as a concept that describes the 

capacity to obtain, process, and understand basic health information and services needed 

to make appropriate health decisions (Nielsen-Bohlman et al., 2004). We applied the three 

levels of health literacy as adopted by Nutbeam: functional, interactive, and critical health 

literacy (Nutbeam, 2000). This concept thus provided the framework for the analytic 

search strategy of analytic questioning (Hennink et al., 2011), using health literacy as the 

sensitising concept. The analytic question was ‘Can the concept and levels of health literacy 

be used to understand women’s breastfeeding decision-making?’ The results of this study 

led to a nuancing of the concept of health literacy, and as such contribute to the debate on 

the concept’s relevance and applicability. 

The theory of local health care systems (LHCS) by Kleinman (1980) entered the 

research as another deductive theory that was used as a framework to provide the sensitising 

concepts in the consecutive analysis of the empirical data collected. According to this theory, 

a health care system consists of three different sectors: the popular sector, the professional 

sector, and the folk sector. The analytic question was ‘What sources do women use to obtain 

breastfeeding knowledge?’ In this study, data were analysed using grounded theory, and five 

inductive themes were identified to indicate the content of the breastfeeding knowledge. 

In addition, these inductive themes guided the analysis with the analytic question on 

what sources women use to obtain their breastfeeding knowledge. The LHCS guided the 

interaction between the inductive concepts that had emerged from grounded theory and the 

concepts in the deductive model. 

The overall research project was thus composed of three separate studies that each 

made use of a different theory or concept. Two datasets were collected, and three different 

data analyses were performed. Table 1 shows the function of the deductive theories in the 

different cycles of the three separate studies of the research.
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Table 1: The function of the deductive theories in the different cycles (design, data collection, and 

analysis) of the three studies. 

 

Study Deductive theory Design Data collection Analysis

1 Theory of planned 
behaviour
(TPB)

Guided 
answering 
overall research
question and 
specific research 
question 

Guided 
identification 
of topics for 
interview guide 
(dataset 1 and 
dataset 2) 

Guided interaction 
between initial deductive 
concepts and inductive 
concepts that had 
emerged from
grounded theory 
(dataset 1)

2 Health
Literacy

Provided deductive 
sensitising concepts 
and guided answering 
analytic question 
(datasets 1 and 2)

3 Theory of local 
health care 
systems (LHCS)

Provided deductive 
sensitising concepts 
and guided answering 
analytic question; guided 
interaction between 
initial inductive concepts 
that had emerged from 
grounded theory and 
deductive sensitising 
concepts 
(datasets 1 and 2)

The role of theory in the analytic cycle thus involved the interaction between theory 

that already existed and theory that emerged from grounded theory. This corresponds with 

the underlying paradigm of the qualitative research cycle, which is a mixture of both the 

interpretive and positivist paradigms (Hennink et al., 2011). The results allow for extending 

the concepts in pre-existing theory to develop a more refined understanding of the research 

phenomenon, and to apply them to a broader context than the one in which they were 

developed (Hennink et al., 2011). Hence, the linking of theory to empirical data (Maxwell, 

2005) became the core of the overall research project and the three separate studies.

In the first study of the research project (perceptions during intention), we 

completed all three cycles of the HH-QRC (i.e. design, data collection, and analysis) and all 
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stages within these three cycles. Although the two consecutive studies (i.e. health literacy, 

and sources of breastfeeding knowledge) did not involve all of the cyclic processes, they 

did include some of them. In the second study, we used both datasets, and applied a new 

theoretical perspective in the analysis of the data that had already been collected. In the 

third study, we also performed a new analysis of the data that had already been collected, 

using an additional deductive theory. Figure 2 presents the overall research project and its 

three constituent studies. In the section following Figure 2, we brief ly describe these three 

studies and the steps that were part of the methodology. 

The first study
Research question: ‘What are women’s perceptions of breastfeeding during the period 

of intention?’ 

Design cycle

In line with the HH-QRC, the design cycle consisted of the research question, theory, 

a conceptual framework, and a fieldwork approach. The initial research question in 

the first study was identical to the general research question: ‘What reasons underlie 

women’s decisions to stop or continue breastfeeding in the first month after delivery?’ 

The theory included literature on the background of breastfeeding in the Netherlands and 

internationally (see Chapter 1 of this thesis). We considered both the intended (prepartum) 

behaviour and the actual (postpartum) behaviour to be important. Therefore, we conducted 

prepartum as well as postpartum interviews. The emphasis was initially on the intention in 

the prepartum interviews (t1) and on the actual behaviour in the postpartum interviews (t2). 

The TPB (Ajzen, 1991; Fishbein & Ajzen, 1975) was chosen as the theoretical 

framework. The TPB is a theory that concerns decision-making, and underlies the majority 

of the research conducted on intended and actual health behaviour. This theory is coherent 

with the initial consideration that both intended and actual behaviour are important in 

women’s decisions to stop or continue breastfeeding in the first month after delivery. 

By making inductive inferences while collecting data, we discovered that the women 

in our study thoroughly ref lected on their intentions, and therefore we decided that it was 

important to specifically address the period of intention. We refined the research question 

to the following: ‘What are women’s perceptions of breastfeeding during the period of 

intention?’ We took a qualitative fieldwork approach, and conducted face-to-face in-depth 

interviews to gain an in-depth understanding of the individual perceptions and personal 

experiences from the participants’ point of view (Hennink et al., 2011; Ritchie & Lewis, 

2003; Spradley, 1979) up to saturation level (Glaser & Strauss, 1967; Hennink et al., 2011).
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Data collection cycle

In line with the HH-QRC, the data collection cycle consisted of developing the research 

instrument, recruiting participants, data collection, and making inferences. The interview 

guides were developed by identifying and categorising the deductive concepts of the 

TPB-BrF. The prepartum interview questions concerned attitudes toward breastfeeding, 

social environment and norms, perceived behavioural control, intentions, breastfeeding 

knowledge, and maternal characteristics. The postpartum interview questions dealt with 

the same topics, with additional questions on childbirth experiences and actual feeding 

method. The interview guides were semi-structured; questions could be left out or added 

during the course of the interview. The questions were broad and open-ended, with probes 

in variable sequences. 

Participants were recruited by contacting a midwife clinic in Heerenveen, a mid-

sized town in the province of Friesland, in the northern part of Netherlands. In keeping with 

common practice, the midwives inquired about the infant feeding intentions of all pregnant 

women when they were in gestation week 20 (Campen & Kreulen, 2008). The midwives 

invited women who intended to breastfeed to participate in the research, with the other 

inclusion criteria being primiparous, in good health, and able to speak Dutch or English. 

The women who were interested in participating provided their contact information, and 

the interviewer explained that the research focused on the women’s experiences as perceived 

from their own perspectives, and on their personal narratives, in their own words. All of the 

women agreed to take part. Before the interviews, participants were assured that no advice 

or opinions on breastfeeding attitude, knowledge, or practice would be given during the 

interview. The women’s answers and opinions would all be considered equally accurate or 

relevant, and the information they gave would be treated confidentially and anonymously. 

All women gave their informed consent. 

The prepartum interviews (t1) were conducted between June and October 2008 

among eight women in their last trimester of gestation. The interviews were conducted at 

the midwife clinic, in a comfortable setting, and took 30-45 minutes. 

After the prepartum interviews, the women were also invited to participate in 

the postpartum interviews later on; all of the women agreed to take part. The midwives 

notified us about the delivery and immediate postpartum circumstances of the mothers and 

their infants to indicate when it would be appropriate to contact them for the postpartum 

interviews. The only criteria for the second interview were mother and infant both healthy 

and no contraindication for breastfeeding. All mothers who participated in the interview at 

t1 met these criteria, and could be interviewed again at t2. 

The postpartum interviews (t2) were conducted between August and December 

2008 at exactly six weeks postpartum. Seven postpartum interviews were conducted at the 
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participants’ homes and one at the midwife clinic. These interviews took 45-60 minutes. At 

t2, the infants were present, in the same or in a separate room. Two interviews at t2 were 

interrupted by the infants’ crying. One woman’s husband was present at the postpartum 

interview. Contextual field notes were also collected and documented. 

All interviews were audio-recorded. The recordings were listened to again and a 

diary was kept for ref lection. No new information was obtained from these ref lections, and 

data collection saturation was confirmed. All recordings were anonymised and transcribed 

verbatim together with a research assistant. 

A more detailed inquiry into the meaning of the collected information was done 

by making inductive data collection inferences (Hennink et al., 2011). For example, one 

of the inductive inferences made during data collection in the prepartum interviews was 

the importance of the period of intention. We then collected data on this period again 

retrospectively, and the participants were also invited to talk about their perceptions of the 

period of intention during the postpartum interviews. As a result, our study covers the same 

period – that is, the period of intention – from two different time perspectives, prospective 

and retrospective. As a consequence, the actual postpartum behaviour was no longer part of 

this study. 

After conducting 16 in-depth interviews with 8 women, no new information was 

collected, therefore information saturation (Glaser & Strauss, 1967) could be determined.

All women selected by the recruitment procedure in the first study had middle and 

high SES (dataset 1). At a later stage, we also interviewed women with low SES backgrounds 

(dataset 2). 

Analytic cycle 

In line with the HH-QRC, the analytic cycle consisted of coding, comparing, categorising, 

and developing theory. All verbatim transcripts were given a detailed line-by-line reading, 

and text excerpts that related to the research question were selected. Open coding was 

used to code the selected excerpts according to the criteria: recurrence, repetition, and 

forcefulness (Owen, 1984). Each of the selected excerpts that had new content was labelled 

with a code and recorded using Atlas.ti (6.015) software. We retained the participants’ 

colloquial language; at this point, there was no interpretation of the text, or translation 

from Dutch to English. Pieces of text with similar content were assigned the same code. 

A text fragment could be labelled with more than one code. The fragments were extensive, 

and included the interview questions to guarantee that the context of the information was 

included.

After assigning codes to all of the prepartum and postpartum interviews, we 

re-examined the codes. All interviews were listened to again to make sure we had not 
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missed any information or nuances. Information saturation had been determined earlier, 

while collecting the data. In the analytic cycle, saturation was confirmed when no new codes 

were selected. 

All codes were compared and merged into supercodes, according to Atlas.ti 

terminology. In a consecutive interpretive stage, these supercodes were merged into five 

categories that related to the specific research question. These categories generated five 

inductive concepts:

‘combining breastfeeding with work’

‘learning about breastfeeding’

‘making arrangements for childbirth’

‘ref lecting on the intention’

‘becoming a mother’

All five concepts emerged from inductive reasoning, and were grounded in the 

empirical data. In the interaction between the inductive concepts and those in the deductive 

model, it was possible to determine which concepts were more inductive (that is, resulting 

from perceptions of the women themselves) and which concepts were more deductive 

(that is, deriving from the TPB). Some of the phrases that referred to the inductive and 

deductive concepts were almost identical, for example, the inductive concept ‘learning 

about breastfeeding’ and the deductive concept ‘breastfeeding knowledge’. However, the 

phrase ‘learning about breastfeeding’ was retained when presenting the results of this 

study, because this colloquial language accurately represented the women’s perceptions of 

breastfeeding during the period of intention. The deductive theory did not include concepts 

that referred specifically to a woman’s transition to an additional role or identity, and 

therefore ‘becoming a mother’ was our most grounded inductive concept. 

The inductive concepts were added to the original deductive model and constitute 

a new deductive/inductive model, which is explained in detail in Chapter 3 of this thesis. 

Additional data collection

While ‘becoming a mother’ was our most grounded inductive concept, the related inductive 

concept ‘learning about breastfeeding’ and the deductive concept ‘knowledge about 

breastfeeding’ required a more detailed exploration in relation to our overall research 

question, which confirmed the initial consideration that knowledge is an important factor. 

In the first study only women with middle and high SES participated (dataset 1), and 

because we assumed that learning and obtaining knowledge might be different between 

high and low SES women, we did a second series of interviews with low SES women (dataset 
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2). To recruit these women, we contacted a midwife clinic in Winschoten, a mid-sized town 

in the province of Groningen, which is also in the northern part of the Netherlands. This 

clinic provides antenatal, perinatal, and postnatal care to women, many of whom have low 

educational backgrounds. The participant recruitment procedure for collecting this second 

dataset was similar to the one used for our first dataset, and, apart from SES, the inclusion 

and exclusion criteria were the same. 

This second series of interviews was conducted between January and August 2011 

among five women with particularly low SES backgrounds. These interviews were also 

conducted at two time points (prepartum and postpartum) and the same interview guides 

were used. This resulted in a total of ten interviews. After ten interviews no new information 

was collected, therefore information saturation was reached, which was confirmed later in 

the analysis. Four prepartum interviews were conducted in the midwife clinic, and one 

prepartum interview took place in a village hall. The postpartum interviews were conducted 

between four and six weeks postpartum. Three postpartum interviews with mothers 

who had discontinued breastfeeding were conducted at four weeks. Three postpartum 

interviews were conducted at the women’s homes, and one interview was conducted at the 

woman’s parents’ home. One postpartum interview was conducted by telephone because 

the mother could not keep the appointment. All other interviews were conducted face-to-

face. Contextual field notes were collected and documented. 

All transcripts of the second dataset were coded with open coding. Subsequently, all 

codes from the first dataset (middle and high SES women) that concerned ‘learning about 

breastfeeding’ were added to those of the second dataset. We used this as our starting point 

when we began analysing the two datasets as a whole. 

The second study
Analytic question: ‘Can the concept and levels of health literacy be used to understand 

women’s breastfeeding decision-making?’

The aim of the second study was to further explore the concept of learning about 

breastfeeding by analysing the data collected. We looked for a theoretical framework that was 

specifically oriented to understanding knowledge and the role of information in decision-

making, and arrived at the concept of health literacy. Health literacy is defined as a concept that 

describes the capacity to obtain, process, and understand health information needed to make 

health decisions (Nielsen-Bohlman, et al., 2004). We used the three levels of health literacy 

adopted by Nutbeam: functional, interactive, and critical health literacy (Nutbeam, 2000). 
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We used the health literacy framework in the analytic data search strategy of 

analytic questioning (Hennink et al., 2011), with the three levels of health literacy as 

sensitising concepts (Blumer, 1954; Bowen, 2006; Charmaz et al., 2003; Granbom et al., 

2014; Thornberg, 2012). The analytic questions were ‘What is the functional health literacy 

[and interactive health literacy, and critical health literacy] of the women in the two samples?’ 

Using these questions, we systematically searched all of the pieces of transcript with the 

codes ‘learning’, ‘knowledge’, and ‘information’. We then searched all of the transcripts and 

contextual field notes.

Using the three levels of health literacy as sensitising concepts, we linked theory to 

empirical data (Snow et al., 2003). This enabled us to contribute to the further development 

and nuancing of the concept of health literacy, and to propose recommendations for practice 

and policy, which are presented in Chapter 4 of this thesis. 

The results of the second study confirmed we had collected ample empirical data on 

breastfeeding knowledge. In this second study, the analytic questioning did not yet include 

the content and sources of breastfeeding knowledge. Therefore, we formulated a consecutive 

analytic question, which was addressed in the third study. 

The third study 
Analytic question: ‘What sources do women use to obtain breastfeeding knowledge?’

In the third study, the analysis was performed using a combination of grounded 

theory and analytic questioning, with the theory of local health care systems (Kleinman, 

1980) as the deductive theory in the analysis. Grounded theory was used to re-examine all 

codes concerning breastfeeding knowledge, learning, and information (from the first and 

second datasets combined) and by applying another series of multiple interpretive stages 

(from codes to supercodes to categories). We identified five inductive themes on the content 

of breastfeeding knowledge: 

‘the pros and cons of breastfeeding’

‘how breastfeeding works’

‘individual breastfeeding practice’

‘expressing milk’ 

‘formula feeding’



4141

Theory and empirical data: Using the Hutter-Hennink qualitative research cycle

Subsequently, we applied the analytic data search strategy of analytic questioning 

(Hennink et al., 2011), using the theory of local health care systems (LHCS) to provide a 

framework for a deeper understanding of the different sources the women used to obtain 

their knowledge. According to this theory, a health care system consists of three different 

sectors: the popular sector, the professional sector, and the folk sector. The theory 

asserts that individuals or groups start their health care activities in the popular sector. 

Subsequently, they consult the other sectors by moving back and forth within and between 

these sectors in a dynamic process (Kleinman, 1980). In our study, we used the different 

sectors of a health care system as sensitising concepts for analysis. The analytic questions 

were ‘What breastfeeding knowledge do women obtain from the popular sector [and from 

the professional sector, and from the folk sector]?’ A systematic data search was conducted 

with these questions, guided by the five inductive concepts and using the coded text 

fragments, transcripts, and field notes. A deductive/inductive model was developed, and is 

presented in Chapter 5 of this thesis. 

Discussion 
The continuous linking of theory and empirical data was characteristic of the overall 

research project. Although all of the studies were theory-driven, they took different routes; 

we applied deductive and inductive reasoning, going from deductive theory to data collection 

and analysis, and from empirical data to inductive theory. 

The analytic strategies we employed – grounded theory and analytic questioning 

using sensitising concepts – were applied in different modes and in different sequences; all 

of these strategies were characterised by the linking of theory to empirical data. 

Our research project confirmed the relevance of combining deductive and inductive 

reasoning. Using a deductive theory during data collection meant that the empirical data 

were grounded in theory, and at the same time, theory development was grounded in 

the empirical data (Dey, 1993). By accomplishing these two types of grounding, both the 

empirical data and the theory were validated by the reality of everyday life (Prus, 1996). 

In the academic discourse on the role of deductive theory in qualitative research, 

some authors have questioned the convention of positioning qualitative research within 

a theoretical framework (Thorne, 2014). Thorne goes on to say that in qualitative studies 

the theory is often mentioned in the introduction, and then quietly disappears from the 

research. Others have also argued that the circumstances under which the theory actually 

enters or leaves a study are not always clear (Sandelowski, 1993). We also propose that 

researchers provide transparency on the different roles of the theories and where they enter 

a study. We did this by mentioning the roles of the theories and the stages of the HH-QRC 
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in which these theories entered the study (i.e. design cycle, data collection cycle, or analytic 

cycle) (see Table 1). 

The research project was characterised by the use of three existing theories. 

The use of different theoretical perspectives is referred to as theoretical pluralism (Kelle, 

2007), which provides the researcher with choices among different extant concepts and 

ideas. Comparing different pre-existing theories helps the researcher remain theoretically 

sensitive during the analysis (Thornberg, 2012). 

The theories constituted solid conceptual frameworks for each of the three separate 

studies. However, it was particularly in the interaction with empirical data that the strength 

of the conceptual frameworks became manifest. These frameworks provided tools for 

interpreting the empirical data and gaining a deeper understanding of the meaning of these 

data (Thornberg, 2012). In doing so, the data confirmed the applicability of the theories in 

the analysis. Hence, theory and empirical data reinforced one another. 

We ref lected extensively on whether it would have been possible to arrive at these 

research findings without using pre-existing theory. It is true that inductive reasoning 

was applied without deductive theory, such as when grounded theory was applied at the 

start of the analysis in the third study. In the first study as well, ‘becoming a mother’ was 

an inductive concept, and only identified with open coding; the deductive theory did not 

include a concept for ‘becoming a mother’. However, the particular impact of becoming 

a mother was identified specifically by using the theory: the TPB enabled the data to be 

interpreted in a way that allowed identification of the women’s difficulty in anticipating 

behaviour while still in the period of intention. This confirms that the theory was crucial 

to gaining insight into the meaning of this inductive concept. The concept’s meaning is 

also not to be understood as standing on its own, but should be seen in relation to the other 

deductive/inductive concepts and in the way these are linked together (Maxwell, 2005).

Similarly, particularly in the interaction with empirical data, the applicability – and 

also the limitations – of the deductive theories or concepts became apparent. In the second 

study, for example, we proposed a nuancing of the concept of health literacy, which was 

supported by the empirical data. Without these empirical data, we could not have actually 

achieved this nuancing. 

This research project is an example of how theory-driven research can generate 

both a refined understanding of the research phenomenon from a theoretical perspective 

and, at the same time, implications for practice. These implications are represented by the 

recommendations for health practice and policy, as explained in detail in the Chapters 3, 4 

and 5 of this thesis, and discussed in Chapter 6. The recommendations are also grounded 

in the interaction between empirical data and theory. Theoretically engaged qualitative 

research thus contributes to practical policy and interventions (Snow et al., 2003). 
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Ample consideration has been given to providing optimal transparency on the 

inferences and methodological decisions made in the course of the research process. 

Scientific rigour (Hennink et al., 2011; Mays & Pope, 1995) was achieved by applying the 

HH-QRC. The use of this methodological framework ensured coherence between the 

scientific paradigm, the research questions, the development of the theoretical frameworks, 

the research instrument, data collection, and the types of data analysis. The consolidated 

criteria for reporting qualitative research (COREQ) (Tong et al., 2007) were consulted for 

presenting the results of the three studies as separate research papers. 

The ref lexivity of the principal researcher included both sensitivity to empirical 

data and theoretical sensitivity (Strauss & Corbin, 1990), which contributed to the coherence 

of the overall research project. 
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“The beauty and mystery of the ethnographer’s quest is to find the unexpected stories, 
the stories that challenge our theories”

(Behar, 2003)
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Abstract 
In the Netherlands, 81% of mothers initiate breastfeeding. After one month the 
percentage of mothers still breastfeeding drops, despite positive intentions. Little is 
known about women’s perceptions of breastfeeding during the period of intention. 
This qualitative study aimed to gain insight into these perceptions among first-time 
mothers from middle and high socioeconomic backgrounds in the northern part of the 
Netherlands. 

We used the theory of planned behaviour as the deductive model. In 2008, 
16 in-depth interviews were conducted with 8 mothers who intended to breastfeed. 
The interviews were conducted at two time points (prepartum and postpartum) and 
covered the same period (that is, from the time when the intention was formed until 
after childbirth). The interviews were transcribed verbatim and analysed using grounded 
theory. 

Five inductive themes were identified: combining breastfeeding with work, 
learning about breastfeeding, making arrangements for childbirth, reflecting on the 
intention, and becoming a mother. During the extended period of intention, the women 
anticipated breastfeeding, but were cautious in expressing their intentions. They felt that 
the experience of becoming a mother would be critical to their breastfeeding outcomes. 

The theory of planned behaviour has been widely used in breastfeeding 
research. However, the period of intention is relatively long for breastfeeding. 
Rather than recommending an intensification of antenatal breastfeeding education, 
recommendations must incorporate the awareness that practising breastfeeding should 
not be considered the continuous outcome of the intention to do so - it takes a mother 
to practise breastfeeding. 
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Introduction
In the Netherlands, 81% of mothers initiate breastfeeding when their babies are born. After 

one month this percentage is 48%, after three months 30%, and after six months 13%, 

according to figures reported in 2007 (Lanting & Wouwe, 2007). In 2010, breastfeeding 

rates were 75% at birth and 46% after one month (Lanting & Rijpstra, 2011; Statistics 

Netherlands, 2012). Although there are some variations in different countries and regions, 

these figures represent a common pattern in current breastfeeding rates in most countries 

in the Western world, with the highest drop-out occurring in the first weeks after birth 

(MacKean & Spragins, 2012). National campaigns and guidelines that emphasise the health 

benefits of breastfeeding have been developed with the aim of extending the duration of 

breastfeeding (Netherlands Nutrition Centre, 2002). These campaigns follow the World 

Health Organization (WHO) guidelines, which recommend exclusive breastfeeding until 

six months of age (WHO, 2001). While these campaigns have been successful in increasing 

the initiation rate over the past decade, they have not extended the duration of breastfeeding 

(Lanting & Wouwe, 2007). Breastfeeding initiation rates ref lect a high intention to 

breastfeed; the rapid decline indicates that this intention does not result in successful 

breastfeeding outcomes. The discrepancy between intended and actual breastfeeding 

duration is associated with low maternal satisfaction (Kerkhoff & Wouwe, 2008; Reede, 

2011).

Research on the determinants of the decline in breastfeeding rates in the first 

months has shown higher breastfeeding rates in women who are older (Bulk-Bunschoten et 

al., 2001) and who have higher socioeconomic status (SES) (Rossem et al., 2009; Scott et al., 

1999) but also that in all SES groups, mothers often drop out before the end of their intended 

breastfeeding duration (Lanting & Wouwe, 2007). Early breastfeeding discontinuation is 

also common in primiparous mothers (Dewey et al., 2003). Cross-sectional surveys have 

shown that, in general, the main reasons for early weaning in the Netherlands are pain, 

insufficient milk and work; among women with high SES, the main reason is work (Kools 

et al., 2006; Lanting & Wouwe, 2007). Although this sheds some light on why women stop 

breastfeeding early, it does not reveal what underlies these reasons (Lanting & Wouwe, 

2007). 

The theory of planned behaviour (TPB), which had been developed by Ajzen and 

Fishbein (Ajzen, 1991; Fishbein & Ajzen, 1975), describes how behaviour is preceded by 

behavioural intention. The intention is determined by attitude, social norms and perceived 

control (Ajzen, 1991). The TPB has been frequently used in health-related studies in both 

qualitative and quantitative designs, including breastfeeding studies (Avery et al., 1998; 

Dodgson et al., 2003; Duckett et al., 1998; Li et al., 2005; McMillan et al., 2008; Swanson & 

Power, 2005; Wambach, 1997), confirming that breastfeeding intention is a strong predictor 
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of breastfeeding initiation (Duckett et al., 1998; McMillan et al., 2008; Swanson & Power, 

2005; Wambach, 1997). Intention has been reported as one of the strongest predictors of 

breastfeeding initiation and duration (Meedya et al., 2010). 

In the Netherlands, a mother’s intention to breastfeed or bottle-feed is formed long 

before childbirth: 67% of women decide prior to gestation and 32% develop their intentions 

in the first trimester (Kools et al., 2005; Lanting & Wouwe, 2007). Consequently, there 

is a long period between setting the intention and initiating breastfeeding. Despite this 

extended period of intention, most studies have focused on this period only at one particular 

time point: either prepartum (Lee et al., 2005; Persad & Mensinger, 2008) or postpartum 

(Kong & Lee, 2004; Mistry et al., 2008). These studies have all been quantitative, focusing 

on breastfeeding attitudes or determinants of breastfeeding outcomes. Hoddinott and 

Pill (1999) conducted qualitative research on perceptions of breastfeeding among women 

with low SES at two time points: prepartum and postpartum. Prepartum, they focused on 

intention, and postpartum, on breastfeeding outcomes (Hoddinott & Pill, 1999). 

None of these studies focused specifically on intention at two time points (that is, 

prepartum and postpartum). We proposed that using a qualitative design to study women’s 

perceptions both prepartum and in retrospect would generate a deeper understanding of 

these perceptions, which would contribute to the appraisal of interventions that aim to 

support mothers in their breastfeeding intentions. For this reason, we asked women to share 

their breastfeeding perceptions both during the period of intention (that is, prepartum) and 

retrospectively (that is, postpartum). 

To understand the motives underlying breastfeeding decision-making, the 

significance of biological, social and cultural conditions must be recognised (Maher, 1992). 

Traditionally, giving birth was perceived as a natural and uncontrollable event (Romano & 

Lothian, 2008). With modernisation, pregnancy and birth have been medicalised in most 

parts of the world. This has resulted in a reduction in perinatal maternal and child mortality 

(Liljestrand, 1999). At the same time, it has changed the perception of birth from a natural 

event to a potentially risky endeavour that needs to be medically monitored. How and where 

to deliver has become a matter of choice and decision-making for both health professionals 

and future parents. In the Netherlands, although it is common for women to opt for a home 

delivery in the absence of contraindications, more and more women are choosing to deliver 

in a hospital or birth centre. Currently, about a third of mothers give birth at home (Lanting 

et al., 2005). Dutch reproductive care is organised within an integrated system of obstetric, 

midwifery and maternity care (Kools et al., 2006). Antenatal care is provided by midwives 

or gynaecologists (depending on whether a home delivery is involved), while postnatal care 

is provided by midwives and maternity assistants at home or in a birth centre. Most health 

insurance companies cover eight days of maternity care at home. After one month, the baby 
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clinics take over professional postnatal care (Kools et al., 2006). No standardised services 

are provided by professionals between the eighth and thirtieth day after delivery. 

According to two midwives (Campen & Kreulen, 2008), at 20 weeks of gestation 

midwives or gynaecologists usually inquire about the mothers’ intentions to breastfeed 

or bottle-feed. In addition, these professionals may provide breastfeeding information, 

depending on the guidelines of their profession. Postpartum, the maternity assistants 

support breastfeeding initiation until day eight. Additional professional support may be 

provided by lactation consultants, which is not included in the integrated (funded) care 

system. As part of the campaigns to increase Dutch breastfeeding rates, many reproductive 

health and maternity care agencies have received Baby-Friendly Hospital Initiative (BFHI) 

certification, developed by WHO in 1991 and supervised nationally by the Dutch BFHI 

accrediting body. Virtually all maternity organisations in the Netherlands have been 

certified to date (Dutch Ministry of Health, Welfare and Sport, 2008). 

The expectations associated with women’s roles can be conflicting: women are 

expected to take care of their children (including breastfeeding) and at the same time 

participate in the labour market. Employment rates of Dutch women have increased 

considerably over the past decade. In the period 2005–2009, female labour participation 

was 71.5%, which is higher than the European average (Statistics Netherlands, 2011a). 

However, 75% of these women worked part-time, which is the highest rate of part-time work 

in Europe according to figures for 2009 (Eurostatistics, 2011). Because government policy 

aims to increase full-time female labour participation (Dutch Ministry of Social Affairs and 

Employment, 2007), provisions for leave and facilities for childcare are high on the agenda. 

Mothers are eligible for 16 weeks of maternity leave, usually 4 weeks prepartum and 12 

weeks postpartum (Dutch Ministry of Social Affairs and Employment, 2011a). Paternal 

leave is generally two days postpartum. Subsequent parental leave is allowed, but is usually 

unpaid (depending on employment agreements). 

Until their child is nine months old, mothers are entitled to use 25% of their 

working time to express breast milk. The employer is obliged to provide a room for 

expressing breast milk and to arrange for storage facilities (Dutch Ministry of Social Affairs 

and Employment, 2011b). However, women report that frequently they have to organise this 

themselves (Vogel et al., 2009). The nature of their work does not always allow women to 

interrupt their activities during working hours. 

The Dutch social and cultural background outlined above shapes the context of 

breastfeeding decision-making. In this context, we studied perceptions of breastfeeding 

during the period of intention in primiparous women in the northern part of the 

Netherlands. 
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Methods
We conducted qualitative fieldwork according to the ‘Hutter-Hennink qualitative research 

cycle’ (HH-QRC) (Hennink et al., 2011). This cyclic model provides tools for accomplishing 

a coherent process of defining research questions, collecting and interpreting data, and 

developing theory. The authors emphasise the importance of ref lexivity, making inferences 

and linking empirical data to theory by inductive and deductive reasoning. The HH-QRC 

includes three stages: the design cycle, the ethnographic cycle and the analytical cycle. In our 

study, these three stages were accomplished by moving back and forth between these cycles, 

conducting in-depth prepartum and postpartum interviews, using the TPB as a deductive 

conceptual framework, and generating theory refinement, as explained by Snow et al. 

(2003). We selected a purposive sample of eight pregnant women from one midwife clinic 

in a mid-sized town in the province of Friesland, in the northern part of the Netherlands. 

The midwives invited women in gestation week 20 to participate in the research; they did 

this in person. Inclusion criteria for the prepartum interview: primiparous, capable of 

breastfeeding and able to speak Dutch or English. Criteria for the postpartum interview: 

mother and infant both healthy and no contraindication for breastfeeding. Prior to the 

prepartum interview, the principal researcher (a cultural anthropologist) explained to the 

participants that her interest was in their personal experiences from their own perspectives, 

aiming to understand these experiences from the ‘inside perspective’ which is also referred 

to as the ‘emic perspective’ (Hennink et al., 2011). The researcher invited the participants 

to talk about their experiences in their own words (Spradley, 1979). All responses would 

be considered equally right or relevant. The researcher, who was a breastfeeding mother 

herself once, would not express opinions on attitude, knowledge or practice. Each participant 

was given a description of the research and anonymity was guaranteed. The participants 

could withdraw from the study at any time. All participants agreed and gave their informed 

consent. No participants withdrew from the study. 

Empirical data were collected between June and December 2008 by conducting 

16 face-to-face in-depth interviews up to saturation level. The interview guides were semi-

structured with open-ended questions and probes in variable sequences (Hennink et al., 

2011), covering the topics of the TPB concepts, including knowledge (Duckett et al., 1998). 

The prepartum interview questions focused on attitudes toward breastfeeding, social norms, 

perceived control, and breastfeeding knowledge. The postpartum questions concerned the 

same topics in retrospect, as well as childbirth experiences and actual feeding practice. We 

conducted the prepartum interviews (1) in the participants’ third trimester of gestation and 

the postpartum interviews (2) at six weeks. The prepartum interviews were conducted at 

the midwife clinic and took 30 to 45 minutes. The postpartum interviews were conducted at 

the participants’ homes and took 45 to 60 minutes. During the postpartum interviews, the 
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infants were present in the same or in a separate room. Two interviews were interrupted by 

the infants’ crying. 

All interviews were conducted by the first author and audio-recorded. The 

recordings were listened to again and a diary was kept for ref lection, making it possible to 

draw inferences for deeper inquiry into the information provided. Information saturation, as 

defined by Glaser and Strauss (1967) was achieved by determining that no new information 

was being obtained. The recordings were transcribed verbatim by a research assistant, who 

was supervised by the first author and one co-author (HH).

Content analysis was used to analyse all transcripts, starting with open coding and 

using ATLAS.ti (6.015) software. Labelling and coding were kept close to the vocabulary 

of the participants. We passed through four interpretive stages, moving back and forth 

between the original data and emergent patterns toward theory. We applied the principles 

of grounded theory – originally developed by Glaser and Strauss (1967) and elaborated 

further by others (Charmaz, 2006; Corbin & Strauss, 2008) – and combined inductive and 

deductive reasoning. First, 260 codes were identified according to the criteria: recurrence, 

repetition and forcefulness (Owen, 1984). Comparing, interpreting and subsequent 

inductive reasoning generated 50 supercodes. Subsequently, these 50 supercodes were 

merged into five themes: combining breastfeeding with work, learning about breastfeeding, 

making arrangements for childbirth, ref lecting on the intention, and becoming a mother. 

We used deductive reasoning to arrive at theory refinement (Snow et al., 2003), which is 

represented in our inductive model. 

Quotes were selected to illustrate the results. Although the participants’ colloquial 

language was retained, their names were changed to protect participant anonymity. 

Scientific rigour (as defined by Mays and Pope, 1995) was achieved by keeping a record 

of the interpretation process and by consulting peer researchers for agreement on 

interpretation during each stage, from the original transcripts to the inductive model. Our 

theory development was based on inductive as well as deductive reasoning, and was well 

grounded in the empirical data. 

Findings
Participant characteristics

All participants (n = 8) intended to breastfeed. They were Dutch primiparous women 

aged 25–31, living in a marital or cohabitant relationship with the infant’s biological father 

in a mid-sized town in the northern part of the Netherlands. As determined by Dutch 

educational level standards, they had middle or high socioeconomic backgrounds, and were 

employed for a minimum of 12 hours a week. All women attended the same midwife clinic, 
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were in good health and were non-smokers. Four mothers gave birth at home and four had 

clinical deliveries. They all started feeding their newborns with their own milk. Two women 

initially expressed breast milk, and six fed directly from the breast. At six weeks, five women 

were breastfeeding exclusively, two women were practising mixed feeding (breast milk and 

formula) and one mother was practising formula feeding exclusively. 

Five themes

We identified five themes relating to the women’s perceptions during the period of intention: 

combining breastfeeding with work, learning about breastfeeding, making arrangements 

for childbirth, ref lecting on the intention, and becoming a mother. 

1. Combining breastfeeding with work

All of our participants had thoroughly considered the impact their breastfeeding intentions 

would have on their work. They indicated that their work was important and that they aimed 

to return to work once their maternity leave was over, thus combining breastfeeding with 

work if possible: But of course it has to be possible to combine it [breastfeeding] with work 

(Marissa, 1).

 One woman did not intend to ‘combine’ work and breastfeeding. This mother 

preferred to be available to her infant full-time during the first five months: From that 

moment you’re there completely for the baby and that’s it. You don’t have to do anything else, you 

don’t have to go to work, you don’t need to go anywhere, and in that sense you’re not distracted 

(Rianne, 1).

 All women were familiar with the recommendation of six months of breastfeeding. 

They were all eligible for three months postpartum maternity leave, which they considered 

too short: I think that leave in the Netherlands is actually quite short, because I don’t know 

whether I’ll be ready to start working again at that time, and I don’t know whether my baby will 

be ready for me to go back to work, and weaning might be very stressful. And yes, I’ve heard other 

mothers talk about this (Jantine, 1).

Combining motherhood and employment involves making arrangements for 

childcare by professionals or relatives. All women had discussed the subject prior to delivery: 

Jessica, 1: We’ve already arranged for childcare. Our baby will go to childcare one day 

[a week], because we don’t want my mother to babysit three days a week … So my mother is going 

to babysit two days and my mother-in-law one day. Interviewer, 1: So you’ve thought all this 

through already? Jessica, 1: Yes, you have to, you have to be ready. Otherwise we’d have a problem!

Whatever type of childcare was preferred, it had consequences for the feeding 

method: At some point the baby will have to go to childcare, so it will also have to get used to the 

bottle (Esther, 1). 
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In the prepartum interviews, all women acknowledged that they were allowed 

to express breast milk at work, according to employment agreements. However, most 

participants expected expressing milk at work to be inconvenient: In an office you could say, 

‘Well, I’ll just put my things aside and go express some milk’. But not here – there are customers 

waiting for you, and I don’t know how I, um, when you’re a bit tense, how you’ll deal with it at 

that time (Anna, 1). 

One woman indicated that expressing milk was common among her colleagues; 

she did not expect difficulties nor did she prepare for expressing milk: We have all kinds 

of small rooms at work where you can go and sit quietly. I work with 100 women. There’s always 

someone pregnant at work, so I know how things go, they just take a key and they go sit somewhere 

and express milk and that’s it (Boukje, 1). 

To the other women, expressing milk at work was uncommon; they avoided 

discussing the subject and did not anticipate it: I haven’t discussed it at work yet. It’s not my 

number-one priority. You have to arrange so many things, and I think, when the baby is there, 

maybe I won’t have any milk or things won’t work out from the start, and, well, then you’ve 

arranged for everything already. I think it’s better to wait and see how things go, and then I can 

still make the arrangements in those three months if necessary (Jessica, 1).

2. Learning about breastfeeding

The women in our study acknowledged the significance of breastfeeding information, 

although most of the information they found prepartum focused on health benefits. This 

contributed to a positive attitude toward breastfeeding and supported the women’s intentions. 

Information on breastfeeding skills and the lactation process, however, was limited: That’s 

the question! [when asked if she understood how breastfeeding worked] Well, more or less … I 

think you won’t really learn that until, um, the baby is there (Daniëlle, 1). And: Well, yes, I know 

the theory about hormones and those kinds of things, but I don’t yet have a clear idea of how it 

works, in the sense of latching on and positioning and those kinds of things (Jantine, 1). 

The interviewees expected to know how to breastfeed once their infants were born. 

They believed breastfeeding would come naturally; they expected nature to take the lead. In 

addition, they thought the maternity assistant would instruct them: Nature also has to help out 

a little and show how things work, and well, yes, then I do believe it will work out. They say it will 

all be fine once the maternity assistant arrives, because she will be more involved with you and the 

child than with housework and things like that, so you just have to make use of that (Daniëlle, 1).

Some women got information from brochures or the Internet. Or alternatively, they 

attended breastfeeding classes: I think it’s important to know what to expect and what may 

happen when things don’t work out or don’t go well. They [in the breastfeeding classes] will give you 

lots of information about it (Boukje, 1).
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During the period of intention, none of the women had anticipated feeling 

uninformed about breastfeeding. Once the child was born, however, they realised that their 

knowledge was inadequate, which generated surprise or disappointment: We really thought 

there would be milk right after birth! But that’s not the case, ha ha (Rianne, 2). And: Then I 

think, oh, we’re really far removed from our nature actually – apparently it’s not that natural at all 

(Esther, 2). And: Nobody ever told me! (Daniëlle, 2). 

Breastfeeding classes were useful to some women, but one mother felt clearly 

discouraged by the information on potential difficulties: I think the videos were very useful, 

especially with latching on and nursing positions. In the beginning I thought it would be easy, 

latching on, it’ll be a piece of cake, but then I went to the breastfeeding classes and it became clear 

that it wasn’t that easy at all … All the problems that could arise. I thought, oh my goodness, what 

a hassle (Esther, 2).

3. Making arrangements for childbirth

In the prepartum period, women were busy making arrangements for the delivery and 

the immediate postpartum period, including organising maternity care, decorating the 

nursery and preparing birth announcements. You have to make so many arrangements, the 

whole process is so daunting … arranging birth announcements, the nursery will be finished this 

weekend, and then this, and then that (Jessica, 1).

When opting for childbirth at home, the parents had to arrange for an appropriate 

bed and other materials: She [maternity assistant] visited me last week. Everything’s been taken 

care of. The only thing I still have to arrange for is the bed (Boukje, 1).

Five women attended antenatal classes accompanied by their spouses. They 

indicated that they felt more insecure about giving birth than about breastfeeding: Yes, 

antenatal classes, I think they’re important, to prepare for the delivery, because basically I feel 

more insecure about the delivery than about breastfeeding (Esther, 1).

4. Reflecting on the intention

The women interviewed had shaped their intention prior to gestation or in the early 

stages of pregnancy. Information obtained during pregnancy played a limited role in this 

process: Interviewer, 1: And do you think that this information motivated you to do this 

[breastfeeding]? Rianne, 1: No, no, I already would have, if you’d have asked me that ten years 

ago, and I wouldn’t have had that information, I would have chosen for that as well.

Some women were unaware that there was a choice to be made. Either they had 

perceived it as a very obvious choice, or they had intuitively made a decision without being 

aware of it: And then I read that book, and I thought, oh, that you really have to make a decision 

about this for yourself, I hadn’t realised that, because for me it was already obvious, like, of course 
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you’ll do that (Rianne, 1). And: And then I understood much better why people asked me – 

because at first I could never understood the question – when people asked me, are you going to 

breastfeed or bottle-feed? And at the time [before delivery] I always thought it was such a strange 

question (Rianne, 2). 

Although the certainty with which they expressed their intention varied, most 

women were cautious in their comments. They would use the verb ‘to try’: Yes, I would 

just like to try (Boukje, 1). Other verbs indicating uncertainty or not being in control were 

‘to be able to manage’, ‘to succeed’ or ‘to make it work’. Only two women showed a clear 

determination to breastfeed: I just feel like ‘this is how I’m going to do it and this is how I 

would like it to be’ (Marissa, 1). One of these women added that she saw the experience of 

breastfeeding as a challenge: That’s also what I like about it. It’s something new, and I’m just 

going to do it (Rianne, 1).

One woman questioned the extent to which she could inf luence breastfeeding 

success: Well, it just has to work, but what does that depend on? I don’t know yet, what that 

could depend on … Yes, I very much hope it will work (Rianne, 1). Two participants explicitly 

indicated that they expected to inf luence breastfeeding success, either by being persistent 

or by being able to remember the information provided in breastfeeding classes. However, 

both women remained cautious, and expressed this by using the verb ‘to hope’: I do hope I’ll 

have some level of persistence, so that it will be successful (Jantine, 1). And: I noticed that already 

during the classes I was starting to feel insecure. Like, I hope it will work, because … because I hope 

I’ll be able to remember it all! (Esther, 2). 

5. Becoming a mother

Prepartum, the women in our study perceived that it was difficult to imagine what being 

a mother would be like: I always like to be prepared and know what to expect in advance, but 

I also know that’s not always possible. But I believe I can deal with that now (Marissa, 2). This 

was confirmed by their responses in the postpartum interviews: Well, it’s nothing like you 

expect it will be (Anna, 2). The experience of childbirth was perceived as a physically and 

emotionally overwhelming event over which they had very little control: I was in a kind of 

shock after giving birth – well, my hands were really shaking, I couldn’t even hold her properly or 

anything else (Marissa, 2). 

Some women felt confused or distant: It’s just like it all happened somewhere else. It’s 

very weird … You’re not really there at first (Anna, 2). And: What happened in the hospital, I 

hardly remember a thing. I don’t remember much about those first days (Marissa, 2). 

All women experienced intense emotions that they had not encountered before. 

One mother explicitly referred to the establishment of the mother-infant bond: He was there 

and of course you’re immediately in love, like ‘wow’ (Daniëlle, 2). One mother explained that 
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she felt strong, powerful and competent, encouraged by her new identity as a mother and 

buoyed by the upsurge of hormones: Also probably because of the hormones. We’ve got a child 

now, no one can harm us. We have a very healthy child, we are very, very happy, we don’t need 

anybody else … Amazing how much energy you get from that (Rianne, 2). 

Compared to giving birth, starting breastfeeding was even more difficult to 

imagine in the prepartum period: I find it hard to imagine, because it’s for the first time (Anna, 

1). One mother explained that although it was hard for her to imagine breastfeeding now, 

she anticipated the situation after birth: Well, then [after childbirth] it will be easier, you’re in 

the situation, you’re in the middle of it (Daniëlle, 1).

Inductive model

The five inductive themes generated the inductive model presented in Figure 1.

Figure 1
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Figure 1:  Inductive model: perceptions of women during the period of intention

Discussion
Our research focused on the perceptions of breastfeeding during the period of intention 

in primiparous women with middle and high SES. We identified five themes: combining 

breastfeeding with work, learning about breastfeeding, making arrangements for childbirth, 

ref lecting on the intention, and becoming a mother. These five themes ref lect general 

as well as personal breastfeeding perceptions. The first three themes are more general 

in nature and the other two themes are more personal, a sequence that is represented in 
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the participants’ responses. ‘Combining breastfeeding with work’ was the first issue the 

women addressed as a starting point in the prepartum interviews. The reason for this might 

be that work is a rather general and acceptable topic that also has considerable impact on 

individuals’ everyday lives. Other breastfeeding studies also report the importance of work 

in breastfeeding decision-making (Scott et al., 1999). 

The perceptions that were most personal were represented by the theme ‘becoming 

a mother’. Becoming a mother was identified as crucial, and as shaping the context of 

the perceptions in the other four themes. The women in our study intended to perform 

a natural, healthy and generally recommended practice. They perceived that, prior to this, 

they would have to experience a major life event and a transition, which also in the literature 

has been referred to as becoming a mother (Wiklund et al., 2009). Although childbirth may 

have become a controllable event from a medical point of view (Locke, 2009), in childbirth, 

the hormones, emotions and a newborn take control. In women who intend to breastfeed, it 

is hypothetical to anticipate practising breastfeeding prior to this uncontrollable event. 

The perceptions that are represented by ‘learning about breastfeeding’, our second 

theme, must also be understood within the context of becoming a mother. Although mothers 

had access to information, learning about breastfeeding was limited, as was the circulation of 

breastfeeding information. One explanation might be that most breastfeeding information 

focuses on the advantages of breastfeeding – that is, the health benefits. Our participants 

were familiar with these advantages already, which is confirmed by the literature reporting 

that the health benefits of breastfeeding are well known in the Netherlands (Kools et al., 

2006; Lanting & Wouwe, 2007). Second, breastfeeding is perceived as a natural practice, 

and therefore women believe that nature will take the lead and that they do not need to 

learn in advance (Locke, 2009). The third explanation, which refers specifically to the 

Dutch context, is that all the mothers in our study anticipated relying on the services of their 

maternity assistant, which is supported by Dutch figures: 95% of Dutch mothers make use 

of maternity care for an average of seven days (Statistics Netherlands, 2011b). Although all of 

the explanations mentioned above are obvious, inductive reasoning from our empirical data 

showed that the women did not consider the prepartum period as appropriate for learning 

about breastfeeding, because they had the perception that they had to become a mother 

first. In retrospect, however, they perceived their knowledge as insufficient and inadequate.

Also in ‘making arrangements for childbirth’, our third theme, the anticipated 

impact of becoming a mother on breastfeeding decision-making was evident. There was 

a considerable difference between the efforts in making arrangements for childbirth and 

the efforts in making arrangements for breastfeeding. Arrangements for childbirth were 

made thoroughly, and although the effect of attending antenatal classes on the perceived 

quality of the delivery has been questioned recently in the literature (Bergstrom et al., 
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2009), mothers appreciated attending antenatal classes for expectant parents. Compared 

to antenatal classes, the breastfeeding classes are not the number-one priority. Although 

mothers perceived both giving birth and breastfeeding as natural events, they responded to 

these events differently. 

Our fourth theme, ‘ref lecting on the intention’, also represents the perception that a 

major event has to be experienced before starting breastfeeding. Our participants expressed 

their intentions cautiously in order to measure up to the public norm and also to allow for 

opposite outcomes. Some researchers report that mothers’ breastfeeding decisions relate to 

the mothers’ low level of self-efficacy (Kools et al., 2005; Meedya et al., 2010). Inductive 

reasoning from our empirical data showed that the mothers’ cautiousness was sensible 

from their perspectives, and should not be confused with low self-efficacy. In this context, 

statements such as ‘I want to try’, ‘I hope it will work’ and ‘I hope it will be successful’ are 

inevitable. ‘Hope’ is an important factor in women’s breastfeeding outcomes, as has been 

reported elsewhere (Thomson et al., 2012). 

In the context of becoming a mother, perceptions concerning combining 

breastfeeding with work, learning about breastfeeding, making arrangements and ref lecting 

on the intention become meaningful. The relevance of recommendations for policy can only 

be determined when considering these perceptions in context. 

Policymakers aim to increase labour participation by women (Dutch Ministry of 

Social Affairs and Employment, 2007) and Dutch women are recommended to anticipate 

combining work and childcare, including breastfeeding. At the same time, the three-

month postpartum maternity leave in the Netherlands is half of the six months of exclusive 

breastfeeding recommended by WHO guidelines (WHO, 2001). To meet these guidelines, 

women would have to express breast milk at work. Although all women were conscious of 

their legal right to express milk at work (Dutch Ministry of Social Affairs and Employment, 

2011b), at the same time they perceived that, in general, expressing milk is poorly facilitated. 

This contradiction is ref lected in a national debate on the challenges faced by women who 

want to combine breastfeeding with work. There are roughly two main opposing groups in 

this debate: one group maintains that mothers should make more of an effort to breastfeed 

because it benefits public health, and the other argues that it is hard for women to measure 

up to the contradictory expectations in taking on a double role with no supportive facilities 

(Rijk et al., 2008). We believe that women should be considered capable of making cognitive 

decisions regarding birth and childcare, but the fact that there may be conflicting policies 

must be taken into account (Fahlquist & Roeser, 2011) when considering low breastfeeding 

outcomes.

Along with other authors, we found a limited circulation of breastfeeding 

information in the prepartum period. Some authors have found a correlation between 
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inadequate prepartum breastfeeding education and low breastfeeding outcomes (Avery 

et al., 1998; Scott et al., 1999). Findings like these usually generate recommendations in 

favour of intensifying professional antenatal education. Consequently, antenatal education 

is high on the agenda in many countries (Hoddinott et al., 2010). However, our results show 

that we should reconsider whether intensifying antenatal breastfeeding education is the 

best way to support mothers in their breastfeeding intentions. 

There are limitations to what can be learned about breastfeeding from antenatal 

education. A study on breastfeeding class attendance reported that women expressed ‘fear’ 

of breastfeeding (Craig & Dietsch, 2010). Although the mothers in our study did not express 

‘fear’, they did perceive unfamiliarity – because despite being a natural practice, most women 

have not watched others breastfeed. In the 1970s in the United States it was found that most 

people within a mother’s circle had never seen breast milk (Raphael, 1973). This is also 

applicable to the Netherlands, even up to the present day. Dutch culture is not explicit about 

breastfeeding – we rarely see women breastfeeding in public, nor is breastfeeding portrayed 

in movies or computer games. Television or video could stand in for exposure to real life 

(Hoddinott & Pill, 1999), and the mass media could positively support the breastfeeding 

intentions of pregnant women (Kools et al., 2005; Vogel et al., 2009). At present, 45% of the 

Dutch population objects to breastfeeding in public (Netherlands Nutrition Centre, 2013).

Not only is breastfeeding rare in the public environment, even the participants’ close 

relatives were unfamiliar with breastfeeding. None of the mothers in our study mentioned 

their relatives as major sources for learning about breastfeeding. Relatives did not share their 

personal breastfeeding experiences. Research has shown that the Dutch grandmothers of 

today have little experience with breastfeeding because of the decline in breastfeeding in the 

1960s and 1970s; therefore, they cannot advise their daughters on breastfeeding practices 

(Bulk-Bunschoten et al., 2001). At the same time, we know that significant others can affect 

breastfeeding attitudes and intentions in women (Kools et al., 2006). Family support is 

reported to be critical to increasing breastfeeding rates (Grassley & Eschiti, 2008; Meedya et 

al., 2010).

One cannot rehearse breastfeeding, and the first few days postpartum are critical to 

breastfeeding outcomes (Sheehan et al., 2013). Even so, this does not automatically mean that 

breastfeeding education should be intensified in the prepartum period. We believe that health 

messages should aim to raise awareness that becoming a mother involves a discontinuity 

that concerns all aspects of a woman’s life and identity, including her work. Although this 

message should appeal to pregnant women, it should above all appeal to the mothers’ social 

environment as well as to policymakers in order to facilitate an environment that supports 

mothers in their breastfeeding intentions. In a country with a well-organised system of 

postpartum maternity care at home, one would expect higher breastfeeding rates. Further 
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research should explore how the concept of becoming a mother relates to breastfeeding 

outcomes in this specifically Dutch context.

The theory of planned behaviour

The TPB was an appropriate deductive model for our research. It generated the topics for 

our interview schedule and guided the interpretation of our data through deductive and 

inductive reasoning, focusing on the period of intention. According to the TPB, intentional 

behaviour is a determinant for actual behaviour. This is in contrast to the discontinuity of 

a major life event perceived by our participants. Therefore the applicability of the theory 

seems ambiguous. At the same time, it is precisely this ambiguity of the TPB in our context 

that generated insight into the specific character of breastfeeding intentions. This resulted 

in our conclusion that practising breastfeeding is not a continuous outcome of the intention 

to do so. The ambiguity of the TPB in our context will be expressed in three comments 

below. 

Our first comment concerns the duration of the period of intention prior to 

initiation. In our study this was a minimum of 20 weeks, because the women formed 

their intentions early, as reported elsewhere (Lanting & Wouwe, 2007). During this period, 

women have to wait before they can put their intentions into practice, and various events 

may occur that can hinder a continuous transition from intention to actual practice. Other 

health-related behaviour studied using the TPB – such as weight loss (Schifter & Ajzen, 

1985), smoking cessation (Norman et al., 1999), and alcohol intake (Spijkerman et al., 2004) 

– could be initiated immediately, without leaving much time for interfering factors. 

Second, initiating breastfeeding for the first time is a novel practice, in contrast 

to health behaviour aimed at returning to previous familiar behaviour or discontinuing 

unhealthy habits. Our empirical data showed that distinguishing between novel and 

familiar behaviour is crucial, which is confirmed by studies on food preference using the 

TPB (Arvola et al., 1999).

Third, the TPB might be too limited when applied to behaviour in which biological 

and emotional processes predominate (Sutton et al., 2004). This observation has also 

been acknowledged by Ajzen and Fishbein, who had developed the TPB, and which has 

contributed to adjustments of their original theory (Fishbein & Ajzen, 2010). The new 

identity as a mother, along with the newly developed bond between her and her newborn, 

means that breastfeeding should be considered within a much broader context than 

intended and actual behaviour. 
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Strengths and limitations

The strength of our research is the combination of its qualitative design and the conceptual 

framework. Deductive and inductive reasoning guaranteed that our results were well 

grounded in the data, linking fieldwork to theory as well as to recommendations for 

policy. Scientific rigour and the quality of the study could be determined by applying the 

consolidated criteria for reporting qualitative research (COREQ) (Tong et al., 2007). Our 

approach is unique because the in-depth interviews we conducted at two different time 

points covered the same period. Consequently, we achieved a detailed understanding of the 

mothers’ emic point of view. Other researchers have collected data at one time point, either 

prepartum (Lee et al., 2005; Persad & Mensinger, 2008), or postpartum (Kong & Lee, 2004; 

Mistry et al., 2008), or collected data at two or more time points but without our specific 

focus on intentions (Duckett et al., 1998; Hoddinott et al., 2000; Wambach, 1997). 

Although becoming a mother as a concept is not new, its impact for mothers 

when anticipating during the period of intention, and shaping the context for their other 

perceptions, has not been reported before. As has been pointed out by Morse in her plenary 

address delivered at the first Global Congress for Qualitative Health Research (2012), 

developing concepts and examining concepts within different contexts should remain the 

main challenge for qualitative health researchers (Morse, 2012). 

Limitations of the study are that a purposive sample was used. Other limitations of 

the research are that only women with middle and high SES participated in the research. A 

consecutive study should also include mothers with low SES. 

Conclusion
During the extended period of intention, the mothers in our study anticipated breastfeeding, 

but expressed their intentions cautiously because they felt they had to experience a biological 

and emotional life event: becoming a mother. Our participants intended to combine 

breastfeeding with work, but did not prepare for expressing milk at work. Although they 

had access to breastfeeding information, they perceived breastfeeding to be a natural 

practice and did not start learning about breastfeeding in advance. They usually depended 

on the support of a maternity assistant. Generally, the women made arrangements for 

childbirth but not for breastfeeding. Rather than recommending an intensification of 

antenatal breastfeeding education, recommendations should incorporate the awareness that 

practising breastfeeding is not a continuous outcome of the intention to do so – it takes a 

mother to practise breastfeeding. 
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Abstract
Women are recommended to exclusively breastfeed their infants until the age of six 
months. In this study, we assessed women’s use of information in their decisions to stop 
or continue breastfeeding in the first month after delivery. We used the framework of 
health literacy, which refers to individuals’ capacity to obtain, process, and understand 
health information needed to make health decisions. The three progressive levels of 
health literacy (as adopted by Nutbeam) are fundamental, interactive, and critical health 
literacy. We aimed to identify whether the concept and levels of health literacy can be 
used to understand women’s breastfeeding decision-making. 

Empirical data were collected in 2008 and 2011 by conducting 26 prepartum 
and postpartum in-depth interviews up to saturation level. Participants were 13 Dutch 
primiparous women who intended to breastfeed, with middle and high socioeconomic 
status (SES) as well as low SES. All transcripts were analysed using analytic questioning, 
with the framework of health literacy as a sensitising concept. From the participants, 
we selected for cases as examples to illustrate the women's functional, interactive and 
critical health literacy.

Our findings show a progression from functional to interactive to critical health 
literacy in some women, but not in all of them. Women with low health literacy did 
not necessarily discontinue breastfeeding, and women with high health literacy did not 
necessarily continue breastfeeding. 

Women are expected to be critically health literate and to make their own 
decisions, but are also expected to follow health promotion recommendations. There 
is a discrepancy in the messages health professionals give to breastfeeding women, 
requiring both a reconsideration of these messages and a nuancing of the concept of 
health literacy. 
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Introduction
Because of its health benefits for mother and child, breastfeeding is considered to be the 

preferred infant feeding choice (Kramer & Kakuma, 2002; Rossum et al., 2005; World 

Health Organization (WHO), 2001). International guidelines advise women to initiate 

breastfeeding, and to breastfeed exclusively until the age of six months (WHO, 2003). 

Among the women who start breastfeeding, only a small number practice long-term 

breastfeeding as recommended in these guidelines. In most countries in the Western world, 

most dropout occurs in the first month after birth (MacKean & Spragins, 2012). In the 

Netherlands as well, many of the women who stop breastfeeding do so in the first month 

(Lanting & Wouwe, 2007). In 2007, 81% of mothers started breastfeeding; after one month, 

this rate was 48% (Lanting & Wouwe, 2007). In 2010, these figures were 75% at birth and 

46% after one month (Lanting & Rijpstra, 2011; Statistics Netherlands, 2012). 

National campaigns and guidelines have been developed with the aim of extending 

the duration of breastfeeding (Netherlands Nutrition Centre, 2002). These campaigns 

emphasise the health benefits of breastfeeding, and follow WHO guidelines (WHO, 2003). 

Although these campaigns have successfully increased the initiation rate over the past 

decade, they have not extended the duration of breastfeeding (Lanting et al, 2003; Lanting & 

Wouwe, 2007; Netherlands Nutrition Centre, 2002). 

Earlier research has shed some light on the determinants of breastfeeding 

initiation and duration. In general, higher breastfeeding rates are found in mothers who 

are older and have higher educational backgrounds (Bulk-Bunschoten et al., 2001; Rossem 

et al., 2009; Scott et al., 1999). Reasons reported for breastfeeding discontinuation were 

‘pain’, ‘work’, and ‘not enough milk’ (Lanting & Wouwe, 2007). Recent qualitative focus 

group research in the Netherlands also identified the themes ‘autonomy’ and ‘breastfeeding 

didn’t go as expected’ as being associated with breastfeeding discontinuation (Vogel et al., 

2009). However, we still know little about the reasons that underlie women’s decisions on 

breastfeeding duration. 

We conducted qualitative research on primiparous mothers’ decisions to stop or 

continue breastfeeding in the first month after delivery. In an earlier part of the research 

project, one of the important themes we identified was ‘learning about breastfeeding’, 

which has been reported elsewhere. In the current study, we assessed the women’s use of 

breastfeeding information in their decision-making, using empirical data we collected in 

two series of in-depth interviews. We aimed to link these empirical data to theory (Snow et 

al., 2003) by using the framework of health literacy as a sensitising concept in the analysis 

of the data. A sensitising concept is a theory or idea derived from the literature that provides 

guidance for approaching data (Thornberg, 2012). Sensitising concepts offer ways of 

seeing, organising, and understanding experiences (Blumer, 1954; Charmaz et al., 2003; 
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Thornberg, 2012), and provide a framework for analysing participants’ narratives (Bowen, 

2006). Our study aimed to identify whether the concept and levels of health literacy can be 

used to understand women’s breastfeeding decision-making.

Since the introduction of the concept of health literacy in the 1970s (Simonds, 1974), 

many authors have contributed to the search for consensus on its meaning, definitions, and 

measures (Baker, 2006; Berkman et al., 2010, 2011; Freedman et al., 2009; Kickbusch, 

2002, 2009; Nielsen-Bohlman et al., 2004; Nutbeam, 2000, 2008; Nutbeam & Kickbusch, 

2000; Parker et al., 1995; Ratzan, 2001; Sorensen et al., 2012; WHO, 1998; Zarcadoolas 

et al., 2005). In 1998, health literacy was defined as ‘the cognitive and social skills which 

determine the motivation and ability of individuals to gain access to, understand, and use 

information in ways which promote and maintain good health’ (WHO, 1998).

Two different disciplinary approaches have been used to address health literacy: the 

biomedical approach and the public health approach (Nutbeam, 2008; Pleasant & Kuruvilla, 

2008). Both approaches recognise the crucial role of information, although the relationship 

between information and health literacy is conceptualised differently (Pleasant & Kuruvilla, 

2008). 

Approaching health literacy from the biomedical perspective addresses patients’ 

basic skills and an adequate understanding of information to achieve compliance with 

treatment and recommendations from health professionals (Pleasant & Kuruvilla, 2008). 

Therefore, within the context of breastfeeding, health literacy implies that women have the 

skills to understand the information about the benefits of breastfeeding and that they will 

initiate and continue breastfeeding, which is the preferred health outcome. 

More recent approaches to health literacy adopt a public health perspective, and 

address the social determinants of health that are connected to encouraging personal 

autonomy and empowerment. From this perspective, the determinants of health literacy are 

health education and health promotion (Kickbusch, 2002, 2009; Nutbeam, 2000; Ratzan, 

2001). Individuals’ health literacy is therefore considered to be the key outcome of adequate 

health education and health promotion (Kickbusch, 2002; Nutbeam, 2000). The concept 

of health literacy thus contains the underlying assumption that there is a link between 

health education and health literacy (Jahan, 2000; Ratzan, 2001; WHO, 1998). So, within 

the context of breastfeeding, health literacy implies that women have developed skills that 

promote personal autonomy and empower them to practice breastfeeding, in line with 

breastfeeding education and promotion.

Initially, the outcomes of health literacy were considered to be achieving and 

maintaining health. Some studies reported evidence that low levels of health literacy are 

associated with poor health (Easton et al., 2010; Nielsen-Bohlman et al., 2004; Wang, 

2000). Apart from achieving and maintaining health, another health literacy outcome was 
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obtaining adequate health knowledge (Kalichman et al., 2000; Williams et al., 1998). More 

recently, the focus has shifted toward health decision-making as the primary outcome of 

health literacy, rather than achieving health, maintaining health, or obtaining adequate 

health knowledge (Nielsen-Bohlman et al., 2004). A new definition of health literacy has 

emerged from this orientation toward decision-making as an outcome: ‘the degree to which 

individuals have the capacity to obtain, process, and understand basic health information 

and services needed to make appropriate health decisions’ (Nielsen-Bohlman et al., 2004). A 

recent systematic review also reported that a shared characteristic of all current definitions 

is the focus on ‘appropriate health decisions’ as outcomes of health literacy (Sorensen et al., 

2012). We chose this framework of health literacy as a sensitising concept for the analysis of 

our empirical data on breastfeeding women’s decision-making. 

Health literacy is conceptualised as three progressive levels: functional health 

literacy, interactive health literacy, and critical health literacy (Nutbeam, 2000). These three 

levels originate from a general three-level classification of literacy proposed by Freebody and 

Luke (1990). Functional literacy refers to having enough basic reading and writing skills to 

be able to function effectively in everyday situations. The second level, interactive literacy, 

refers to having more advanced cognitive and literacy skills which, together with social 

skills, can be used to actively participate in everyday situations, extract information, derive 

meaning from different forms of communication, and apply this information to changing 

circumstances. The third level, critical literacy, refers to having more advanced cognitive 

skills which, together with social skills, can be applied to critically analyse information, and 

to use it to exert greater control over life events and situations (Freebody & Luke, 1990). 

Together, these three levels are believed to progressively allow for greater autonomy and 

personal empowerment in health-related decision-making (Kickbusch, 2002; Manganello, 

2008; Nutbeam, 2000). 

The functional level of health literacy corresponds to the biomedical perspective 

with regard to the capacity of patients or clients to understand health information in order to 

achieve compliance with treatment and recommendations from health professionals. Health 

literacy measurement instruments that have been developed include the Rapid Estimate 

of Adult Literacy in Medicine (REALM) (Murphy et al., 1993) and the Test of Functional 

Health Literacy in Adults (TOFHLA) (Parker et al., 1995). In the Netherlands, the European 

Health Literacy Survey (HLS-EU) was administered to a sample of the general population to 

obtain an initial measure of health literacy (Heide, vd. et al., 2013). All of these instruments 

were limited to measuring functional health literacy. 

In the conceptualisation of health literacy as a progression, critical health literacy 

is the highest level (Nutbeam, 2000). Critical health literacy, along with greater autonomy 

and personal empowerment, enables individuals to analyse information critically when 
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making health decisions and thus engage in social and political action to enhance health 

equity among individuals and groups (Nutbeam, 2000). Scepticism in the discourse on 

critical health literacy as a distinct dimension of the concept of health literacy illustrates 

that critical health literacy adds nothing new to the existing terminology (with such terms 

as empowerment, personal autonomy, and patient involvement), and is therefore ‘new wine 

in old bottles’ (Tones, 2000). However, other authors who have contributed to the health 

literacy discourse have suggested that this critical level of health literacy is an important 

dimension of the concept because, particularly at this level, health literacy is obviously both 

a precondition for critical understanding and also an outcome of health promotion (Chinn, 

2011; Kickbusch, 2014; Sykes et al., 2013; Wills, 2009). 

The three-level classification is relevant in our study because it helps identify 

progress in women’s use of breastfeeding information when making decisions. It has been 

suggested that there is a link between being critically health literate and making health 

decisions that are in line with current health promotion recommendations. We aimed 

to identify functional, interactive, and critical health literacy in women by using these 

dimensions of the health literacy framework in the analysis of our empirical data. 

We defined functional health literacy as having sufficient skills to understand 

breastfeeding information and function effectively. Interactive health literacy refers to 

having the skills to extract breastfeeding information and derive meaning from different 

forms of communication. Critical health literacy involves having the skills to critically 

analyse breastfeeding information and to use this information to exert greater control. 

In the Netherlands, women can obtain breastfeeding information from 

professionals during antenatal and postnatal obstetric clinical care and midwifery home 

care. This creates a unique system of integrated care (Kools et al., 2006), which includes 

postnatal maternity services at home until day eight. 

Methods
We analysed empirical data that were collected during two series of in-depth interviews up to 

saturation level (Glaser & Strauss, 1967): the first in 2008 among eight women with middle 

and high socio-economic status (SES), and the second in 2011 among five women with low 

SES. SES was determined by educational background, according to the Dutch standard 

classification of education (Statistics Netherlands, 2008). The in-depth interviews were 

conducted at two time points: prepartum (t1) in the women’s third trimester of gestation, 

and postpartum (t2) between four and six weeks after delivery. We conducted 26 interviews 

with 13 primiparous women who were recruited by the midwives of two midwife clinics in 

the northern part of the Netherlands. Participants were invited to participate in the research 
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if they intended to breastfeed, were capable of breastfeeding, and were able to speak Dutch 

or English. The first author contacted the women by telephone and explained that she was 

interested in their personal experiences from their own perspectives. The participants could 

withdraw from the study at any time, and anonymity was guaranteed. All women gave their 

informed consent. The participants were invited for the postpartum interview if there was 

no contraindication for breastfeeding and if both mother and infant were healthy. 

The prepartum interviews were conducted at the midwife clinic, and took 30 to 

45 minutes to complete. The postpartum interviews were conducted at the participants’ 

homes, and took 45 to 60 minutes to complete. The interview topics were identified from 

the theory of planned behaviour for breastfeeding (TPB-BrF) (Ajzen, 1991; Duckett et 

al., 1998; Fishbein & Ajzen, 1975) and concerned attitudes toward breastfeeding, social 

environment and norms, perceived behavioural control, breastfeeding intention, and 

breastfeeding knowledge. The postpartum interview questions dealt with these topics in 

retrospect, and also addressed childbirth experiences and actual feeding methods, as well 

as the mother’s decision to stop or continue breastfeeding in the first month. The interview 

guides were semi-structured, and questions were broad and open-ended, with probes in 

variable sequences (Hennink et al., 2011). All of the women’s narratives were audiotaped 

and transcribed verbatim by a research assistant and the first author. Contextual field notes 

were also collected and documented. 

The transcripts of the first series of interviews (middle and high SES) were 

analysed using open coding and by applying grounded theory (Glaser and Strauss, 1967). 

Five inductive themes were identified, as has been reported elsewhere. One of these themes 

was ‘learning about breastfeeding’. 

In the current study, the transcripts of the second series of interviews (low SES) 

were also first analysed using open coding. Subsequently, all of the codes concerning 

learning about breastfeeding, knowledge, and information from both series of interviews 

were combined in the consecutive stage of the analysis. The research question in this 

analysis was: ‘Can the concept and levels of health literacy be used to understand women’s 

breastfeeding decision-making?’ We used analytic questioning as our data search strategy 

(Hennink et al., 2011), with the framework of the three levels of health literacy as sensitising 

concepts. The analytic questions were ‘What is the functional health literacy [and interactive 

health literacy, and critical health literacy] of the women in our study?’ Using these 

questions, we systematically searched all of the transcripts containing the codes ‘learning 

about breastfeeding’, ‘knowledge’, and ‘information’. We then searched all of the transcripts 

and contextual field notes. From this analysis, we selected four cases as examples of the 

connection between women’s health literacy and their breastfeeding decisions. 
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This combination of initial inductive reasoning and deductive reasoning, using 

the framework of health literacy as a sensitising concept, allowed us to link empirical data 

to theory (Snow et al., 2003). The coherence between the data collection method, research 

question, theory, and analytic questions contributed to scientific rigour (Hennink et al., 

2011; Mays & Pope, 1995).

Results
All participants (n = 13) intended to breastfeed. They were Dutch primiparous women aged 

20–31. The women attended midwife clinics in the northern part of the Netherlands, and 

were in good health. They all began feeding their newborns with their own milk. Two 

women initially expressed breast milk, and eleven fed from the breast. At six weeks, six 

women were breastfeeding exclusively, three women were practising mixed feeding (breast 

milk and formula), and four mothers were practising formula feeding exclusively. 

We selected four cases as examples to illustrate the women’s health literacy and 

their decisions to either stop or continue breastfeeding in the first month after delivery. The 

four cases present two women from the first series of interviews (high and middle SES) 

and two women from the second series of interviews (low SES). Two of the four women 

continued and two discontinued breastfeeding in the first month. 

Sonja

Sonja is a 21-year-old woman who continued breastfeeding in the first month after delivery. 

During the prepartum interview, she talked about her background and explained that she 

had a low educational level (primary school) and no work experience: Later on I’ll probably 

find a job or something like that (1). She sometimes felt it was difficult to function effectively, 

which suggests limited functional literacy: Sometimes I’m kind of distracted – it feels like, 

like I’m not really there (1). At the same time, she stated she had enough basic reading and 

writing skills to read breastfeeding information, and that she had found some information 

on the Internet: I’ve read about it [breastfeeding] on the Internet (1).

Sonja had a difficult and painful clinical delivery. She felt disoriented after being 

discharged from the hospital. Her husband could not take care of her and the baby full-time 

because of his job, and so she had been moving between her own home and her parents’ 

home. The postpartum interview took place at her parents’ home. Sonja’s mother (the baby’s 

grandmother) took care of Sonja and her baby, and after six weeks, Sonja had not yet gone 

out for a walk: The only thing I could do was just lie f lat on my back. I couldn’t do anything 

else because I was in so much pain. Even now I can’t say, I’m going to take her out for a nice 

walk in the pram. I just can’t manage that yet (2). She started breastfeeding and continued 
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to do so in the first month, and she had encountered no problems with breastfeeding: She 

[the infant] took to it pretty quickly. It’s been going very well. It’s going perfectly. She’s growing 

fast (2). Although Sonja felt she had received sufficient support, she had not received any 

breastfeeding information from either her mother (who had no breastfeeding experience 

herself) or from professionals, which suggests limited interactive health literacy. Sonja did 

not feel she had made the decision by herself or that she was in charge, and she felt that 

circumstances were beyond her control, which indicates limited critical health literacy. 

Therefore, Sonja’s case indicates limited health literacy at all three levels. Her case 

is thus an example of limited functional, interactive, and critical health literacy, while she 

continued to breastfeed her child in the first month after delivery.

Jennifer

Jennifer (20) had discontinued breastfeeding. She had basic reading and writing skills, 

a low educational level, and little work experience, which indicates functional literacy. 

In the prepartum interview, Jennifer talked about her unintended pregnancy. She and 

her boyfriend had met only recently, and were adjusting to their relationship, arranging 

for housing, and preparing for the delivery. Jennifer reported that she had discussed her 

breastfeeding intentions with her midwife, but had felt that this communication had been 

unsatisfactory. She had not pursued the subject any further with her midwife: Because I 

did ask if I could breastfeed at night and bottle-feed during the day. But this wasn’t practical. 

Interviewer: Who said so? The midwife. I said to her, I would just alternate a bit, but she said 

it wasn’t practical. Why I don’t know. Interviewer: You don’t know? No. But it wasn’t logical, 

so, um … I don’t know (1). The postpartum interview was conducted at four weeks after 

delivery. Jennifer said that, in the immediate postpartum period, she had had difficulty 

breastfeeding. Her maternity assistant tried to support her, but Jennifer did not perceive 

this assistance as helpful: So every time, just trying again and again … The maternity assistant 

was here, but she was writing … they just keep writing in that booklet of theirs, they go on writing 

for nearly two hours. Then, she has an hour for us, because she’s only got three hours. Because I 

had three hours [maternity care covered by health insurance] (2). Jennifer’s case shows that 

the information exchange between her and the health professionals was limited. It also 

illustrates that interactive health literacy involves the communication skills of both the 

health care recipients and the health professionals. 

Jennifer decided to discontinue breastfeeding. She said that in doing so, she felt 

she was reasserting control over her own life and that of her infant. The feeling of being 

in control was reinforced by her decision to start her fitness classes again: We’re also going 

to fitness classes again in the evenings. Wasn’t really allowed to do that. I was [only] allowed to 

start fitness again after six weeks. I didn’t like that at all. I thought, I’ll start again (2). From her 
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point of view, going back to her fitness classes represented her independent decision to stop 

breastfeeding. 

Therefore, Jennifer’s case indicates functional literacy and critical literacy, but 

limited interactive literacy (from both her own and the professionals’ perspectives). She 

discontinued breastfeeding and thus did not comply with the recommendation. 

Willemien

Willemien (30) continued breastfeeding in the first month. She had completed higher 

education, which indicates functional literacy. Initially, Willemien did not have basic 

breastfeeding knowledge: We really thought there would be milk right after birth! But that’s 

not the case, ha ha (2). In the prepartum period, she had not talked much with anyone about 

breastfeeding and had not read any breastfeeding information because she had perceived 

breastfeeding to be a natural practice. From her perspective, it was obvious she would 

start breastfeeding, and this did not involve decision-making on her part: And then I read 

that book, and I thought, oh, that you really have to make a decision about this for yourself, I 

hadn’t realised that, because for me it was already obvious, like of course you’ll do that (1). In the 

postpartum interview, Willemien said she had encountered difficulties with breastfeeding, 

and that she had started to communicate intensively with professionals, which shows 

interactive health literacy: I thought: I’ll need to give a bottle as well, there’s something wrong. 

Then, the woman [the maternity nurse] said, just wait a bit, don’t panic, you need to stay calm. 

She said, I’ll come to weigh the baby again on Wednesday. We both really liked that. You can 

go to the clinic [the baby clinic] just to be sure (2). She felt that the intensive interaction had 

been crucial to her explicit decision to continue breastfeeding: Especially because she [the 

maternity assistant] really pulled me through. Willemien felt satisfied with her decision and 

with the way she had used the different types of information: I was proud of myself that we 

went there [the baby clinic] (2). 

Willemien was thus able to critically analyse breastfeeding information and to 

distinguish whether information was useful to her. She also felt able to exert control over 

her own life and that of her infant while she continued breastfeeding. Her case is thus an 

example of being health literate at all levels, and achieving the preferred decision-making 

outcome of continuing to breastfeed her child in the first month after delivery. 

Ellen

Ellen (30) had discontinued breastfeeding. She had completed intermediate-level education, 

which indicates functional literacy. Ellen had not obtained antenatal information, and had 

expected that breastfeeding would come naturally. She had decided not to attend antenatal 

breastfeeding classes, and her decision was reinforced by her mother-in-law’s advice: My 
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mother-in-law told me, you don’t need classes for that, we were able to do it, so you’ll be able to do 

it too (1). Postpartum, Ellen encountered severe breastfeeding difficulties and went looking 

for useful information. She communicated intensively with health professionals and others 

in her social environment, which indicates interactive health literacy. She felt she had tried 

everything but that nothing had worked, and so she decided to discontinue breastfeeding: 

It just didn’t work … I couldn’t have done anything more, because I was exhausted and desperate. 

And that’s no good, either. Then I thought, what am I supposed to do? So I rang them [the baby 

clinic]. She [the maternity nurse at the baby clinic] said, you know yourself what’s best. I don’t 

need to tell you. You’ll know yourself. You’ll be able to feel what’s best. Now, my intuition tells me 

to use the bottle and just stop breastfeeding (2). By stopping breastfeeding Ellen felt in control, 

which shows a high level of critical health literacy: From that time on, he [the infant] has really 

been growing a lot, and everything is going very well (2). However, her breastfeeding decision 

did not correspond with her intention, that is, to continue breastfeeding, which made her 

feel guilty: The only thing is, you feel guilty, but of course, you know this is best (2). 

Ellen thus exhibited health literacy at all three levels. She was capable of critically 

analysing breastfeeding information and making her decisions independently, exerting control 

over her own life and that of her infant, while she did not comply with the recommendation. 

Discussion
The four cases above are examples of functional, interactive, and critical health literacy, as 

adopted by Nutbeam (2000), in women who continued or discontinued breastfeeding in 

the first month after delivery. Our findings showed a progression (Nutbeam, 2000) from 

functional to interactive to critical health literacy in some women. However, this progression 

was not found for all participants. One of the women in our cases (Jennifer) had functional 

and critical literacy, but limited interactive literacy. As reported by Chinn (2011), critical 

health literacy might not depend on abilities at the interactive level; this was also found by 

Jahan (2000) and Wang (2000). Chinn argues that the different health literacy levels are not 

hierarchical or mutually exclusive but rather indicate what abilities the different levels allow 

individuals to achieve in terms of health (Chinn, 2011). The observation that the different 

levels of health literacy do not necessarily correspond or show a progression has also been 

reported by others (Ishikawa et al., 2008). Sykes et al. (2013) argue that critical health literacy 

can emerge without functional health literacy (including literacy and language skills) and 

interactive health literacy.

Our results show that critical health literacy does not necessarily induce decisions 

that correspond with health promotion recommendations, that is, to continue breastfeeding. 

Similarly, low health literacy does not necessarily induce decisions that run contrary to 
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these recommendations, that is, to discontinue breastfeeding. Breastfeeding decision-

making is too complex to provide evidence for causal pathways between health promotion 

and health literacy or between health literacy and breastfeeding outcomes. Constraints in 

discovering causal pathways between health literacy and health outcomes have also been 

reported for other health-related issues (Paasche-Orlow & Wolf, 2007). Thus, the concept 

of health literacy does not provide explicit explanations for individuals’ health outcomes. 

Actually, because the key paradigm underlying health literacy is that people are able to take 

care of and give shape to their own lives and health (Kickbusch, 2014), critical health literacy 

implies that individuals can make decisions regarding their own health that are not in line 

with the recommendations of health professionals.

The relevance of our application of the health literacy framework extends beyond 

discovering causal pathways between health promotion, health literacy, and health 

outcomes. Our research contributes in a different way, that is, through the discovery of a 

discrepancy in the health messages concerning breastfeeding. There is a discrepancy 

between health messages that encourage individuals to critically analyse information so 

they can exert greater autonomy and be more empowered, and health recommendations that 

encourage conformity to particular outcomes (for example, continuing breastfeeding). The 

analysis of our data generated new questions, including the following: If a woman decides 

to stop breastfeeding after having critically analysed breastfeeding information, is this 

an unhealthy decision? Similarly, if she continues to breastfeed even though she exhibits 

limited health literacy and feels she has no control over her own life, is this a healthy 

decision? Or, should continuing to breastfeed be considered the appropriate health outcome 

regardless of a woman’s circumstances? 

These questions arising from our analysis represent what has been described as a 

discrepancy, one which enables health service users to make any choice, as long as it is the 

appropriate one (Powers, 2003). In the current breastfeeding discourse, this discrepancy 

is also referred to as the moralisation of women’s infant feeding choices (Murphy, 

1999). Recent studies propose that health professionals should take into account that 

recommending breastfeeding as the preferred choice might encourage a societal tendency 

toward the moralisation of mothers, based on their decisions to breastfeed or not (Gillis 

et al., 2013). Breastfeeding has become both the medical and the moral gold standard for 

mothering (Knaak, 2005). Fahlquist and Roeser (2011) have also examined the ethics of 

breastfeeding recommendations, and they conclude that ‘the way breastfeeding is currently 

promoted by WHO, UNICEF, and the national health authorities does not respect mothers 

as autonomous beings capable of making good decisions for themselves and for their 

families.’ We argue that women who continue breastfeeding for six weeks or longer while 

feeling worried or dissatisfied should not be considered to be more successful than women 
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who discontinue breastfeeding but feel satisfied with their breastfeeding decisions. 

The discrepancy between messages that recommend particular health practices 

and messages that recommend critical health literacy can be found in the health promotion 

vocabulary. Examples include phrases such as ‘the desired way’, ‘the informed choice’, ‘the 

preferred choice’, or ‘the educated choice’ (Renkert & Nutbeam, 2001). Nutbeam (2000) 

reports that ‘high literacy levels are no guarantee that a person will respond in a desired 

way [italics added] to health education’. Similar phrases are commonly used in breastfeeding 

recommendations and refer to the importance of enabling women to make informed feeding 

choices – however, with the preferred choice being breastfeeding (WHO, 2003). 

This discrepancy could be considered to represent the two different disciplinary 

approaches in health literacy: the biomedical perspective (which focuses on compliance with 

health recommendations) and the public health perspective (which focuses on an adequate 

level of critical health literacy and personal autonomy, and which induces health decision-

making that conforms with health education or health promotion) (Nutbeam, 2008; 

Pleasant & Kuruvilla, 2008). However, even if health literacy is addressed from the public 

health perspective, there is no consensus on what is truly meant by ‘critical health literacy’ 

and ‘critical decision-making’. The current discourse on critical health literacy (Chinn, 

2011; Sykes et al., 2013; Wills, 2009) indicates that, particularly with regard to critical health 

literacy, there continues to be considerable variation in what public health professionals and 

policymakers understand this to be (Sykes et al., 2013). 

We do not address breastfeeding decision-making specifically from a biomedical 

or a public health perspective, but from the participants’ perspectives, within the context of 

their own lives. In doing so, we provide evidence for the valuable contribution provided by 

qualitative research, which cannot be achieved with quantitative research designs. Chinn 

(2011) also refers to the benefit of applying qualitative research methods when studying 

health literacy issues. 

Phrases such as ‘informed feeding choices’ (WHO 2003) and ‘educated choices’ 

(Renkert & Nutbeam, 2001) suggest that feeding choices are based upon information or 

education, which corresponds to the assumption that health literacy is the outcome of health 

education or health promotion (Nutbeam, 2000). This approach does not recognise that 

women also use information sources other than professionals, such as knowledge provided 

by their social environment or their own maternal intuition. Health care providers need to 

acknowledge that health care users bring their own knowledge and abilities to the health 

setting (Banister et al., 2011). We argue that functional, interactive, or critical health literacy 

can be achieved using sources other than health education or health promotion. Therefore, 

further research must take women’s use of different sources of breastfeeding knowledge 

into account. 
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A strength of our research is the interaction between empirical data and theory. 

By linking the women’s own experiences to health literacy and using this as the deductive 

sensitising concept, we address the health literacy discourse from both an empirical and a 

conceptual point of view. It generates a more refined understanding of both the women’s 

health literacy and their breastfeeding decisions, which involves a nuancing of the concept 

as well as implications for practice and policy. 

Our contribution to the current discourse on the concept is to emphasise the 

discrepancy between expecting care recipients to be critically health literate and make their 

own decisions while also expecting them to follow health promotion recommendations. 

We acknowledge that additional research is required on health and health interventions 

based on the health literacy concept, along with further efforts to achieve consensus on its 

definitions, meanings, and measures. Assessing interactive and critical literacy remains a 

major challenge (Nutbeam, 2008), and there is an ongoing need to develop specific tools 

that measure all aspects of health literacy (Smith et al., 2013), particularly critical health 

literacy (Chinn, 2011). However, we argue that these efforts are only useful when the 

empirical data are interpreted from the health care recipients’ perspectives. Otherwise, as 

Begoray and Kwan (2012) suggest, health literacy research and interventions might surpass 

our conceptual understandings. 

One of the implications for practice and policy is that it is not only the health 

literacy of health care recipients that needs to be addressed, but also that of professionals. 

This means that health messages from professionals should contain clear language (Baker 

2006; Zarcadoolas, 2011) and avoid the moralisation of women’s infant feeding choices. 

If breastfeeding is considered to be the result of informed choice, then health 

messages aimed at women by professionals or other sources must ensure that breastfeeding 

choices are always embedded in the context of the women’s own experiences and perspectives.

Conclusion
We identified functional, interactive, and critical health literacy (as adopted by Nutbeam) in 

women’s decision-making to stop or continue breastfeeding in the first month after delivery. 

Our four cases illustrated that a progression in health literacy was not found in all women. 

Women with low health literacy did not necessarily discontinue breastfeeding, and women 

with high health literacy did not necessarily continue breastfeeding. Women are expected to 

be critically health literate and to make their own decisions so they can exert control over their 

lives, but are also expected to follow health promotion recommendations, that is, to continue 

breastfeeding. This discrepancy requires both a reconsideration of the messages that health 

professionals deliver on breastfeeding and a nuancing of the concept of health literacy. 
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Intermezzo 
The researcher’s positionality and sensitivity

“If one wants the best data, then deep familiarity is how one gets in.”

(Lofland, 1995)
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In this research project, particular consideration has been given to the researcher’s 

positionality. As a cultural anthropologist, although I had conducted fieldwork in different 

foreign cultures, I had never done so in my own culture. I had been a breastfeeding mother 

myself once, and the participants’ narratives reminded me of my own experiences. My own 

socioeconomic status (SES) corresponded with those of the participants in the first sample 

(high SES). Interviewing participants in one’s own culture requires a specific cultural 

sensitivity to be able to observe and ref lect on ‘differences between’ as well as ‘differences 

within’ cultures (Hadolt, 1998). There are advantages to the interviewer having had the 

same experiences as the interviewees: the researcher is sensitive, understanding, and 

approachable, and this can facilitate participant recruitment and data collection. Participants 

may feel comfortable talking with someone like this, even if they have no shared experiences 

with the interviewer. During all of the interviews I conducted for this study, I perceived the 

women as being open, truthful and straightforward in their responses and when sharing 

their perceptions and opinions. As a result, I felt comfortable as well, and did not hesitate to 

ask further questions. Hoppe (2012) has also pointed out that ‘experiential knowledge’ has 

many valuable advantages: people talked more openly to her because they felt she had been 

through similar experiences (Hoppe, 2012). Disadvantages of this are that the interviewer 

understands what the participants are talking about too easily. Hence, knowledge and 

experience can also block the researcher from recognising new or unexpected issues in the 

data (Hennink et al., 2011). When ref lecting on her experiences in conducting fieldwork, 

Hadolt (1998) indicated that ‘it could be dangerous to assume that there was a “sameness” 

to our experiences’. Interviewees who know that the person interviewing them has had 

similar experiences might be less explicit in their responses because they assume that the 

researcher already knows what they mean (Hoppe, 2012). I was continually ref lecting on 

my own experiences and positionality, something that is essential not only during data 

collection, but also during data analysis (Hesebeck, 2012).

Consideration of the researcher’s positionality also includes ethical sensitivity. 

Particularly when interviewing women with low SES, I perceived the quality of life of some 

of the women and their infants to be problematic from my perspective. I indicated that 

because I was a researcher and not a health care professional, I would not give my opinion 

or provide information, even though some of the participants asked for advice. At the same 

time, I assured the participants that the information contained in their narratives would 

be treated confidentially, and would not be shared with other professionals. To guarantee 

the anonymity of the participants, their names were changed when presenting the results. 

I ref lected on these aforementioned ethical considerations thoroughly, distinguishing 

between my own and the interviewees’ experiences, perceptions, and opinions, and 

retaining my role as a researcher. 
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“In examining one’s field observations, one should allow the data to speak as loudly as 
the theories, so that they mutually inform each other.”

(Snow et al., 2003)

5I don’t know how I know this, I just do: 
Women’s breastfeeding knowledge and the 
potential of non-professional sources
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Abstract
In this study, we aimed to improve understanding of the sources from which Dutch 
women obtain breastfeeding knowledge. We collected empirical data by conducting 26 
in-depth interviews with 13 women who intended to breastfeed. Data were analysed by 
applying grounded theory, with Kleinman’s health care systems theory as a sensitizing 
concept. We identified five inductive themes: pros and cons of breastfeeding, how 
breastfeeding works, individual breastfeeding practice, expressing milk, and formula. The 
potential of non-professional sources (a popular sector, a folk sector, and nature), is not 
fully utilised. Addressing these sources can contribute to a supportive environment for 
breastfeeding women. 
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Introduction
This study was part of a qualitative research project in the northern part of the Netherlands 

on the reasons that underlie breastfeeding women’s decisions to stop or continue 

breastfeeding in the first month after delivery. In a previous part of the research we 

identified ‘learning about breastfeeding’ as a deductive-inductive theme, however, we know 

little about the origins of women’s breastfeeding knowledge. In this study, we aimed to 

improve our understanding of the sources from which women obtain their breastfeeding 

knowledge. We used empirical qualitative data from two series of in-depth interviews that 

were conducted in 2008 and 2011 with women from different socioeconomic backgrounds. 

These data were analysed by applying grounded theory (Charmaz, 2001; Glaser & Strauss, 

1967; Strauss & Corbin, 1998) and analytic questioning (Hennink et al., 2011), using the 

framework of Kleinman’s theory of local health care systems (LHCS) (Kleinman, 1980) 

as a deductive sensitising concept. Sensitising concepts are background ideas that inform 

the exploration of the overall research problem, and offer ways of seeing, organising, and 

understanding experience (Blumer, 1954; Bowen, 2006; Charmaz et al., 2003; Thornberg, 

2012). 

Kleinman developed his theory of local health care systems in the borderland 

between medicine, psychiatry, and medical anthropology, based on a medical pluralism 

paradigm (Leslie, 1980). This model represents the different sectors in which health care 

activities take place, and provides a framework for identifying which sectors are important 

to patients or community members. In our research, Kleinman’s theory provided the 

framework for a deeper understanding of the different sources used to obtain breastfeeding 

knowledge. 

Kleinman conceptualised a local health care system as three interrelated sectors 

of health activities: a popular sector, a professional sector, and a folk sector, as presented in 

Figure 1. 

In the popular sector, patients or community members perform all health activities 

that are individual-, family-, or community-based (Kleinman, 1980). These activities are 

non-professional and non-specialist, and concern beliefs, choices and decisions, roles, 

relationships, interaction settings and institutions (Kleinman, 1980).

The professional sector is the domain of medical and other health care providers, 

health educators, and researchers. In this sector, health activities are performed by specialist 

professionals, and involve biomedical knowledge (Kleinman, 1980; Meadows et al., 2001). 

The folk sector is non-professional, but the activities in this sector are specialised, 

and based on a combination of professional and popular knowledge (Kleinman, 1980). The 

orientation of practitioners in the folk sector might be both sacred and secular (Kleinman, 

1980).
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According to Kleinman, health issues are initially perceived at the individual or 

family level. Therefore, health activities are first initiated in the popular sector. Subsequently, 

community members may consult the professional and folk sectors, and then return to the 

popular sector to evaluate the information or services provided and make decisions about 

health. When searching for information, people move in and out of the popular sector, using 

it as a base from which to evaluate services provided by the professional sector (Meadows 

et al., 2001); they also move from one health care source to another (Nyamongo, 2002). 

There is a continuous transfer of knowledge between these interconnected sectors within 

a health care system (Kleinman, 1980). Knowledge is distributed through interpersonal 

communication, both within the context of the extended family and the society as a whole 

(Gaioni, 2002). The importance of the sectors, the overlap between activities in these 

sectors, and the way interaction between the sectors is realised varies, and is context/time-

specific for each community (Kleinman, 1980). 

Kleinman developed his theory using data on Taiwanese health care, which was 

characterised by both Chinese-style and Western-style cultural features. This theory has 

been applied in different cultural settings and to different health issues, such as the use of 

formal and informal health care sources by female adolescents (Gibbon, 1998), preventive 

health care in midlife women (Meadows et al., 2001), and self-care (Sánchez, 2007). 

Kleinman’s model has also been used to address health topics such as malaria (Nyamongo, 

2002), social health insurance (Fenenga et al., 2013), and ethnoveterinary medicine 

(Nyamanga et al., 2008). The model provides a tool that generates insight into the different 

sectors of a health care system and the way community members move within and between 

these sectors with regard to a variety of health-related questions. In this study, we applied 

the model to improve understanding of the sources women use to obtain breastfeeding 

knowledge in the Netherlands. 

Maternity health care in the Netherlands is provided within a unique system of 

integrated clinical obstetric and midwifery home care (Kools et al., 2006). At present, 25 to 

30% of Dutch women give birth at home (Lanting et al., 2005), and 95% of women employ 

postnatal maternity care at home for an average of seven days (Statistics Netherlands, 2011). 

Women who intend to breastfeed can discuss how to breastfeed with their antenatal 

care providers during any of the medical consultations or in antenatal breastfeeding classes. 

Maternity assistants support breastfeeding initiation from day one through day eight. 

Additional professional information can be obtained from lactation consultants, a service 

which is not included in the integrated (funded) care system. 

Currently, the majority of women (75%) start breastfeeding, but after one month 

this drops to 45% (Lanting & Rijpstra, 2011; Statistics Netherlands, 2012). These figures 

represent a common pattern in breastfeeding rates in most countries in the Western world, 
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with the highest dropout occurring in the first weeks after birth (MacKean & Spragins, 2012). 

National campaigns that target women have been developed with the aim of extending the 

initiation and duration of breastfeeding. These campaigns follow international guidelines 

(World Health Organization (WHO), 2003), which recommend exclusive breastfeeding 

until six months of age. A more detailed description of the background of breastfeeding in 

the Netherlands has been reported elsewhere. 

Using Kleinman’s model as a sensitising concept, we aimed to improve our 

understanding of how and where women obtain knowledge about breastfeeding within the 

context of the sociocultural and medical background of breastfeeding in the Netherlands. 

By linking our empirical data to theory (Snow et al., 2003), we aimed to apply the theory 

to a broader context than the one in which it was developed, and to generate findings that 

extend beyond the scope of the specific experiences of our participants in order to define 

implications for practice and policy. 

Methods
In an earlier part of the research, we conducted prepartum and postpartum in-depth 

interviews up to saturation level (Glaser & Strauss, 1967) with 13 women who intended 

to breastfeed, resulting in a total of 26 interviews. The prepartum interviews (t1) were 

Popular sector:
Beliefs

Choices and decisions
Roles

Relationships
Interaction settings

Institutions

         Folk sector  Professional 
       sector

Chapter.5.figure.1.pdf   1   04-05-15   10:44

Figure 1: Kleinman’s model of local health care systems (Kleinman, 1980).
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conducted in the third trimester of gestation, and the postpartum interviews (t2) between 

four and six weeks postpartum. We carried out two series of interviews. The first series was 

carried out in 2008 among eight women with middle and high socioeconomic status (SES) 

in the province of Friesland. Because we expected that to understand from which sources 

women learn about breastfeeding, women from both middle/high and low SES should be 

included, we also recruited women with low SES and collected data from these women’s 

perspectives as well. This second series of interviews was carried out in 2011 among five 

women with low SES in the province of Groningen. Socioeconomic status was determined 

by educational background, according to the Dutch standard classification of education 

(Statistics Netherlands, 2008). 

The professionals in two midwife clinics invited women who intended to breastfeed 

to participate in the research. Inclusion criteria for the prepartum interviews were that the 

women were primiparous, in good health, and able to speak Dutch or English. Criteria for 

the postpartum interviews were that the mothers and their infants were in good health and 

that there were no contraindications for breastfeeding. The interviewer explained to the 

women that she was interested in their personal experiences and opinions from their own 

perspectives and in their own words. The participants could withdraw from the study at 

any time, and anonymity was guaranteed. They all gave their informed consent. No women 

withdrew from the study. 

The interview guides were semi-structured, and questions were open-ended with 

probes in variable sequences. The prepartum questions covered topics identified using the 

theory of planned behaviour (Ajzen, 1991; Fishbein & Ajzen, 1975), including breastfeeding 

knowledge (Duckett et al., 1998), as has been reported elsewhere. The interview topics thus 

concerned breastfeeding intentions, attitudes, social environment and norms, perceived 

behavioural control, and breastfeeding knowledge. The postpartum interview questions 

dealt with these same topics in retrospect, and included childbirth experience and actual 

feeding method. Contextual field notes were collected and documented. Further details on 

participant recruitment and data collection have been reported elsewhere. 

The analysis was characterised by the interaction between inductive and 

deductive processes. The transcripts of both series of interviews (i.e., with middle and 

high SES women and with low SES women) were coded using open coding. All codes 

concerning learning, knowledge, or information were selected for further interpretation 

with grounded theory (Charmaz, 2001; Glaser & Strauss, 1967; Strauss & Corbin, 1998). 

Using inductive reasoning, we arrived at multiple interpretation stages, which generated 

categories and inductive themes. We identified five inductive themes with regard to the 

women’s breastfeeding knowledge: the pros and cons of breastfeeding, how breastfeeding 

works, individual breastfeeding practice, expressing milk, and formula feeding. These 
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themes provided the framework for the next stage in the analysis. This stage involved the 

analytic data search strategy of analytic questioning (Hennink et al., 2011), with the three 

different sectors of a health care system as deductive sensitising concepts (Blumer, 1954; 

Bowen, 2006; Charmaz et al., 2003; Thornberg, 2012). This analytic questioning was 

used to identify the sectors in Kleinman’s model in the data by systematically analysing all 

codes concerning learning, knowledge, and information. The analytic question was ‘What 

breastfeeding knowledge do women obtain from the popular sector, from the professional 

sector, and from the folk sector?’ A systematic data search was performed with these 

questions, guided by the inductive themes, when searching the coded text fragments, 

transcripts, and field notes. 

Information saturation (Glaser & Strauss, 1967) was initially determined during 

data collection once no new information was being collected. In the analysis, saturation 

was confirmed when no new codes were found. Groundedness of the results (Hennink 

et al., 2011) was attained in that all empirical data were collected from the participants’ 

perspectives and covered the broad period of breastfeeding intentions as well as actual 

breastfeeding practices. The coherence between the scientific paradigm, research question, 

theoretical framework, research instrument, data collection, types of data analysis, and 

analytic questions contributed to scientific rigour (Hennink et al., 2011; Mays & Pope, 1995).

Results
Participant characteristics 

The participants were thirteen primiparous women aged 20 to 31 who intended to breastfeed. 

All women were Dutch. Eleven women were employed for a minimum of 8 hours a week. 

All participants were in good health. Four women gave birth at home and nine had clinical 

deliveries. They all started feeding their newborns with their own milk. Two women initially 

expressed breast milk, while the other eleven fed directly from the breast. Between 4 and 6 

weeks postpartum, six women were breastfeeding exclusively, three were practising mixed 

feeding (breast milk and formula), and four were formula feeding exclusively. 

Five inductive themes and the different sectors

Below we present the five inductive themes, along with examples of how the women 

obtained knowledge from the different sectors. The examples also show which knowledge 

the women perceived to be helpful. These results are summarised in Table 1. 
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Table 1: Five themes concerning breastfeeding knowledge from different sectors

V: Knowledge obtained and perceived as helpful  

X: No knowledge obtained  

O: Knowledge obtained but not perceived as helpfull

Popular sector Professional 
sector

Folk sector Nature (incl. 
intuition)

The pros and cons V V X V

How it works O O X X

Individual practice X V X V

Expressing milk X V X X

Formula O X X X

1. The pros and cons of breastfeeding

The ‘pros and cons of breastfeeding’ concern the advantages and disadvantages. Among the 

advantages, the health benefits for mother and infant were most commonly mentioned. The 

disadvantages included uncertainty about whether they had enough milk, mother-to-infant 

transmission of diseases or medicines through breast milk, and that the father was not able 

to feed the baby. 

Knowledge about the pros and cons of breastfeeding emerged from the popular 

sector. All of the women in our study perceived that other community members in the 

popular sector were generally in agreement about the health benefits for infants: They say 

breastfeeding is healthy. You hear this all the time (Esmee, 1). The health benefits for women 

were also known: My mother-in-law had breast cancer recently, it just turned out fine, but, 

well, she just never breastfed my boyfriend. My sister-in-law, she just had her baby, and she 

was scared … she started breastfeeding immediately. Well, it doesn’t mean you won’t get it, but 

anyhow, all of these things, yes … (Trientsje, 1). The bond between mother and infant was 

also commonly known to be an advantage of breastfeeding, although at the same time it 

was seen as a disadvantage that the father cannot feed the baby: Some people say it’s just 

more fun when your husband can do the feeding as well (Lisa, 1). Uncertainty about how much 

the infant actually drinks was indicated as another disadvantage: You don’t know how much 
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these little ones get, that’s difficult. Well, the bottle is much easier then (Esmee, 1). One woman 

said that her husband had suggested not breastfeeding for a while because she was taking 

antibiotics: And then M. [husband, dairy farm background] said, cows and babies, it’s all the 

same, antibiotics [end up] in the milk. The GP [general practitioner] wasn’t sure, though, and he 

said, I’ll come with you to ask the pharmacist (Trientsje, 2).

Knowledge about the pros and cons obtained from the professional sector focused 

predominantly on the advantages (i.e., the health benefits), which are discussed by the 

midwives and explained in brochures: She [maternity care coach] made a special trip to my 

house to drop off a brochure (Nienke, 1). Professionals confirmed the knowledge obtained 

from popular sources. Interviewer (I): Who told you that breastfeeding is healthy? Well, the 

midwife said so. I: So you know it’s healthy because the midwife told you? No, I knew that 

already, that it’s healthier (Linda, 1). The professionals had also indicated that breastfeeding 

is fun: The midwife talked to me, and she told me that breastfeeding, that it’s fun (Linda, 1).

The women in the study did not mention obtaining knowledge about pros and cons 

from non-professional specialist sources, and thus no folk sector could be identified in the 

data. 

Nature was also considered to be an important source of knowledge about the pros 

and cons of breastfeeding; the women perceived this to be a type of intuitive knowledge: 

I don’t know how I know this [the health benefits of breastfeeding], I just do. I think every 

pregnant woman does (Esmee, 1). One mother explicitly called this ‘instinct’: It’s my own 

feeling, a kind of instinct (Lisa, 1). And: Well yes, that’s how it should be, that’s how it’s originally 

meant to be (Lisa, 1). 

2. How breastfeeding works

Knowledge about ‘how breastfeeding works’ involves the principles of establishing and 

maintaining milk production. 

Most women knew that breast milk production had to be established first. They had 

heard this in the popular sector, although they could not recall exactly from whom: Well, yes, 

I knew it had to be established first, I’d heard about that (Nienke, 2). However, some women 

thought there would be milk immediately after childbirth: We really thought there would be 

milk right after birth! But that’s not the case, ha-ha (Lisa, 2). 

In general, the women had no knowledge about the principle of maintaining milk 

production, and this was represented by phrases such as: Well, it’s just there, it’s available, so 

why not use it (Nienke, 1). Some women had encountered prejudices or doubt and criticism 

from other community members concerning how breastfeeding works, and were asked 

questions about whether they knew if their infant would be getting enough milk: The people 

around you don’t believe a baby can survive on breastfeeding. They just don’t believe it (Jeanet, 2). 
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When criticised by other community members, women preferred to ask professionals for 

support: I think, then you have to ask people who really know what they’re talking about. I: Who 

are those people? Well, the professionals (Jeanet, 2). Only one woman explicitly said she knew 

how breastfeeding works, but she was a physician, and had professional knowledge: Well, 

yes, I know the theory about hormones and those kind of things (Corine, 1).

The women obtained further knowledge about how breastfeeding works from the 

professional sector: Do I know how breastfeeding works? No, not at the moment. The midwife 

or maternity assistant will have to explain that (Willie, 1). However, the knowledge from the 

professional sector about how breastfeeding works was not perceived to be satisfactory, nor 

was it always perceived to be helpful. One woman who attended antenatal breastfeeding 

classes had started to feel insecure during the discussion on how breastfeeding works: 

Already during the classes I noticed I was starting to feel insecure. Like, I hope it will work, because  

… because I hope I’ll be able to remember it all! (Tiny, 1). 

One woman experienced conflicts between the popular and the professional sector. 

‘Others’ had told her she could do mixed feeding, for example, breastfeeding at night and 

bottle-feeding during the day. When she asked her midwife about this, the midwife told 

her this was not possible, but did not explain the principle of milk production, nor did the 

woman inquire further: Because I did ask if could I breastfeed at night and bottle-feed during the 

day. But this wasn’t practical. Interviewer (I): Who said so? The midwife. I said to her, I would 

just alternate a bit, but she said it wasn’t practical. Why I don’t know. I: You don’t know? No. But 

it wasn’t logical, so, um … I don’t know (Linda, 1). 

With regard to knowledge about how breastfeeding works, we could not identify a 

folk sector in the data, nor did the women mention nature as a source of knowledge. 

3. Individual breastfeeding practice

Individual breastfeeding practice involves latching on, nursing positions, and solving 

problems when breastfeeding is difficult. 

The women in our study did not obtain useful knowledge about breastfeeding 

practice from the popular sector. Some women expected that their mothers or mothers-in-

law would be able to give them advice. However, some of these new grandmothers with 

breastfeeding experience did not believe it would be helpful to learn this from others. One 

woman told her mother-in-law she was thinking about attending antenatal breastfeeding 

classes. The mother-in-law responded negatively: My mother-in-law told me: ‘You don’t need 

classes for that! We managed [to breastfeed without antenatal classes], so you can do it too’ 

(Henriette, 1).

Women whose own mothers had no breastfeeding experience did not expect these 

(inexperienced) grandmothers to given them advice: My mother didn’t breastfeed, so she can’t 
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give me advice (Sanne, 1). Watching others breastfeed in public did not occur frequently 

in the popular sector, and was limited to a few occasions. I: Have you ever seen a woman 

breastfeed? Yes, once, my aunt (Nienke, 1). At the same time, the observation that ‘others’ 

breastfeed led some women to believe they should be able to practise breastfeeding as well. 

These others were not relatives or community members, but anonymous or imaginary 

others: Women in Africa can do it too (Esmee, 1). 

Women who had perceived problems indicated that they often felt criticised when 

other community members made disapproving remarks: That woman said I should have 

asked her instead, because she has lots of experience. But that woman doesn’t even know what I’ve 

tried, she has no idea (Henriette, 2).

The professional sector was most important to women when it came to obtaining 

knowledge about breastfeeding practice. One woman who attended antenatal breastfeeding 

classes, where latching on and nursing positions were discussed, was explicitly satisfied: 

They show you how to latch on and those kinds of things—it was very useful to me (Rhodee, 2). 

Postpartum, all mothers received professional maternity assistant services: That’s what the 

maternity assistant is for, to help you (Trientsje, 1). The women indicated feeling dependent 

on the maternity assistants’ services, which turned out to be very helpful: She [maternity 

assistant] really pulled me through (Lisa, 2), or not helpful at all: The maternity assistant was here, 

but she was writing … they just keep writing in that booklet of theirs, for a long time (Linda, 2).

We were not able to identify a folk sector. Some women knew they could consult a 

lactation specialist, especially for problem-solving. However, they did not make use of this 

service, for example, because it was too expensive: You can also ask a lactation expert, but you 

pay a lot for that! (Willie, 1). 

Nature was perceived as important. In the prepartum period, all of the women 

expected to learn from nature, because it is a natural practice: It’s natural, so I think nature 

will show you how things work (Willie, 1). Nature was also perceived as taking the lead when 

relying on the infant: And apart from that, she [the baby] will definitely know what to do 

(Corine, 2). 

In the interaction between knowledge from nature and knowledge from professional 

sources, women perceived both conflicts and correspondences. One mother wanted to rely 

on her intuition. Although initially she did not feel supported by the maternity assistant, in 

the end she felt satisfied: And particularly with all those charts, that really didn’t work for me 

at all … We [woman and maternity assistant] agreed we wouldn’t put any more charts in the 

booklet … but just use my intuition, and then it went much better (Tiny, 2). Women frequently 

felt that knowledge from nature (including their maternal intuition) was acknowledged 

by professionals. The women felt comfortable when this happened: The doctor said, nature 

doesn’t keep track of the time, either (Jeanet, 2). And: So I rang them [baby clinic] … She 
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[maternity nurse at baby clinic] said, you know yourself what’s best. I don’t need to tell you. 

You’ll know yourself. You’ll be able to feel what’s best. Now, my intuition tells me to use the bottle 

and just stop breastfeeding (Henriette, 2).

4. Expressing milk

Breast milk is expressed when combining breastfeeding with work outside the home, or 

when establishing milk production in the immediate postpartum period. 

Although expressing breast milk was frequently discussed by other community 

members in the popular sector, it was not clear exactly whom these others were, and there 

was only limited sharing of knowledge and experiences. Generally, in the prepartum period, 

the women were uncomfortable with the idea of expressing milk: They say you’ll have to 

express milk then, well, no way, I’m not a dairy cow (Jeanet, 1). Only one mother perceived 

expressing milk as quite a normal common practice among her colleagues, but she also 

did not discuss the actual practice of expressing milk with others: I work with 100 women. 

There’s always someone pregnant at work, so I know how things go, they just take a key and they 

go sit somewhere and express milk and that’s it (Rhodee, 1).

If necessary, professionals discussed expressing milk when mothers anticipated 

combining breastfeeding with work. In antenatal breastfeeding classes, expressing milk 

was usually discussed in one session: In the breastfeeding class, we spent one evening on the 

topic of expressing milk (Rhodee, 1). In the immediate postpartum period, some professionals 

suggested expressing milk to establish milk production, which they apparently regarded 

as an appropriate method from their perspective: In the evening I started expressing milk 

straightaway. I: Was anybody helping you then? The first time, they helped me, yes (Willie, 2).

No folk knowledge on expressing milk was identified in the data, nor did the women 

in our study perceive nature or maternal intuition as a source of knowledge on expressing 

milk. 

5. Formula feeding

Knowledge about formula feeding involves different types of formula, preparation methods, 

and bottle-feeding materials. 

The women did not obtain useful knowledge about formula from the popular sector. 

They thought it would be obvious: Just reading the back [of the box] (Nienke, 2), but when 

explicitly asked about it, they said they did not know: I have no idea how to make a bottle, how 

to do that (Sandra, 1). They thought that community members, such as their relatives, would 

know: The grandmothers [who are going to baby-sit] can make a bottle then, they know how 

to do that (Linda, 1). However, it became complicated in the immediate postpartum period 

when parents became concerned whether their newborn was getting enough milk. When 
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parents decided to buy formula as a supplement, it was often the father who had to choose 

from a range of different types of formula and bottle-feeding materials: He went there on 

Monday to buy formula. First he bought the standard kind, and later he went for formula for 

colicky babies, and now we have hungry baby formula (Linda, 2), and: We had this bottle and 

used different positions, but it was just pouring all over, it ran all over her face (Nienke, 2). 

Professionals such as midwives and maternity assistants did not distribute 

information on formula, nor was formula discussed in breastfeeding classes: We didn’t 

discuss formula in class (Rhodee, 1). The only feedback from professionals was the advice 

that infants should not be fed hungry baby formula (because it satisfies the infant too easily, 

which has an adverse inf luence on breast milk supply): First we had hungry baby formula, but 

we were told not to use that (Jeanet, 2). 

The knowledge from the popular and professional sectors conflicted when 

professionals did not explain why parents should not use hungry baby formula while in the 

popular sector it was being suggested they should use it: We gave her hungry baby formula 

at first, but she [maternity assistant] said we shouldn’t. We’re giving it to her again now, though 

(Linda, 2).

Because the women did not obtain knowledge from specialist non-professional 

sources, the folk sector could not be identified. 

The mothers did not mention nature or intuition as a source of formula feeding 

knowledge. 

Discussion
By applying grounded theory and Kleinman’s theory of local health care systems (LHCS) as 

a sensitising concept, we found that the women in our study obtained knowledge concerning 

the pros and cons of breastfeeding, how breastfeeding works, individual breastfeeding 

practice, expressing milk, and formula feeding. Knowledge was obtained from the popular 

sector, which comprised significant others such as relatives, friends, neighbours, colleagues, 

and community members who were farther removed from the women (perceived as 

anonymous others referred to as ‘they’). Knowledge was also obtained from the professional 

sector, comprising specialist professionals such as general practitioners, midwives, 

maternity nurses, and maternity assistants. Nature, including maternal intuition, was 

perceived as a particular source of knowledge. Following Kleinman’s model, nature could 

have been included in the popular sector, i.e. in the individual-based oriented part of this 

sector. However, because the women in our study explicitly mentioned the importance of 

nature and intuition, we identified it as a separate, inductive, sector, and added it to the 

deductive-inductive model. Other studies have also confirmed the importance of intuitive 
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knowledge as a specific knowledge source (Ryan et al., 2001). The women in our study did 

not obtain knowledge from non-professional specialist individuals or institutions in the 

Netherlands. As a result, we could not identify a folk sector as explicitly present according to 

Kleinman’s model. As a consequence, we integrated this sector into the other sectors in the 

deductive-inductive model. 

Using Kleinman’s model to interpret our data shows that in the health care system 

of the women in our study, regarding breastfeeding, the popular sector is relatively small, 

the professional sector is manifest, the folk sector is not explicitly present, and nature is a 

separate sector, as represented in our deductive-inductive model in Figure 2. 

The smaller size of the popular sector - as compared to the deductive model - as a 

source of knowledge has considerable consequences for women who intend to breastfeed, as 

will become clear when discussing the five themes in connection to the different sectors. 

Our data show that the ‘pros and cons of breastfeeding’ were well known by the 

women interviewed. Predominant among these pros and cons was knowledge about the 

health benefits, which was obtained from popular as well as professional sources and from 

nature (including intuition). This knowledge was generally perceived as being present in 

all sectors, and may or may not have been the result of campaigns. Earlier research in the 

Netherlands has also shown that 48% of women who start breastfeeding do so because of 

the health benefits (Lanting & Wouwe, 2007). 

Obtaining knowledge from the different sectors was perceived to be more difficult 

where the four other themes were concerned. For ‘how breastfeeding works’, knowledge 

sharing among women and their relatives or other community members was not perceived 

to be helpful, nor were the health care professionals or nature perceived to contribute to 

this knowledge. There was also limited knowledge sharing among women for ‘individual 

breastfeeding practice’; this knowledge was obtained from professionals instead, although 

nature was also perceived to contribute here. As a result, some women found that they 

did not know how breastfeeding works nor how to practise breastfeeding. Also for the 

themes ‘expressing milk’ and ‘formula’, the women perceived limitations in the sharing 

of knowledge from both popular and professional sources, while nature did not provide 

knowledge here either. For example, one woman in our study knew exactly which colleagues 

were expressing milk at work, but these women did not exchange information on how to do 

this. 

Consequently, we identified substantial gaps in breastfeeding knowledge on these 

four themes, particularly in combination with some of the sectors. 

There was only limited sharing of breastfeeding knowledge between the women 

in our study and significant others such as their mothers or mothers-in-law, and also 

others farther removed from them. The literature reports that, in breastfeeding practice, 
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significant others are generally close relatives such as the women’s mothers or mothers-in-

law (i.e., the infants’ grandmothers) (Grassley & Eschiti, 2008; Heinig et al., 2009). Ryan et 

al. (2001) suggest that the sharing of breastfeeding knowledge between generations must be 

considered within the context of infant feeding trends in a country, region, or community. 

The context in the Netherlands shows that many grandmothers of today did not practice 

breastfeeding themselves and therefore have no breastfeeding experience (Bulk-Bunschoten 

et al., 2001). However, also the grandmothers who did practise breastfeeding themselves, 

and are thus experienced relatives, were mentioned not to share knowledge with their 

daughters or daughters-in-law. 

The only example of the infant’s father being a source of knowledge was indicated 

by one woman: this father had mentioned his concerns about the mother-to-infant 

transmission of antibiotics. Researchers have reported that although the infant’s father is 

usually important in supporting the mother’s attitude toward breastfeeding, he is generally 

not perceived as a knowledge source (Hauck & Irurita, 2003). Further research could explore 

the limited knowledge sharing among significant others, especially the infant’s father. 

           Popular sector

Professional sector
Nature

including 
maternal intuition

   Folk
   sector

Chapter.5.figure.2.pdf   1   04-05-15   13:31

Figure 2:  Deductive-inductive model: professional and non-professional sectors 
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Others who were farther removed (such as anonymous others referred to as ‘they’) 

were often perceived as making normative and critical comments, and therefore did not 

generally contribute to a supportive environment for women who intended to breastfeed. 

Researchers have also reported an increase in prejudiced comments by others (Fahlquist 

& Roeser, 2011; Hauck & Irurita, 2003; Rijk et al., 2008). Breastfeeding seems to induce 

comments rather than knowledge sharing among community members, and breastfeeding 

has become a moral issue (Ryan et al., 2010). 

The limited knowledge sharing in the popular sector has considerable consequences, 

because, according to Kleinman’s theory, the popular sector is the domain where community 

members start their health activities (Kleinman, 1980). Our study shows that women would 

rather turn to the other sectors to obtain breastfeeding knowledge. However, obtaining 

knowledge from the other sectors also turned out to be unsatisfactory, as shown by the 

example of formula feeding. All our participants intended to breastfeed, and they did not 

obtain knowledge about formula in advance. Consequently, when some of them considered 

using formula it was because they were concerned about their child, which may explain why 

formula was identified as a specific inductive theme in our study. However, professionals did 

not distribute information on formula to women who intended to breastfeed, in accordance 

with the international code for marketing breast milk substitutes (WHO, 1981). This code 

was recognised internationally (Innocenti, 1991), which was a considerable achievement. We 

argue that the restrictions placed on health professionals for the distribution of formula 

feeding information for educational purposes do not contribute to a wider understanding of 

the effects of feeding particular types of formula, such as hungry baby formula. 

In other studies in which Kleinman’s model was applied, researchers have reported 

that people move back and forth between and within the different sectors, perceiving both 

conflicts and correspondences (Gaioni, 2002; Nyamanga et al., 2008; Nyamongo, 2002; 

Meadows et al., 2001; Sánchez, 2007). With regard to conflicts concerning different 

sources of breastfeeding knowledge, Hauck and Irurita (2003) reported that “if advice from 

one source conflicted with other sources, mothers became confused but then verified the 

suitability of that advice with perceived credible sources” (p. 72). Conflicting advice might 

be confusing to mothers, although, as Graffy and Taylor (2005) indicated in their study on 

breastfeeding, “consistency is not the whole story, since some women valued being given a 

number of suggestions to try” (p.185). In our study, the women did not perceive conflicting 

advice; instead, they perceived the limited knowledge sharing in the popular sector. 

Correspondences were found when women relied on their maternal intuition 

and were supported by professionals in doing so. The women felt comfortable when they 

perceived this recognition. However, this recognition remained limited to the domain of 

women’s individual-based orientation, and was not shared with others in the community. 
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We propose that not only individual women but also their relatives and community members 

could be involved in this recognition of maternal intuition as a knowledge source. 

Our study is characterised by the interaction of inductive and deductive processes. 

By linking empirical data to theory, we achieved a refined understanding of how women 

obtain breastfeeding knowledge and from which sources. Nowadays, Kleinman’s model is 

criticised as being too simplistic to explain the contemporary knowledge sharing that takes 

place using new media such as online fora or social media (Stevenson et al., 2003). We 

argue that the strength of the model is that it can be applied universally, regardless of the 

media used. The model allows ref lection on the transfer of knowledge from the professional 

sector to the popular sector through health messages and campaigns in the Netherlands, 

and on determining which target group these messages are aimed at. In response to 

disappointing breastfeeding rates, advocates of breastfeeding have often assumed that 

information campaigns targeted at mothers have failed to get their message across, and that 

what is needed is even more campaigns (Kukla, 2006). Our findings show that, rather than 

simply repeating the same message to women, a more constructive approach might involve 

addressing significant as well as anonymous others in the popular sector, among them 

younger community members (including male adolescents, future mothers and fathers, 

and future others) (Goulet et al., 2003; Vari et al., 2013). Other authors also recommend 

addressing community members, including employers, who have the potential to make 

substantial contributions to creating a supportive environment for breastfeeding women 

(Kukla, 2006). 

Our research indicates that knowledge concerning the pros and cons of 

breastfeeding is present from different sources. We argue that women also need to be able 

to share knowledge about how breastfeeding works and how to practice breastfeeding if 

they want to. New media such as online fora and social media would be conducive to this 

development. 

Although the women in our study did not use non-professional specialist sources 

and we could therefore not identify a folk sector (as in Kleinman’s model), non-professional 

specialists could potentially also play a role. Informal woman-to-woman support from non-

professional sources (i.e., the popular sector, the folk sector, and nature) can help mothers 

to share their knowledge and seek the support they need to achieve their breastfeeding 

goals (Hauck & Irurita, 2003). Women could benefit from an environment in which not 

only the pros and cons but also other helpful and non-prejudiced breastfeeding knowledge 

is available from women and community members, not only from professional sources but 

also from popular sources, folk sources, and nature. Then not only the women themselves 

but also others in their environment will have knowledge about breastfeeding, even if they 

don’t know how they know it. 
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Conclusion
The women in our study obtained knowledge concerning the pros and cons of breastfeeding, how 
breastfeeding works, individual breastfeeding practice, expressing milk, and formula feeding 
from the different sectors of their local health care system. These sectors are the popular sector, 
the professional sector, and nature (which includes the women’s own maternal intuition). The 
popular sector comprised significant and anonymous others. Knowledge sharing in the popular 
sector was limited, and prejudices often predominated. Mothers felt comfortable when they 
relied on their maternal intuition, especially when this was acknowledged by professionals. The 
potential of addressing non-professional sources, i.e. a popular sector, a folk sector, and nature, 
is not fully utilised in the Netherlands. Health care professionals need to take into account that 
these non-professional sources can contribute to a supportive environment for breastfeeding 
women. 
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The quote on the previous page is a subtle reference to the findings of the research 

project, and addresses the overall research question: ‘What reasons underlie women’s 

decisions to stop or continue breastfeeding in the first month after delivery?’ “She should 

have asked ME instead” is a quote from the postpartum interview with Henriette, one of 

the participants in the research. During the interview, Henriette said she had discontinued 

breastfeeding in the first month after delivery. Her baby was doing well on formula, 

but she felt guilty she had not managed to continue breastfeeding – she had intended to 

continue, because she believed that breastfeeding was the best way to feed infants. In the 

quote, the ‘she’ refers to Henriette herself, and the ‘me’ to one of her clients at work. While 

Henriette was still on maternity leave, her colleagues and a few clients had been talking 

about her and the fact that she had stopped breastfeeding. On that occasion, one client (the 

‘me’) had commented that Henriette should have asked her – a woman with considerable 

breastfeeding experience – for advice. When Henriette was told about this conversation 

between her colleagues and this client, she was disappointed and felt judged. Particularly 

because of the client’s comment, Henriette felt a lack of acknowledgement for all of her 

efforts to continue breastfeeding. 

This quote illustrates that women such as Henriette might feel judged, as if they 

had acted inadequately in three ways: first, by having unwisely decided to discontinue 

breastfeeding, contrary to their intention to continue; second, by apparently not being 

knowledgeable enough to be able to continue; and third, by not knowing how to ask the right 

people for advice. 

Henriette’s quote refers to the overall research question as well as to the issues that 

were addressed in the three specific research questions: (1) ‘What are women’s perceptions 

of breastfeeding during the period of intention?’ (2) ‘Can the concept and levels of health 

literacy be used to understand women’s breastfeeding decision-making?’ and (3) ‘What 

sources do women use to obtain breastfeeding knowledge?’ The results of addressing these 

three separate questions are brief ly summarised below. 

Research question 1: ‘What are women’s perceptions of breastfeeding during the period 
of intention?’ 

The themes that arose with regard to the women’s perceptions of breastfeeding 

during the period of intention included combining breastfeeding with work, learning 

about breastfeeding, making arrangements for childbirth, ref lecting on the intention, and 

becoming a mother, as identified by applying grounded theory and the theory of planned 

behaviour (TPB) as the deductive framework (Ajzen, 1991; Duckett et al., 1998; Fishbein 

& Ajzen, 1975). The women aimed to combine breastfeeding with work outside the home. 
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Generally, the women had made arrangements for childbirth but not for breastfeeding or 

expressing milk at work. They perceived breastfeeding as a natural practice, and generally 

did not start learning about breastfeeding in advance. While ref lecting on their intentions in 

the prepartum interviews, the women expressed themselves cautiously. They were not sure 

whether they would succeed, and felt they had to experience giving birth first, a biological 

and emotional event that our analysis identified as being the most grounded inductive 

concept of the study, thus closest to the women’s own perceptions: becoming a mother. In 

the postpartum interviews, the mothers indicated that breastfeeding was not as natural as 

they had expected, and they depended on the support of a maternity assistant. Most women 

felt they did not have the appropriate knowledge and at the same time felt they could not 

have anticipated this because they had to become a mother first. 

Research question 2: ‘Can the concept and levels of health literacy be used to 
understand women’s breastfeeding decision-making?’

The women in our study showed different levels of health literacy in their 

engagement with breastfeeding information. We assessed this using the three progressive 

levels of health literacy adopted by Nutbeam (2000): functional, interactive, and critical 

health literacy. Although we identified all three of these levels of health literacy in the 

women’s stories in our study, we did not find a progression from functional to interactive to 

critical health literacy for all participants. Women with limited health literacy with regard to 

breastfeeding did not necessarily discontinue breastfeeding, and mothers with high health 

literacy did not necessarily continue breastfeeding, which is what health professionals 

recommend as the preferred choice. We identified a tension between the development 

of being health literate regarding breastfeeding and adherence to recommendations to 

continue breastfeeding until the age of six months, in line with global guidelines. This 

indicates a discrepancy between encouraging women to develop their interactive and critical 

health literacy skills so they will be able to make their own decisions independently, and at 

the same time recommending that they make the preferred decision. 

Research question 3: ‘What sources do women use to obtain breastfeeding knowledge?’

We identified the following themes with regard to the women’s breastfeeding 

knowledge: the pros and cons of breastfeeding, how breastfeeding works, individual 

breastfeeding practice, expressing milk, and formula feeding. By adopting Kleinman’s 

theory of local health care systems (LHCS) as the deductive framework (Kleinman, 1980), 

we found that the women obtained knowledge from the professional sector, the popular 
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sector (while engaging with significant as well as anonymous others), and nature (including 

their maternal intuition). In our study population in the northern part of the Netherlands, 

we could not identify a folk sector as indicated in Kleinman’s model. While moving back 

and forth between these different sectors, women encountered support as well as negative 

comments and prejudices about their breastfeeding practices. We concluded that the popular 

sector, the folk sector, and nature (including maternal intuition) are non-professional 

sources that have not been fully utilised until now in the Netherlands, and the potential of 

these sources should be addressed by health programmes and interventions. 

What this research contributes
The Hutter-Hennink qualitative research cycle 

Although most qualitative research is cyclic in nature, the Hutter-Hennink qualitative 

research cycle (HH-QRC) is specific in that it consists of three cycles: design, data collection, 

and analysis (Hennink et al., 2011). Our application of the HH-QRC as the methodological 

framework in our research project was even more specific. In the first study, we completed 

all three cycles. The second and third studies involved the analytic cycle: we analysed the 

data that had been collected previously, applying different combinations of grounded theory 

(Glaser & Strauss, 1967) and analytic questioning using sensitising concepts (Bowen, 2006; 

Thornberg, 2012). As a result, the research consisted of three different cyclic processes 

and three types of analysis. The potential of applying the model in this way had not been 

anticipated by Hutter and Hennink. 

Another specific characteristic of our research was making inferences, in 

accordance with the HH-QRC. Making inferences involved both deductive and inductive 

inferences. Deductive inferences were made from the theory, starting in the design cycle. 

Inductive inferences were made from the collected data, starting in the data collection cycle 

and continuing in the analytic cycle. The combination of making deductive and inductive 

inferences made it possible to achieve a continuous linking of theory and empirical data. 

This contributed to a refined understanding of the research topic as well as to extending the 

scope of the theory (Snow et al., 2003). 

The empirical data were obtained from in-depth information collected during 

intensive contact with participants at two time points. Because this in-depth information was 

rich and abundant, a small sample size was sufficient for reaching information saturation 

according to the principles of Glaser and Strauss (1967). Saturation was confirmed in the 

analysis, which contributed to the scientific rigour of the research (Hennink et al., 2011; 

Mays and Pope, 1995). The coherence (Hennink et al., 2011) between the design, data 

collection, and analysis also contributed to the scientific rigour. 
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A necessity in the research has been sensitivity and ref lexivity of the researcher. 

The combination of sensitivity to empirical data and theoretical sensitivity was crucial 

throughout the entire research process. In addition, ref lexivity concerning the researcher’s 

positionality as an anthropologist conducting research in her own culture has been 

important in the research. This is explained further in the ‘Intermezzo’ found between 

Chapter 4 and Chapter 5 of this thesis. 

Different paradigms and the emic perspective

This research project contributes to scientific knowledge by showing how breastfeeding 

is approached from different paradigms. Professionals approach breastfeeding from a 

particular paradigm, as do women. These approaches can be identical – for example, when 

they are based on the same biomedical paradigm, as when women act in accordance with 

campaigns that assert the health benefits of breastfeeding, or with recommendations from 

professionals. 

However, women’s breastfeeding practices are not based primarily on the 

biomedical paradigm, but on their own perceptions, from the emic perspective. Because 

our research was based on the emic perspective, we could identify these perceptions in the 

women, which demonstrates that breastfeeding is not a biomedical issue, but a personal one 

embedded in the sociocultural context (Dykes & Williams, 1999; Maher, 1992; McKinley & 

Hyde, 2004; Ryan et al., 2001). 

Another specific contribution made by our research project is that there was also a 

change in paradigm during the research itself, related to theoretical pluralism (Wiley, 1992) 

and induced by the empirical data. The application of the three different theories in our 

studies ref lects this paradigm change in the research project.

The initial paradigm of the research was the biomedical paradigm, which was 

related to the breastfeeding discourse in the Netherlands that focused on health claims, 

breastfeeding rates, and breastfeeding interventions based on behavioural factors. Therefore, 

choosing to use the TPB as the initial theory was the appropriate choice. The contribution 

made by this part of our research is that, rather than exploring either the intended or actual 

behaviour, we studied both. In addition, we did so in a qualitative research design, and 

included the context from the emic perspective. Using the TPB as the deductive framework 

turned out to be appropriate and useful: the research findings it generated showed that, 

for breastfeeding behaviour, the period between intention and actual practice is long, and 

that actual practising breastfeeding is not a continuous outcome of the intention to do so. 

However, the TPB is oriented toward the intended and actual behaviour, and does not cover 

all relevant factors in breastfeeding. These findings were also reported by Scavenius et al. 

(2007), who deliberately did not use the TPB in their research because it would have covered 
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only one segment (behavioural factors) in the dynamic interaction between the various 

factors in the breastfeeding process (Scavenius et al., 2007). 

During further analysis of the empirical data concerning learning, knowledge, 

and information, our research confirmed the observation that the TPB does not cover all 

aspects of breastfeeding. The empirical data prompted us to search for an additional theory 

regarding these aspects, which we found in the concept of health literacy (Nielsen-Bohlman 

et al., 2004; WHO, 1998) and its three levels: functional, interactive, and critical health 

literacy (Nutbeam, 2000). Health literacy researchers developed the health literacy concept 

in two different ways: from a biomedical and from a public health paradigm (Nutbeam, 

2008; Pleasant & Kuruvilla, 2008). From the biomedical paradigm, health literacy refers 

to patients’ or clients’ basic health knowledge and compliance with health professionals’ 

recommendations, which corresponds with the functional level of health literacy. From 

the public health paradigm, health literacy also refers to the social determinants of health, 

which include health promotion and health education. In this way, health promotion and 

education can also generate the development of the other levels of health literacy, that is, 

interactive and critical health literacy (Kickbusch 2002, 2009; Nutbeam, 2000).

We applied the health literacy concept including the emic perspective of the women 

themselves to be able to explore their functional as well as interactive and critical health 

literacy. However, the analysis of our empirical data showed a normativity when applying 

the concept, which was induced by the assumption of a hierarchical progression from 

the functional to the interactive to the critical level of health literacy. Our interpretation 

indicated that there is a discrepancy between inviting women to be critically health literate 

and asking them to comply with recommendations from health professionals at the same 

time. From this finding, we recommend a nuancing and further development of the concept 

of health literacy, with the emphasis on critical health literacy. This would encourage 

conformity with regard to its definitions and applications, something that has also been 

proposed by others over the past decades (Chinn, 2011, Kickbusch, 2009, 2014). It would 

also encourage including the emic perspective when applying the concept of health literacy. 

We analysed our empirical data further to explore where women obtain their 

breastfeeding knowledge. To do this, we required a conceptual framework that refers to 

the sources of health information, including societal sources. We found this framework in 

Kleinman’s (1980) theory of local health care systems (LHCS). This theory was developed in 

the borderland between medicine, psychiatry, and medical anthropology. According to this 

theory, health care activities are explored based on a medical pluralism paradigm (Leslie, 

1980). Medical pluralism exists when different medical systems exist alongside each other 

and are consulted by community members in their health activities. 
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Although not as manifest as in the pre-modern cultures in which Kleinman’s theory 

was developed, medical pluralism is also present in the Netherlands. The different sectors 

indicated in the LHCS are the popular, the professional, and the folk sector. In addition, 

various sub-sectors can be identified within the professional sector in maternity health care, 

such as the clinical medical care provided by biomedically oriented obstetric clinicians, and 

the home care provided by midwives and maternity nurses and assistants. However, Dutch 

maternity care aims for uniformity in its care services, and the women in our study did not 

perceive medical pluralism within the professional sector. Therefore, we did not identify two 

distinct sub-sectors from our data. 

Although pluralism is thus not explicitly present within Dutch professional 

maternity health care, it is certainly manifest in the contributions to the breastfeeding 

discourse made by academics and policymakers. This pluralism is most present in the way 

breastfeeding is discussed by academics from various disciplines (including biomedical, 

nursing, nutritional, social, and ethical disciplines) based on different paradigms from 

these disciplines, and by policymakers engaged in promoting breastfeeding. 

From our research we concluded that it is important to integrate the different 

paradigms. The breastfeeding discourse has been dominated by a biomedical paradigm, and 

by developing our research using empirical data and theory, we demonstrate that women’s 

decision-making can only be understood if we move from this biomedical paradigm through 

a public health paradigm and a social science paradigm to an interpretive paradigm where 

we aim to understand women’s decision-making from within, from an emic perspective. To 

achieve this will require a change in the breastfeeding discourse. 

By emphasising global guidelines and breastfeeding rates, the perspectives of 

women have largely been ignored. Reflecting on the context of this research project when 

it started in 2008, Esmé Wiegman-van Meppelen Scheppink’s resolution in the Dutch 

parliament in December 2007 (Dutch Parliament, 2007) and the statement issued by 

the Dutch Ministry of Health, Welfare, and Sport in 2008 were rather ambitious (Dutch 

Ministry of Health Welfare and Sports, 2008a, 2008b). The aim of increasing the percentage 

of mothers who were still breastfeeding their infants at the age of six months to 40% by 

2011 was based on the global guidelines of the World Health Organization (WHO, 2003). 

However, breastfeeding rates did not continue to increase after 2008 (Lanting & Rijpstra, 

2011; Statistics Netherlands, 2012). 

When the focus is on breastfeeding as something that can be measured by initiation 

and duration rates, breastfeeding is regarded as a product (Scavenius et al., 2007). This is 

reinforced by the slogan ‘breast is best’ (Kramer, 2010), generating a moral appeal to women 

to start and continue breastfeeding. This perspective does not acknowledge that women 

perceive breastfeeding to be a personal process (Scavenius et al., 2007). This was effectively 
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summarised by Esterik, who reported that, ‘paradoxically, the more breastfeeding is valued, 

the more it may become regulated and embedded in rules and patterns of interaction that 

are not connected to infant feeding’ (Esterik, 2002). By ignoring the emic perspective, 

breastfeeding easily becomes medicalised (Ryan et al., 2001). As a result, breastfeeding 

seems to be predominantly in the domain of biomedicine.

Indeed, the majority of breastfeeding research is conducted by researchers in 

the fields of biomedicine, nutrition, health education, health behaviour, clinical nursing, 

and public health. Although these disciplines do not traditionally make use of qualitative 

research methods, they have the greatest inf luence on policy (Esterik, 2002). The academic 

disciplines with a research tradition in qualitative designs and emic perspectives (such as 

anthropology) address breastfeeding as a process (Esterik, 1988; Scavenius et al., 2007) in 

which the perceptions of women are acknowledged.

When women in the Netherlands discontinue breastfeeding contrary to their 

original intentions, the focus should be on these perceptions, be it the perception of guilt 

– such as in Henriette’s case – or relief, or disappointment (Kerkhoff & Wouwe, 2008; 

Reede, 2011), or the perception that breastfeeding was not what had been expected (Vogel 

et al., 2009). Interventions to support women in their breastfeeding practice could be more 

successful if they are based on these perceptions rather than on global guidelines and 

initiation and duration rates. 

Some advances have already been made in this regard, according to a recent study on 

breastfeeding discontinuation in the Netherlands (Smeets, 2012). Smeets reported that 50% 

of women who discontinued breastfeeding before their infants were six months of age either 

felt or had felt guilty. One of the reasons indicated by these women is that breastfeeding is 

portrayed too positively in the education and campaign material. The Netherlands Nutrition 

Centre will use these results in the development of future breastfeeding education material 

(Drongelen, 2014). Our research findings support this recognition of women’s perceptions, 

and yield the following implications for practice and policy. 

Implications for practice and policy 

Our first study showed that it is difficult to indicate what is the most appropriate period to 

learn about breastfeeding. Although it would be challenging to define recommendations 

for practice and policy with regard to the best time to learn, we concluded that there is no 

such thing as the most appropriate time. Based on our research findings, we would instead 

recommend re-establishing the link between learning about breastfeeding and giving birth. 

This is necessary because, from a biological point of view, but also from the emic point of 

view of women, giving birth and starting to breastfeed are two parts of the same event, and 

happen simultaneously when a woman becomes a mother. However, in the breastfeeding 
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discourse that focuses on health claims and increasing breastfeeding rates, giving birth and 

starting to breastfeed have been separated into two distinct events. 

The need to re-establish the link between giving birth and breastfeeding is clearly 

ref lected in the other conclusion from the first study, that is, that the impact of becoming a 

mother is crucial. Becoming a mother was our most inductive theme, which was identified 

by applying grounded theory from the emic perspective. In the women’s perceptions, 

becoming a mother shaped the context of all of the other themes that were identified in the 

first study, including learning about breastfeeding. Only when learning, knowledge, and 

information about breastfeeding are once again linked to the impact of becoming a mother, 

we will gain insight into exactly what it means that breastfeeding is a process that women 

have to learn rather than a product that can be measured in terms of breastfeeding rates.

If women themselves are more conscious of the impact of becoming a mother, 

and are acknowledged by others (including health professionals), they will be able to 

obtain breastfeeding information at a time that is most appropriate for them, and use 

this information to make their own informed choices in a manner that is connected to 

their specific way of becoming a mother. Breastfeeding information needs to be adjusted 

and made part of the individual event of becoming a mother, rather than included in 

recommendations from a biomedical perspective concerning the appropriate time to learn 

about breastfeeding and the appropriate decision-making skills related to this. Informed 

breastfeeding choices need to be related to becoming a mother rather than to breastfeeding 

themes that are disconnected from motherhood and measured separately, such as pain, 

not having enough milk, as being difficult to combine with work or as competing with 

autonomy, and not being what had been expected. 

Making informed choices needs to be considered from the emic perspective 

rather than from the normative perspective of whether women are capable of and have the 

skills to make the appropriate choices. Because focusing on the health benefits can easily 

enhance the moralisation of breastfeeding, health professionals need to provide adequate 

non-moralising breastfeeding information. They need to acknowledge the discrepancy 

between inviting women to be critically health literate and make their own decisions while 

at the same time asking them to comply with health recommendations based on health 

claims. Rather than repeating the same health messages, professionals need to develop 

skills for listening to the emic perspective and focus on what women need to make their 

own informed choices. It is within this context that the health literacy of professionals also 

becomes apparent: professionals who are health literate have the skills to listen to the emic 

perspective.

To make informed choices, infant feeding information should also include 

information about formula. Because of the WHO marketing code, formula is ignored as an 
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acceptable alternative to human milk when discussing infant feeding among professionals 

and women. Consequently, some parents do not know how to use formula appropriately. 

We endorse the WHO’s achievement in restricting the industry’s inf luence in marketing 

formula products (Innocenti, 1991; WHO, 1981). However, not discussing formula results 

in having little knowledge of how to use it when it is needed and how to choose between 

different types of formulas and materials. This can result in dissatisfaction with this infant 

feeding practice. 

Health care professionals need to acknowledge the variety of information sources 

that are available. Breastfeeding knowledge is not only the outcome of health education 

and promotion, it also includes maternal intuition. Women appreciate the support of 

professionals when using their intuition, and professionals need to take this into account. 

If the knowledge obtained from intuition or from other sources is inadequate from the 

perspective of the professionals, they need to thoroughly explain why they believe this is 

so, and focus on the content of the information without moralising. New campaigns need 

to be targeted not only at women but also at others in the popular sector (Kukla, 2006). 

These others can be the carriers of a body of knowledge that contributes to a supportive 

social environment, enabling women to share their knowledge and advice with others in the 

community without feeling judged, as in Henriette’s case.

Providing support for breastfeeding women therefore includes the following: 

1. Women should receive antenatal information about the impact of becoming a mother. 

Breastfeeding education should not be separated from this, but instead needs to be 

included in and linked to information about becoming a mother. 

2. Women have the right to make their own informed choices based on information from 

various sources, including maternal intuition. Infant feeding information should also 

include information about formula. 

3. Women should be supported by health professionals who have the skills to listen to the 

emic perspective, acknowledge the women’s informed choices, and recognise that there 

are different sources of breastfeeding information. 

Conclusion
This research project was a journey that began with the breastfeeding discourse in the 

Netherlands in 2008, involving interdisciplinary academics as well as the lives of many 

individuals. Because the dominant emphasis among the actors engaged in the breastfeeding 

discourse is on global guidelines, health claims, and breastfeeding rates, the perceptions 

of women themselves have largely been ignored. We identified these perceptions by 
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conducting qualitative research based on an overall interpretive paradigm and collecting 

in-depth data from the emic perspective. Guided by the Hutter-Hennink qualitative research 

cycle (HH-QRC) as the methodological model, we linked qualitative empirical data and 

three theories based on different scientific paradigms. The integration of the biomedical 

and the social science paradigms while applying the emic perspective, contributes to a 

better understanding of the reasons that underlie women’s decisions to stop or continue 

breastfeeding in the first month after delivery. 
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In-depth interview guides
 
Prepartum interview

1. Introduction

How are you doing, how is your pregnancy

 

2. Pregnancy and preparing for delivery

How is your health (physically, mentally) (to be cont. at no.12)

How do you perceive the midwives’ services

How do you prepare for delivery (information, classes)

Is this baby your partner’s first child as well?

Where do you plan to give birth (at home, in clinic/hospital, other)

Have you arranged maternity care (maternity care organisation, private care, other) 

Have you had any antenatal screenings

Do you know whether it will be a boy or a girl 

Do you like to arrange things in detail, or are you coping well with sudden events

 

3. The intention to breastfeed

You told your midwife that you intend to breastfeed. Can you explain why 

Can you explain in more detail 

Why do you feel like that

Did you gather information about it, what kind of information (to be cont. at no. 6) 

Do you understand women who intend to feed formula 

What could be their reasons to do so

 

4. The moment of the decision

When did you know you want to breastfeed

Did you ever change your mind or had doubts in the course of your pregnancy
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5. Social influences

What do people in your social environment think about breastfeeding 

(partner, relatives, friends, neighbours, colleagues)

Who knows about your intention 

With whom did you talk about your intention

How did they respond

What do you think of the way breastfeeding is addressed in the media 

6. Experiences of others in the social environment

Do you know anyone in your environment who just had a baby or not so long ago 

Do you know how this baby is being fed 

What do you think about that

7. Knowledge and information

What do you know about breastfeeding

Do you know what you yourself will have to do to practise breastfeeding 

Did you gather information about breastfeeding 

What kind of information, from where (education material, classes) 

What do you think about breastfeeding classes 

Did you get enough information 

Are you going to get more (what kind, how) 

8. Support

Will anybody assist you in breastfeeding 

What support do you expect from health care professionals 

What support do you expect from others (relatives, friends, others) 

9. Breastfeeding duration

Do you know for how long you intend to breastfeed

What breastfeeding duration is comfortable in your opinion 
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10. Work

Do you work outside the house or at home

What is your position

What education or training did you have

How many hours do you work

Are you entitled to maternity leave 

Will you return to work after having your baby 

Does your partner work outside the house or at home 

What is your partner’s position, education 

Have you started to think about arranging childcare, or are you going to 

How do you perceive your workload (physically, mentally)

Did you discuss breastfeeding with your employer or colleagues 

Did you discuss expressing milk with your employer or colleagues 

Do you know whether you will be able to express milk at work (time, location)

11. Breastfeeding in the past

Were you breastfed yourself as a baby

Was your partner breastfed as a baby 

Do you know how breastfeeding was addressed in your family when you were a 

child 

Do you have brothers or sisters and were they breastfed at the time 

What do you know about that

Did your mother work when you were a baby

12. Family and socialisation

Are your parents still alive

Do your parents or in-laws have any grandchildren already

Where have you been born and where did you grow up

What about your parents 

Your partner 

Are you or your partner religious

If so, does that inf luence your way of life

Were there any significant events in your family 
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13. Health

How is your health (physically, mentally) (see also no. 1)

Are there any genetic disorders or allergies among your or your partner’s relatives 

Is anybody smoking in or outside your house 

Are you taking any medication 

What do you think about your diet

Are you taking alcoholic drinks

Are you taking drugs

14. Self-efficacy and the need for control

How do you cope with insecurity

Do you like being in control and arranging things on your own

How do you respond to stress 

Can you accept help easily

How do you respond when things don’t work out the way you expected 

Do you usually succeed the way you want to

15. Breastfeeding with others or in public

What do you think about breastfeeding when there are other people present (in 

public, in restaurants, among visitors at home) 

How do you feel when you see a woman who is breastfeeding

How do you think you will deal with it yourself

16. Summary and main reason

At the start of the interview you explained your reasons to intend breastfeeding. 

What is the main reason

Whom in your environment were most important in your decision

Which circumstances were most important in your decision 

Are there any other things we did not discuss 
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17. Concluding remarks

Thank you very much for having this first interview 

Where would you like to meet for the second interview (midwife clinic, at home, 

other) 

I wish you all the best having your delivery 

Postpartum interview

Introduction

Congratulations with the birth of your son/daughter. How are you and your child 

doing

1. Delivery and the first contact

How did you perceive giving birth to your child

Where did you give birth, was that how you had intended it

Who were at the delivery (professionals, relatives) 

Were there any specific circumstances or complications 

How was the first contact with your child

What was the first feeding of your child

What can you tell about the first time latching on 

Was there any assistance while first latching on and after

When was hospital discharge (in case of clinical delivery)

Who were at home when you arrived at home (maternity assistant, relatives)

2. The first period (day 1 until day 8-10) 

What can you tell about the feeding during the first few days and nights

How did you perceive the onset of milk production 

Did you have maternity assistant services or other support (how many days, hours) 

Was your husband or partner at home the first few days
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3. The first period and at 4-6 weeks

What can you tell about the feeding (daytime, at night)

How was the latching on 

Which postures did you have while feeding

How did you perceive your milk production 

How did you perceive your infant’s crying 

Did your baby have stomach pain or any other pains

Did you notice how your child responded to the feeding 

How did you perceive your baby’s weight loss and growth 

Did you use any scales

Did your baby have a pacifier (thumb)

Did you wake up your baby sometimes for feeding 

Did you have visitors the first few days and after

Did you sleep or rest enough 

How did you feel physically and mentally

4. At 4-6 weeks

What can you tell about the feeding now at 4-6 weeks

Do you feed on demand or according to a schedule

Do you get any support or assistance from others now

If having any, how do you respond to having visitors 

How do you now perceive feeding when others are present

Did you hear anything from your work place (employer, colleagues)

How do you anticipate returning to work 

Did you practise expressing milk

Did the midwife (or other professional) visit you at 4-6 weeks

Did you and the midwife discuss birth control

Did you attend the baby clinic

Did you discuss your infant’s feeding at the baby clinic 

Did they give you any specific advice
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5. Knowledge and information (see also prepartum interview guide)

What do you know now about breastfeeding 

What do you know now about what you need to do yourself to practise 

breastfeeding

Are you in doubt what to do sometimes 

What do you do then

What kind of information is most useful in your opinion

Are you going to get more information

6. Sociale influence and support (see also prepartum interview guide)

How did you generally perceive the support or assistance (professionals, others)

Did anybody express his or her opinion on the way you are feeding your child

Which persons did you rely on most 

Which persons have (had) the most inf luence on the way you are feeding now 

7. Self-efficacy and roles (see also prepartum interview guide)

How do you perceive breastfeeding now 

Did you react the way you had expected

Did you make a decision yourself at a certain moment 

Did anybody help you in your decision-making

Are you satisfied concerning the way you are feeding now

How do you feel about how you manage

How do you perceive your different roles now (mother, woman, work, social life)

Did anything change in the way you perceive your own breasts 

8. Intention in retrospect (see also prepartum interview guide)

How do you look back on the prepartum period 

How do you look back on your intentions

Is there anything you know now which you didn’t know before

How do you feel about that

What would be your advice to other new mothers now
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9. Summary and main reason

In the first interview you indicated that the main reason to intend to breastfeed 

was:

What do you think about that now

What was (has been) most inf luential on the way you are feeding now in your 

opinion

What are your expectations concerning feeding in the near future (weeks, months) 

What is the most important reason for women to stop or continue breastfeeding in 

the first month after delivery

Concluding remarks

Is there anything you like to add to this interview

Thank you very much for your participation
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Vragenlijsten diepte-interviews
 
Prepartum interview

Inleiding

Hoe gaat het met u en met uw zwangerschap

1. Zwangerschap en voorbereiding op de bevalling

Hoe is uw gezondheid (fysiek, mentaal) (zie 12)

Hoe ervaart u de begeleiding door de verloskundigen

Hoe bereidt u zich voor op de bevalling (informatie, cursus)

Is het voor uw partner ook het eerste kind

Waar wilt u bij voorkeur bevallen (thuis, klinisch, anders)

Hebt u kraamzorg geregeld (thuiszorgorganisatie, particulier, anders)

Hebt u aanvullend prenataal onderzoek laten doen

Weet u het geslacht van uw kind al

Bent u iemand die alles graag goed en/of op tijd regelt, of laat u zich ook graag 

verrassen

2. Keuze voor borstvoeding

Bij de verloskundige hebt u aangegeven borstvoeding te willen geven. Kunt u 

aangeven waarom u dat wilt

Kunt u daar iets meer over vertellen

Waarom denkt u dat

Hebt u daar informatie over, welke (verder bij 6)

Kunt u begrijpen dat sommige vrouwen meteen kiezen voor kunstvoeding 

Wat zouden hun redenen kunnen zijn

3. Tijdstip keuze

Wanneer hebt u de keuze gemaakt om borstvoeding te willen geven

Bent u in de loop van de tijd wel eens van gedachten veranderd of gaan twijfelen
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4. Sociale invloed

Hoe denken de mensen in uw omgeving over borstvoeding 

(partner, familie, vrienden, buren, collega’s)

Welke mensen weten van uw keuze 

Hebt u met sommige mensen gesproken over uw keuze (welke) 

Welke reacties kreeg u

Hoe wordt er naar uw mening in de media omgegaan met het onderwerp 

borstvoeding 

5. Ervaringen in de nabije omgeving

Heeft iemand in uw omgeving op dit moment een baby, of kort geleden gekregen

Weet u hoe het gaat het met de voeding van die baby

Wat vindt u daarvan

6. Kennis en informatie

Wat weet u over borstvoeding

Wat weet u over wat u gaat doen om de voeding te geven 

Heeft u hierover informatie ingewonnen

Welke en hoe (voorlichtingsmateriaal, cursus)

Wat vindt u van een cursus over borstvoeding

Hebt u voldoende informatie

Gaat u nog meer informatie inwinnen 

Welke en hoe

7. Ondersteuning

Gaat iemand u helpen met de borstvoeding 

Wat verwacht u van professionals, zorgverleners

Wat verwacht u van anderen in uw omgeving (familie, vrienden, anderen)
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8. Borstvoedingsduur

Weet u al tot hoe lang u borstvoeding wilt geven

Wat lijkt u zelf een goede termijn

9. Werk

Hebt u een baan buitenshuis of werkt u thuis

Welke functie hebt u

Welke opleiding hebt u gedaan

Hoeveel uren per week werkt u

Kunt u gebruik maken van een verlofregeling 

Blijft u straks hetzelfde aantal uren werken

Heeft uw partner werk buitenshuis of thuis 

Welke functie, opleiding heeft uw partner

Hebt u indien nodig nagedacht over kinderopvang, of gaat u dat doen

Hoe ervaart u de belasting van uw werk (fysiek, mentaal)

Hebt u met uw leidinggevende of collega’s gesproken over borstvoeding

Hebt u met uw leidinggevende of collega’s gesproken over kolven 

Weet u of u op uw werk tijd en ruimte zult hebben om te kolven

10. Borstvoeding vroeger

Heeft u zelf als baby borstvoeding gehad

Heeft uw partner borstvoeding gehad 

Weet u hoe er, toen u zelf kind was, in uw familie werd gedacht over borstvoeding 

Hebben uw evt. broers of zussen borstvoeding gehad

Wat weet u daarover

Werkte uw moeder destijds
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11. Familie en socialisatie

Leven uw ouders nog

Hebben uw ouders en/of schoonouders al meer kleinkinderen 

Waar bent u geboren en opgegroeid

Waar zijn uw ouders geboren en opgegroeid

Waar is uw partner opgegroeid

Bent u of is uw partner opgegroeid met een bepaald geloof

Is dat merkbaar in uw manier van leven

Zijn er bijzondere gebeurtenissen in uw familie (geweest) 

12. Gezondheid

Hoe is uw gezondheid (fysiek, mentaal) (zie ook bij 1)

Zijn er bepaalde ziektes of allergieën bekend in uw familie of die van uw partner

Wordt er bij u thuis gerookt (binnen, buiten)

Gebruikt u medicijnen

Wat vindt u van uw eetpatroon

Gebruikt u alcohol

Gebruikt u verdovende middelen

13. Eigen-effectiviteit en behoefte aan controle

Hoe gaat u om met onzekerheden

Wilt u dingen graag onder controle hebben en zelf regelen

Bent u gevoelig voor spanningen of stress 

Kunt u makkelijk hulp aanvaarden

Hoe reageert u doorgaans als zaken anders lopen dan verwacht

Bent u gewend dat de dingen die u graag wilt, ook daadwerkelijk lukken

14. Borstvoeding in het bijzijn van anderen

Hoe denkt u over het geven van borstvoeding in het bijzijn van anderen (openbare 

gelegenheden, horeca, (kraam)bezoek)

Wat denkt u als u iemand anders ziet voeden

Hoe verwacht u hier zelf mee om te gaan
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15. Samenvatting en voornaamste reden

U hebt in het begin van het gesprek aangegeven wat voor u belangrijke redenen 

zijn om voor borstvoeding te kiezen. Wat is uw voornaamste reden

Welke personen in uw omgeving kunt u noemen als het meest bepalend voor uw 

keuze

Welke omstandigheden in uw leven zijn het meest bepalend voor uw keuze

Zijn er nog andere dingen die een rol spelen die we niet hebben besproken

Afsluiting

Hartelijk dank voor dit eerste gesprek

Hebt u voorkeur voor de locatie voor het tweede gesprek (vlk. praktijk, thuis)

Alle goeds gewenst voor uw bevalling

Postpartum interview

Inleiding

Van harte gefeliciteerd met uw zoon/dochter. Hoe gaat het met u en met uw kind

1. De bevalling en het eerste contact

Hoe hebt u de bevalling ervaren

Waar vond de geboorte plaats, was dat zoals gedacht of gewenst

Wie waren erbij aanwezig (professionals, familie) 

Waren er bijzonderheden 

Hoe was het eerste contact met uw kind

Wat was de eerste voeding die uw kind heeft gekregen

Indien van toepassing, wat kunt u vertellen over de eerste keer aanleggen 

Was er hulp bij de eerste keer aanleggen en daarna

Indien klinisch bevallen, wanneer ging u naar huis

Wie waren er bij thuiskomst (kraamhulp, familie)
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2. De kraamtijd (dag 1 t/m dag 8-10) 

Wat kunt u vertellen over de voeding in de eerste dagen en nachten

Hoe ging het op gang komen van de melkproductie

Had u kraamhulp of andere hulp (aantal dagen, uren) 

Was uw partner thuis in de eerste dagen

3. De kraamtijd en de periode 4-6 weken

Hoe ging het voeden van uw kind overdag en ’s nachts

Hoe ging het aanleggen

Welke houdingen had u zoal bij het voeden

Hoe was uw melkproductie

Wat was uw ervaring met het huilen van uw kind 

Had uw kind wel eens krampen of andere ongemakken

Merkte u aan uw kind hoe het met de voeding ging 

Hoe hebt u het afvallen en groeien van uw kind ervaren

Gebruikte u een weegschaal

Had uw kind een speentje (duim)

Moest u uw kind wel eens wekken om te voeden

Kreeg u de eerste dagen kraamvisite

Kreeg u zelf voldoende slaap of rust

Hoe voelde u zich fysiek en mentaal

4. De periode 4-6 weken

Wat kunt u vertellen over de voeding in deze periode

Gaat de voeding op verzoek of volgens een schema

Krijgt u nu hulp of ondersteuning van anderen

Krijgt u nu bezoek, hoe ervaart u dat

Hoe kijkt u nu aan tegen voeden in het bijzijn van anderen

Hebt u iets gehoord van uw werk (leidinggevende, collega’s)

Hoe kijkt u nu aan tegen het hervatten van uw werk

Hebt u ervaring opgedaan met kolven

Hebt u een afrondend gesprek gehad met uw verloskundige, andere professionals

Heeft de verloskundige met u gesproken over anti-conceptie
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Bent u naar het consultatiebureau geweest

Hebt u daar gesproken over de voeding

Zijn er bepaalde adviezen gegeven

5. Kennis en informatie (zie ook prepartum vragenlijst)

Wat weet u nu over borstvoeding 

Wat weet u nu over wat u moet doen om de voeding te geven

Zijn er nu momenten dat u niet weet wat u moet doen

Wat doet u op zo’n moment

Welke informatie is het meest bruikbaar voor u 

Gaat u nog meer informatie inwinnen

6. Sociale invloed en ondersteuning (zie ook prepartum vragenlijst)

Hoe hebt u in het algemeen de hulp en ondersteuning van anderen ervaren 

(professionals, anderen)

Zijn er personen die zich hebben uitgelaten over uw manier van voeden

In welke personen hebt u de afgelopen tijd het meeste vertrouwen gehad

Welke personen hebben de meeste invloed (gehad) op hoe de voeding nu gaat

7. Eigen-effectiviteit en rol als moeder / vrouw (zie ook prepartum vragenlijst)

Hoe kijkt u nu aan tegen het geven van borstvoeding

Reageerde u zoals u had verwacht

Is er een moment geweest waarop u een besluit hebt genomen 

Heeft iemand u daarbij geholpen

Bent u tevreden over hoe de voeding nu gaat

Hoe vindt u dat u het zelf aanpakt

Hoe denkt u nu over uw verschillende rollen (moeder, vrouw, werk, sociaal leven)

Is er iets veranderd in hoe u uw borsten ervaart
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8. Terugblik intentie (zie ook prepartum vragenlijst)

Hoe kijkt u terug op de periode voor de bevalling 

Hoe kijkt u nu aan tegen de plannen die u toen had

Zijn er dingen die u nu weet die u toen niet wist

Wat vindt u daarvan

Wat zou u andere vrouwen die er nu voor staan adviseren

9. Samenvatting en voornaamste reden

In het eerste gesprek noemde u als voornaamste reden om borstvoeding te geven:

Hoe kijkt u daar nu tegen aan

Wat heeft naar uw mening de meeste invloed (gehad) op hoe de voeding nu gaat

Wat zijn uw verwachtingen voor de komende weken of maanden 

Wat zou u nu noemen als voornaamste reden voor vrouwen om met borstvoeding 

te stoppen of door te gaan

Afsluiting

Zijn er nog dingen die u wilt vertellen
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Summary
 
General introduction

This doctoral thesis addresses women’s perceptions, knowledge, and breastfeeding decision-

making. The research project emerged from the way breastfeeding was being discussed 

in the Netherlands. In 2008, the Dutch Ministry of Health, Welfare, and Sports issued a 

statement which included the aim of increasing the percentage of women who were still 

breastfeeding their infants until the age of six months to 40% by 2011. The background 

to this statement was the discrepancy between the infant feeding recommendations of the 

World Health Organization (WHO) that infants should be breastfed exclusively until the age 

of six months, and the high rates of breastfeeding discontinuation in the first month. The 

biomedical approach was predominant in the Dutch government’s involvement in infant 

feeding. Campaigns that had been launched to increase breastfeeding rates focused on the 

health benefits of human milk. However, little was known about the reasons that underlie 

women’s breastfeeding decision-making. Our research aimed to understand these reasons 

from the emic point of view – that is, from the women’s own perspectives – using an 

interpretive paradigm and linking theory to qualitative empirical data. The general objective 

of the research was to gain insight into the perceptions of women in their decisions to stop 

or continue breastfeeding in the first month by collecting empirical data and using different 

theoretical frameworks to analyse the data. 

Overall research question
The overall research question was ‘What reasons underlie women’s decisions to stop or 

continue breastfeeding in the first month after delivery?’

Theory and qualitative empirical data
The Hutter-Hennink qualitative research cycle was the methodological framework, as 

described in Chapter 2. This framework guided the cyclical process of research design, data 

collection, and analysis. Qualitative empirical data were collected by conducting prepartum 

and postpartum in-depth interviews up to saturation level. Interviews were conducted in 

2008 and 2011 in the northern part of the Netherlands among primiparous mothers who 

intended to breastfeed. The first dataset consisted of 16 transcripts of interviews with 8 

women with middle and high socioeconomic status (SES). The second dataset consisted of 

10 transcripts of interviews with 5 women with low SES. The research was designed and data 
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were collected using the theory of planned behaviour as the deductive theoretical framework. 

In the analysis, the concept of health literacy and the theory of local health care systems 

were used as sensitising concepts in addition to applying grounded theory. The research 

was characterised by the combination of deductive and inductive reasoning. Reflecting on 

the researcher’s positionality during data collection was crucial to the research, and this is 

discussed in the ‘Intermezzo’ found between Chapter 4 and Chapter 5 of this thesis. 

Theory of planned behaviour
Chapter 3 addresses the specific research question ‘What are women’s perceptions 

of breastfeeding during the period of intention?’ In this study, we used the theory of 

planned behaviour as the deductive model. Five inductive themes were identified: 

combining breastfeeding with work, learning about breastfeeding, making arrangements 

for childbirth, ref lecting on the intention, and becoming a mother. During the extended 

period of intention, the women in our study anticipated breastfeeding, but expressed their 

intentions cautiously. They felt they had to experience giving birth first, a biological and 

emotional life event that our analysis identified as the most inductive concept of the study, 

and thus closest to the women’s perceptions: becoming a mother. Although they had access 

to breastfeeding information, they perceived breastfeeding to be a natural practice and did 

not start learning about breastfeeding in advance. They usually depended on the support 

of a maternity assistant. Generally, the women made arrangements for childbirth, but not 

for breastfeeding. For breastfeeding, the period of intention is relatively long. Rather than 

recommending an intensification of antenatal breastfeeding education, recommendations 

must incorporate the awareness that practising breastfeeding should not be considered the 

continuous outcome of the intention to do so. 

Health literacy
Chapter 4 discusses the specific research question ‘Can the concept and levels of health 

literacy be used to understand women’s breastfeeding decision-making?’ In this study, 

we used the framework of health literacy as a sensitising concept in the analysis. Health 

literacy refers to individuals’ capacity to obtain, process, and understand health information 

needed to make health decisions. The three progressive levels of health literacy (as adopted 

by Nutbeam) are fundamental, interactive, and critical health literacy. We were able to 

identify all three levels in the decision-making of the women in our four cases. However, 

a progression from functional to interactive to critical health literacy was not found in all 

women. Women with low health literacy did not necessarily discontinue breastfeeding, and 
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women with high health literacy did not necessarily continue breastfeeding. Women are 

expected to be critically health literate and to make their own decisions so they can exert 

control over their lives, but are also expected to follow health promotion recommendations, 

that is, to continue breastfeeding. This discrepancy requires both a reconsideration of the 

messages delivered by health professionals on breastfeeding and a nuancing of the concept 

of health literacy.

Theory of local health care systems
Chapter 5 discusses the specific research question ‘What sources do women use to obtain 

breastfeeding knowledge?’ In this study, data from both datasets were analysed by applying 

grounded theory, with Kleinman’s theory of local health care systems as a sensitising concept. 

We identified five inductive themes: the pros and cons of breastfeeding, how breastfeeding 

works, individual breastfeeding practice, expressing milk, and formula feeding. The women 

in our study obtained knowledge on these themes from the different sectors of their local 

health care system. These sectors are the popular sector, the professional sector, and nature 

(which includes the women’s own maternal intuition). The popular sector comprised 

significant and anonymous others. Knowledge sharing in the popular sector was limited, 

and prejudices often predominated. Mothers felt comfortable when they relied on their 

maternal intuition, especially when this was acknowledged by professionals. The potential 

of addressing non-professional sources (i.e. the popular sector, the folk sector, and nature) is 

not fully utilised. Health care professionals could take advantage of these non-professional 

sources, which might contribute to a supportive environment for breastfeeding women. 

Synthesis
Chapter 6 discusses what this research contributes. Our specific application of the Hutter-

Hennink qualitative research cycle resulted in three different types of analysis. The 

potential of applying the model in this way had not been anticipated by its authors. Our 

research contributed to the scientific body of knowledge by emphasising the importance 

of the interpretive paradigm when aiming to understand breastfeeding decision-making. 

There was a change in paradigm over the course of the research project itself, and this is 

ref lected in the application of the different theories. The breastfeeding discourse has been 

dominated by a biomedical paradigm, and by developing our research using empirical 

data and theory, we demonstrated that women’s decision-making can only be understood 

if we move from this biomedical paradigm through a public health paradigm and a social 

science paradigm to an interpretive paradigm, where we aim to gain insight into women’s 
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perceptions concerning decision-making from an emic perspective. To achieve this will 

require a change in the breastfeeding discourse. 

Implications and recommendations
Learning, knowledge, and information about breastfeeding should once again be linked 

to the impact of becoming a mother. Breastfeeding should be considered to be a process 

rather than a product that can be measured in terms of breastfeeding rates. We recommend 

including breastfeeding education along with information about the impact of becoming a 

mother, rather than providing this separately. It is important that women be able to make 

their own informed choices based on information from various sources, including their 

own maternal intuition. Women should be supported by health professionals who have the 

skills to listen to this emic perspective.
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Samenvatting
 
Inleiding

Dit proefschrift betreft de percepties, kennis en besluitvorming van vrouwen ten 

aanzien van borstvoeding. De achtergrond van het onderzoeksproject is een debat over 

borstvoeding zoals dat in 2008 in Nederland werd gevoerd. In dat jaar deed het Ministerie 

van Gezondheidszorg, Welzijn en Sport de oproep met als doelstelling dat het percentage 

vrouwen dat tot zes maanden borstvoeding geeft zou zijn toegenomen tot 40% in 2011. 

De oproep was gebaseerd op de discrepantie tussen de aanbevelingen van de Wereld 

Gezondheidsraad (WHO) om zuigelingen tot zes maanden exclusief borstvoeding te 

geven, en het hoge aantal vrouwen dat stopt met borstvoeding in de eerste maand. In deze 

inmenging van de nationale politiek inzake borstvoeding, was de biomedische benadering 

van borstvoeding het sterkst vertegenwoordigd. In campagnes om borstvoedingscijfers te 

doen toenemen, ligt de nadruk op de gezondheidsvoordelen van moedermelk ten opzichte 

van kunstvoeding. Het is echter onvoldoende bekend welke redenen ten grondslag liggen 

aan de besluitvorming van vrouwen met betrekking tot zuigelingenvoeding. Dit onderzoek 

beoogt om deze redenen inzichtelijk te maken vanuit een ‘emic’ perspectief, dat wil zeggen, 

vanuit het perspectief van de participanten aan het onderzoek zelf. Hiertoe wordt uitgegaan 

van het interpretatief paradigma en wordt theorie gekoppeld aan kwalitatieve empirische 

data. Het doel van het onderzoek is om inzicht te krijgen in de percepties van vrouwen in 

hun besluitvorming om borstvoeding in de eerste maand te stoppen of te continueren, door 

empirische data te verzamelen en te analyseren met verschillende theoretische kaders. 

Algehele onderzoeksvraag
De algehele onderzoeksvraag luidt: ‘Wat zijn de onderliggende redenen van vrouwen om 

borstvoeding in de eerste maand te stoppen of te continueren?’

Theorie en kwalitatieve empirische data
De Hutter-Hennink qualitative research cycle (kwalitatieve onderzoekscyclus) was het 

methodologisch kader, zoals wordt besproken in hoofdstuk 2. Dit model vormt de basis 

voor het cyclische proces van onderzoeksontwerp, dataverzameling en analyse. Data zijn 

verzameld door middel van het afnemen van prepartum en postpartum diepte-interviews 

totdat saturatie werd bereikt. De diepte-interviews werden afgenomen in 2008 en in 2011, 

onder primipare moeders in noord-Nederland, die de intentie hadden om borstvoeding te 
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geven. De eerste dataset bestaat uit de 16 transcripten van diepte-interviews met 8 vrouwen 

met een midden en hoge sociaal-economische status (SES). De tweede dataset bestaat uit de 

10 transcripten van interviews met 5 vrouwen met een lage SES. Het onderzoeksontwerp 

en de dataverzameling waren gebaseerd op de theory of planned behaviour (theorie van 

het beredeneerd gedrag) als het deductieve theoretisch kader. Daarnaast werd het concept 

health literacy (gezondheidsvaardigheid) en de theory of local health care systems (theorie 

van de lokale gezondheidszorgsystemen) gebruikt. Deze theorieën werden toegepast in de 

analyse, naast het gebruik van grounded theory (op empirische data gefundeerde theorie). 

Kenmerkend voor het hele onderzoek is de combinatie van deductief en inductief redeneren. 

Het ref lecteren op de positie als onderzoeker tijdens de dataverzameling was cruciaal in 

het onderzoeksproject. Dit wordt beschreven in het ‘Intermezzo’, dat is geplaatst tussen 

hoofdstuk 4 en hoofdstuk 5 van het proefschrift. 

Theory of planned behaviour
De specifieke onderzoeksvraag: ‘Wat zijn de percepties van vrouwen met betrekking tot 

borstvoeding, gedurende de intentie?’ wordt besproken in hoofdstuk 3. In deze studie 

werd de theory of planned behaviour gebruikt als deductief model. Volgens deze theorie 

is gedragsintentie een sterke voorspeller voor het werkelijke gedrag. Er werden vijf thema’s 

gevonden: borstvoeding in combinatie met werk, het leren van borstvoeding, zaken 

regelen voor de bevalling, ref lecteren op de intentie, het moeder worden. Gedurende de 

lange periode van de intentie, blikten de vrouwen wel vooruit op het geven borstvoeding, 

maar waren ze erg voorzichtig in het uitspreken van hun plannen. Ze voelden dat ze eerst 

zouden moeten bevallen, een biologische en emotionele gebeurtenis die in onze analyse als 

het meest inductieve concept naar voren kwam: het moeder worden. Hoewel de vrouwen 

toegang hadden tot informatie over borstvoeding, hielden ze zich in het algemeen niet bezig 

met het vooraf leren van borstvoeding. Ze vonden dat borstvoeding iets natuurlijks is. In de 

meeste gevallen was men afhankelijk van de zorg van een kraamzorgverlener. De vrouwen 

regelden vooraf veel zaken met betrekking tot de bevalling, maar niet voor borstvoeding. 

Wanneer het gaat om borstvoeding, is de periode van de intentie relatief lang. Lage 

borstvoedingscijfers leiden vaak tot de aanbeveling om de voorlichting over borstvoeding te 

intensiveren. Echter, bij het doen van aanbevelingen is het van belang om te beseffen dat het 

geven van borstvoeding niet automatisch volgt op de intentie van vrouwen. 
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Health literacy
De specifieke onderzoeksvraag: ‘Kan het concept health literacy en de niveaus hierin worden 

gebruikt om inzicht te krijgen in de besluitvorming van vrouwen omtrent borstvoeding?’ 

wordt besproken in hoofdstuk 4. In deze studie werd het concept health literacy gebruikt 

als ‘sensitising concept’ (‘attenderend begrip’) in de analyse. Health literacy verwijst naar de 

vaardigheden van mensen om informatie over gezondheid te verwerven, te verwerken en te 

begrijpen om daarmee besluiten te nemen die hun gezondheid aangaan. Er zijn drie niveaus 

van health literacy (zoals verwoord door Nutbeam): fundamentele, interactieve en kritische 

health literacy. In de beschrijving van vier cases wordt geïllustreerd dat fundamentele, 

interactieve en kritische health literacy te onderscheiden is in de besluitvorming van 

de vrouwen die deelnamen aan de studie. Echte, een progressie van functionele naar 

interactieve naar kritische health literacy werd niet bij alle vrouwen gevonden. Vrouwen die 

de borstvoeding stopten waren niet per definitie vrouwen met een lage health literacy, en 

vrouwen die de borstvoeding continueerden hadden niet noodzakelijkerwijs een hoge health 

literacy. Van vrouwen wordt verwacht dat ze kritisch zijn ten aanzien van hun gezondheid, 

en hun eigen beslissingen nemen om sturing te geven aan hun leven, maar tevens wordt 

van hen verwacht dat zij zich houden aan de aanbevelingen om borstvoeding voor langere 

tijd te geven. Deze discrepantie vraagt om een zorgvuldige overweging van de adviezen met 

betrekking tot borstvoeding door de zorgprofessionals en een nuancering in het gebruik 

van het concept health literacy. 

Theory of local health care systems
De specifieke onderzoeksvraag: ‘Welke bronnen gebruiken vrouwen voor hun kennis 

over borstvoeding?’ wordt besproken in hoofdstuk 5. In deze studie werden de data 

van beide datasets geanalyseerd met grounded theory, en met de theory of local health 

care systems van Kleinman als sensitising concept. Volgens deze theorie bestaat een 

lokaal gezondheidszorgsysteem uit een populaire sector, een professionele sector en een 

folk sector. Er werden vijf inductieve thema’s geïdentificeerd: de voor- en nadelen van 

borstvoeding, hoe borstvoeding werkt, de praktijk van borstvoeding geven, kolven, en 

kunstvoeding. De vrouwen in onze studie verkregen hun kennis met betrekking tot deze 

thema’s uit verschillende sectoren van het lokale gezondheidszorgsysteem. Deze sectoren 

zijn de populaire sector, de professionele sector, en de natuur, inclusief de eigen intuïtie 

als moeder. De populaire sector omvat bekende personen in de nabije sociale omgeving 

van de vrouwen, evenals anonieme anderen. Het uitwisselen van kennis in de populaire 

sector was beperkt, en soms overheersten vooroordelen. De vrouwen wilden graag op hun 

intuïtie als moeder kunnen vertrouwen, met name wanneer zij hierin werden erkend door 
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de professionals. Er is een potentieel aan kennis over borstvoeding in de niet-professionele 

sectoren, dat wil zeggen, de populaire sector, een eventuele folk sector, en de natuur, 

inclusief de intuïtie van vrouwen, dat niet volledig wordt benut. Deze sectoren dienen ook 

te worden betrokken bij de zorgverlening en kennisoverdracht door professionals, om bij 

te dragen aan een ondersteunende omgeving voor vrouwen die borstvoeding willen geven. 

Synthesis
Hoofdstuk 6 geeft weer wat dit onderzoeksproject bijdraagt. De specifieke toepassing van 

de Hutter-Hennink qualitative research cycle heeft tot drie verschillende soorten analyse 

geleid. Het model was eerder nog niet op deze wijze toegepast. Het onderzoek laat het 

grote belang van het interpretatief paradigma zien om zicht te krijgen op besluitvorming 

in borstvoeding. Door de nadruk te leggen op de gezondheidsvoordelen van borstvoeding, 

is het biomedische paradigma dominant, en wordt voorbijgegaan aan de percepties van 

vrouwen. Het onderzoeksproject zelf wordt gekenmerkt door een paradigma verschuiving, 

hetgeen duidelijk wordt in het gebruik van de verschillende theorieën. In het Nederlandse 

debat over borstvoeding was het biomedisch paradigma leidend, en in de loop van ons 

onderzoek met empirische data en theorie, hebben we laten zien dat de besluitvorming van 

vrouwen alleen begrepen kan worden wanneer men bereid is om borstvoeding niet alleen 

vanuit dit biomedisch paradigma, maar eveneens - via een ‘public health’ paradigma en een 

sociaal-wetenschappelijk paradigma - vanuit een interpretatief paradigma te beschouwen. 

Het verkrijgen van inzicht in de percepties van vrouwen in hun besluitvorming vanuit een 

‘emic’ perspectief, zal een verandering in het borstvoedingsdebat vereisen. 

Implicaties en aanbevelingen
Implicaties van het onderzoek zijn dat leren, informatie en kennis over borstvoeding 

weer gekoppeld dienen te worden aan de impact van het moederschap. Het geven van 

borstvoeding moet worden beschouwd als een proces en niet alleen als een product dat kan 

worden uitgedrukt in borstvoedingscijfers. Een aanbeveling vanuit dit onderzoek is dat de 

voorlichting over borstvoeding niet gescheiden wordt van voorlichting over moederschap. 

Het is belangrijk dat vrouwen de mogelijkheid hebben om geïnformeerde keuzes te maken 

op basis van informatiebronnen vanuit verschillende sectoren, inclusief de eigen intuïtie. 

Zij dienen hierin te worden ondersteund door zorgprofessionals die de vaardigheid hebben 

om te luisteren naar dit perspectief van vrouwen zelf. 
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When I started my PhD project, the timing did not seem very sensible. I was 
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organisation in order to start his own practice. We had a lively, growing family with four 
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would never start anything. 

This thesis is the result of my research project. But at the same time, it is also the 

result of a journey through many people’s lives. 

It all began when I was expecting my first baby. I intended to start breastfeeding, 

because I felt this was the obvious and most natural choice. When my daughter Sanna 

was born, while my feelings about this were indeed very natural, I had no idea what I was 

supposed to do, and my mother wasn’t there to support me. Many things had to be arranged, 

and I had a lot on my mind. Fortunately, Sanna was healthy and she knew exactly what to do. 

Nine years earlier I had done my first anthropological fieldwork in a West African 

village, and I kept thinking about the women I met there. What about these women? It 

had seemed as if they all knew what to do. Was this because they had no choice, and was 

breastfeeding a matter of survival? But why was I struggling now? For me it was not about 

survival – I had access to good health care, and also formula if necessary, which could be 

used in hygienic conditions. Or was this the price I had to pay for being a well-educated 

woman in a ‘developed’ society: I was in charge of my own life (at least to a certain extent), 

and could rely on my own intuition as long as it served the purpose, and at the same time I 

had access to high-quality health care and medical science. 

And, what about my sister Sybrit? She always managed to get every newborn lamb 

to start nursing, even after a complicated delivery or when the mother didn’t want to accept 

it. In nine out of ten cases, her patience paid off. So when she had her first child, why 

wasn’t she able to start breastfeeding herself and did she end up having to use formula? 

Just because of a maternity assistant who had mistakenly told her that latching on would be 

pointless because there wouldn’t be any milk during the first few days? 

With my experiences as a mother, as a farmers’ daughter, as an anthropologist, 

as a lecturer, and as an academic, I found myself in the middle of a national breastfeeding 

debate in the Netherlands in 2008. This debate provided the impetus for this thesis. 

While this debate was going on, I met Prof. dr. ir. Hinke Haisma, who introduced 

me to her research on breastfeeding in Brazil. She had conducted research from a 
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physiological and nutritional perspective, and had gradually become fascinated by the 

mothers’ experiences and stories. Hinke and I started talking, and we’ve never stopped. 

Meeting Hinke made me realise I wanted to do research again like I’d done in the past with 

Tanja, who was a fellow student at the time and also became a kindred spirit because of 
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Hinke, my supervisor and PhD advisor, it’s wonderful to be your first PhD 

candidate. You have been the engine behind the research project the whole time, and you’ve 

always supported me, even when I was complaining. We’ve also discussed many other 

subjects and become friends. I really don’t think there’s anything we haven’t talked about … 

I’ve never met anyone who was so easy to be friends with, and who was my supervisor at the 

same time. You’re really good at this!
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Thank you, Tanja. What can I say. Sharing a hut in Perai for four months, we had 

a fabulous time, and in the end got really good at carrying those buckets on our heads ‘first 

thing in the morning’. And especially all of that ‘just sit and wait’. Later, in Igombe, the 
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about?’ Wilma and Ditty, you were always somewhat critical of the idea of ‘doing research’ 

in general, which kept me on my toes! Rianne, your incredible stories about the department 

were so touching, and as a result, very inspiring. Beppie, you knew I would do this one 
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always came first. You’ve been like real parents, and also grandparents, to them.

Marjo and Sybrit, everyone would want to have sisters like you. I’ve always felt your 

support. Marjo, thank you for your translations, especially the quotes, and the last-minute 

corrections. Sybrit, you always thought along with me, and often surprised me by your 

particular way of asking questions. We have such good times together, the three of us, and 

because of this we keep the memories of Papa and Mama alive. You are the carriers of my 

past, and therefore also of today and the future. 

You, Jan. Thank you for sharing your life with me and for letting me share my life 

with you. You have a tremendous capacity for letting the people around you know they are seen. 

I still don’t understand how you do it, but you do, all the time. Thank you for being a real family 

man and for being willing, after your loss, to do it all over again, the whole baby business. It’s 

not always easy, but nobody ever said it would be. I love you, and … we’ve planted the fruit trees!

Marcus and Jesse. Thank you for your patience, for your trust, and for putting up 

with my frustration, especially when I was running in circles. It seems like only yesterday 

that you were little boys, and I was alone with you in your home for the first time. Jesse was 

already sitting on my lap and we were reading a storybook together, and Marcus, you were 

hiding behind the glass door. It took you half an hour to overcome your resistance and come 

sit with me. Now you’re my paranymph, which makes me so very happy. 

Sanna and Frouke, you are everything to me. Thank you for your boundless support. 

Sanna, you’ve always held up a mirror for me and you still do, even though you’re probably 

not aware of this yourself. Frouke, I’m sorry that one way or the other you somehow started 

writing your own baby book when you were five years old. It’s rather embarrassing, and I 

wish I’d done it for you, like my mother did for me, like it’s meant to be. I hope it’s some 

kind of consolation that we’re now writing FBMCHEKAX together. 
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Het klinkt niet erg logisch om aan een promotietraject te beginnen in combinatie 

met een drukke baan als docent aan een hogeschool, op het moment dat je echtgenoot 

ontslag neemt bij een grote zorgorganisatie om een eigen praktijk te beginnen, terwijl je een 

dynamisch gezin hebt met vier opgroeiende kinderen waarvan er eentje aan topsport doet. 

Toch is het zo gegaan. Gelukkig weten mensen tevoren niet hoe dingen lopen, anders zou 

men zelden aan iets beginnen.

Dit proefschrift is in de eerste plaats het resultaat van mijn onderzoeksproject. Het is 

daarnaast het resultaat van een reis door het leven van vele mensen.

Het begon allemaal toen ik mijn eerste kind verwachtte. Ik was van plan om borstvoeding 

te geven, omdat dat mij vanzelfsprekend en het meest natuurlijk leek. Toen mijn meisje Sanna 

geboren werd, waren mijn gevoelens inderdaad heel natuurlijk, maar ik had tegelijkertijd geen 

idee wat ik moest doen en er was geen moeder om mij heen om mij van advies te voorzien. Er 

moest een hoop geregeld worden en ik had veel aan mijn hoofd. Gelukkig was Sanna gezond en 

wist zij precies wat te doen.

Ik dacht veel terug aan 9 jaar eerder, toen ik m’n eerste antropologische veldwerk deed 

in een dorp in West Afrika. Ik bleef maar denken aan de vrouwen daar. Hoe zat dat, het leek 

destijds of zij precies wisten wat ze moesten doen. Of kwam dat doordat ze geen keus hadden, 

omdat het geven van borstvoeding aan hun kind een kwestie van overleven was? Waarom was ik 

zo aan het worstelen, terwijl het bij mij helemaal niet over overleven ging, met goede zorg om mij 

heen, eventueel goede kwaliteit kunstvoeding te verkrijgen in de eerste de beste winkel en onder 

hygiënische omstandigheden te gebruiken. Of, was dat de prijs die ik moest betalen voor het 

leven in een ‘ontwikkelde’ samenleving, als hoogopgeleide vrouw met controle over haar eigen 

leven, althans tot op bepaalde hoogte. Mogen vertrouwen op de eigen intuïtie, zolang dat voldoet, 

en waar nodig meteen kunnen overstappen op hoogontwikkelde zorg en medische wetenschap?

En, hoe zat dat dan met mijn zus Sybrit, die altijd de lammeren die te vroeg geboren of 

verstoten waren, toch aan het drinken kreeg bij het moederschaap of een andere beschikbare 

ooi? In al haar geduld lukte dat haar 9 van de 10 keer. Waarom lukte het haar niet om zelf 

borstvoeding te geven aan haar eerste kind, en moest ze overgaan op kunstvoeding? Alleen maar 

vanwege een kraamhulp die ten onrechte had gezegd dat aanleggen geen zin had omdat er de 

eerste dagen toch nog geen melk was?

Met deze ervaringen als moeder, als boerendochter, als antropoloog, als docent en als 

academica, verzeilde ik in 2008 in een nationaal debat over borstvoeding in Nederland. Het 

bleek later de aanzet tot dit proefschrift te zijn geweest.

Terwijl dit debat gaande was, ontmoette ik Prof. dr. ir. Hinke Haisma. Zij introduceerde 
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me in haar onderzoek naar borstvoeding in Brazilië. Ze was naast de fysiologische en 

voedingskundige insteek van haar onderzoek, gefascineerd geraakt door de ervaringen en verhalen 

van de moeders. Hinke en ik raakten aan de praat en zijn daar niet meer mee opgehouden. Door 

de ontmoeting met Hinke besefte ik dat ik terugverlangde naar het doen van onderzoek, zoals 

destijds met Tanja, studiegenoot, en zielsverwant door de gedeelde onvergetelijke ervaringen 

als onderzoeker. Ik had heimwee naar het veldwerk in Afrika, participerende observatie, met 

de mensen mee het land in, het water op, interviews afnemen, een theorie kiezen en tot op de 

bodem uitpluizen, volledig verdwalen in een totaal andere cultuur en jezelf zien te hervinden 

en je tenslotte helemaal thuis voelen. 

Samen met Hinke zocht ik contact met Prof. dr. Cees van der Schans, de lector 

van het lectoraat Healthy Ageing, Allied Health Care and Nursing, van de Academie voor 

Gezondheidsstudies aan de Hanzehogeschool te Groningen. En, Cees schonk me zijn vertrouwen. 

Ik begon aan mijn onderzoek en kon deelnemen aan een scholing kwalitatief onderzoek voor een 

groep onderzoekers van het lectoraat. Deze scholing werd verzorgd door Prof. dr. Inge Hutter en 

Dr. Ajay Bailey van de afdeling Demografie van de Faculteit Ruimtelijke Wetenschappen aan de 

Rijksuniversiteit Groningen. In dezelfde periode kreeg Hinke bij deze afdeling een aanstelling. 

Ik kon met mijn onderzoek met haar meeverhuizen, en Inge en Hinke werden mijn promotores.

Mijn dank gaat uit naar de vele mensen die op welke manier dan ook een bijdrage 

geleverd hebben aan mijn onderzoeksproject.

In de eerst plaats de vrouwen en hun families die ik heb geïnterviewd. Jullie hebben 

je meest intieme ervaringen met mij gedeeld. Het was geweldig om te luisteren naar jullie 

verhalen, verwachtingen, zorgen, geluk en worstelingen. Fantastisch om jullie adressen op de 

meest uiteenlopende plekken op te zoeken, jullie echtgenoten te ontmoeten en jullie baby’s te 

zien en vast te houden.

Ik bedank de verloskundigen van de praktijken ‘De Vlinder’ te Heerenveen en LEDA 

te Winschoten. Jullie waren absoluut fantastisch in het werven van de vrouwen en het verlenen 

van alle medewerking om de interviews af te kunnen nemen.

Inge, dank dat je mijn promotor wilde zijn. Jij bent zo inspirerend. Door met jou te 

praten zag ik altijd weer dingen waarvan ik niet wist dat ze er waren. Ik kon daardoor steeds 

weer betekenis vinden in mijn data. Het was er gewoon. Het boek van Monique, Ajay en jou, 

het beschreef precies wat ik al deed, alleen wist ik het nog niet. Ook in de periode dat we minder 

afspraken hadden, was het jouw stem op de achtergrond die me toch steeds vergezelde.

Hinke, mijn promotor en daarnaast dagelijks begeleider. Ik vind het geweldig om voor 

jou de eerste promovendus te zijn. Jij bent steeds de motor van het hele project geweest en je hebt 

me telkens weer gesteund, ook als ik liep te klagen. We hebben het daarnaast steeds over van 

alles gehad en zijn vriendinnen geworden. Ja, er is eigenlijk niets dat we niet hebben besproken 

… Ik heb nog nooit eerder iemand ontmoet met wie ik zo vrienden kan zijn die tegelijkertijd mijn 
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supervisor is. Jij bent daar echt goed in!

Met z’n drieën, Inge, Hinke en ik, waren we een prachtig team, en gingen we 

tegelijkertijd door lastige periodes in ons leven. Dat was heel speciaal. Ik dank daarnaast alle 

(oud-) collega’s en medewerkers op de afdeling Demografie, met wie ik een werkplek, een kamer 

of zelfs alleen maar de gang of de kantine heb gedeeld. Ook al kon ik er meestal maar één dag 

per week zijn, ik heb het enorm goed gehad bij jullie! Bedankt!

Hartelijk dank Alice voor het transcriberen, niet altijd het leukste klusje …

Colleen, wat ben jij een fantastische corrector en editor. Vreemd om je niet te kennen, 

maar dat gaat vast snel veranderen …

Bedankt lectoraat Healthy Ageing, Allied Health Care and Nursing, alle onderzoekers 

daar, en met name Cees. De periode dat ik geen enkele zichtbare output leverde, was lastig voor 

ons allebei. Het kostte je soms moeite, maar, je bleef het vertrouwen bewaren. Dat siert je en ik 

wil je er enorm voor bedanken. Judith en Ineke bedankt voor al het geregel! Wolter en Roos, het 

was leuk om met jullie de scholing kwalitatief onderzoek te doen. En Margreet, wat een supertijd 

hadden we op het QHR congres in Vancouver, dat gaan we echt nog eens doen, waar in Canada 

het ook mag zijn!

Opleiding Fysiotherapie, hartelijk bedankt voor deze kans. Management, teamleiding, 

collega’s, kamergenoten - en dat zijn er heel wat geweest - wat een fijn team hebben we toch. Ik 

ben altijd een vreemde eend in de bijt geweest, geen fysiotherapeut, geen medicus, en ook al geen 

kwantitatief onderzoeker. Dank voor jullie collegialiteit en gezelligheid. Marjanne, wat fijn dat 

jij je destijds beschikbaar stelde als pilot voor de eerste interview ronde. Miriam en Paul, jullie 

hebben mij enorm geïnspireerd als wetenschapper en als docent-onderzoeker. Jullie weten veel 

en zijn tegelijkertijd zo goed in staat om te zeggen: ‘dat weet ik niet’. Paul, we zijn een prima 

‘kwant’ en ‘kwal’ team. Ik was heel gelukkig toen je ‘ja’ zei op mijn vraag of je mijn paranimf 

wilde zijn.

Dank je Tanja. Wat kan ik zeggen. In Perai vier maanden een hut delen, wat hebben 

we het mooi gehad, en wat konden we het goed op den duur, die emmer water op ons hoofd, 

‘first thing in the morning’. En al dat ‘just sit and wait’. Later in Igombe, de steen, de vissers, 

het meegaan het Victoriameer op, vissen op Tilapia (en geen Nijlbaars!). Ontdekken dat er niets 

ritueels is aan het verbod op vrouwen aan boord, maar dat het gewoon heel onpraktisch is … 

Dank aan onze begeleiders, maar tegelijkertijd ook mijn excuses aan Dr. van den Breemer omdat 

het artikel er nooit is gekomen dat in 1990 af had gemoeten. Het was gewoon niet in woorden te 

vatten … Speciaal dank aan Prof. dr. Slikkerveer, die ons heeft geïntroduceerd in de wereld van 

de ‘indigenous knowledge’, het was geweldig om met u te werken. Tot twee keer toe ben ik niet 

ingegaan op uw uitnodiging om bij u te promoveren, wat heel idioot klinkt nu ik het opschrijf, 

maar destijds heel logisch was. In 1991 paste het niet in mijn leven en in 2008 kon ik niet naar 

Leiden reizen. Ik wil u enorm bedanken voor uw inspiratie. Ook dank ik Dr. Voorhoeve, de 
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eerste Nederlandse tropen kinderarts. Heel bijzonder dat u mij uw originele documenten hebt 

toevertrouwd.

Mijn vriendinnen. Ik ben de laatste jaren niet zo aardig en belangstellend geweest als 

ik wel had gewild. Als jullie me vroegen voor een wandeling of theater of etentje zei ik vaker 

nee dan ja. Toch bleven jullie me vragen. Jullie bleven steeds loyaal en geïnteresseerd in mijn 

onderzoek, ook al dacht je soms misschien: waar heeft dat mens het over? Wilma, Ditty, jullie 

waren allebei altijd lekker kritisch over het doen van onderzoek in het algemeen. Dat hield me 

goed scherp! Rianne, je verhalen over de afdeling destijds vond ik meesterlijk, ontroerend, en 

daarmee heel inspirerend. Beppie, jij wist al veel eerder dan ikzelf dat ik dit ging doen, was het 

niet in juni 2007 in Riga? Trijntje, ik hang aan je lippen als je vertelt over je werk met de moeders 

in je wijk. En ja, wat moet het leven geleefd worden …

Speciale dank aan Trienke, en ook Sjouke. Bij jullie kwamen de kinderen altijd op de 

eerste plaats. Jullie zijn als echte ouders maar ook als de opa en oma voor ze geweest.

Marjo en Sybrit. Een ieder zou zich zulke zussen wensen. Ik heb mij door jullie altijd 

gesteund gevoeld. Marjo, dank voor het vertaalwerk, met name de citaten, en de last-minute 

correcties. Sybrit, jij dacht altijd mee en stelde vaak op de voor jou zo kenmerkende manier 

verrassende vragen. Doordat wij drieën het zo goed hebben samen, kunnen we met elkaar de 

herinneringen aan papa en mama bewaren. Jullie zijn de dragers van mijn verleden, en daarmee 

ook van mijn heden en mijn toekomst.

Jij, Jan. Dank dat jij je leven met mij wilt delen en me mijn leven met jou laat delen. Jij 

bezit het grandioze vermogen om mensen in jouw omgeving méér zichzelf te laten zijn. Hoe je 

het doet begrijp ik nog steeds niet, maar zo doe je dat, telkens weer. Dank dat je een echte family-

man bent en dat je, na je verlies, het allemaal nog eens opnieuw wilde, dat hele baby-gedoe. We 

maken het elkaar niet altijd makkelijk, maar, niemand had gezegd dat het eenvoudig zou zijn. 

Ik hou van je, en … de fruitbomen staan er!

Marcus en Jesse. Dank voor jullie geduld, het vertrouwen, en het verdragen van mijn 

frustratie als ik weer eens vastliep in m’n eigen gedraai. Ik herinner me als de dag van gisteren 

hoe ik voor het eerst alleen met jullie als kleuters in huis was. Jesse zat al lang op schoot met 

een boekje, en Marcus, jij had je verstopt achter de glazen deur. Het kostte je een half uur om 

je er overheen te zetten en bij me te komen zitten. Nu ben je mijn paranimf, waar ik enorm 

gelukkig van word.

Sanna en Frouke. Jullie zijn alles voor me. Bedankt voor jullie steun, telkens weer! 

Sanna, je hebt mij altijd een spiegel voorgehouden en dat doe je nog steeds, ook al ben je je daar 

zelf misschien niet van bewust. Sorry Frouke dat jij toen je 5 was op de een of andere manier 

bent begonnen om zelf je eigen baby-boek te schrijven. Het is nogal gênant en ik mocht willen 

dat ik dat voor jou had gedaan, zoals mijn moeder voor mij heeft gedaan, en zoals het is bedoeld. 

Een troostrijke gedachte misschien: nu schrijven we samen FBMCHEKAX. 
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as a second language, literacy, and basic skills to Dutch and immigrant groups. Later she 

continued teaching in intermediate vocational education and in higher education at the 

Hanze University of Applied Science Groningen, School of Health, Department of Physical 

Therapy. Here she was teaching communicational skills and internship skills. Subsequently 

she became a lecturer in scientific training and graduation assignment and she still works 

in that capacity now. In 2008 she started her PhD at the research group of Prof. dr. C.P. van 

der Schans, supervised by Prof. dr. I. Hutter and Prof. dr. ir. H.H. Haisma at the Faculty of 

Spatial Sciences, Department of Demography at the University of Groningen. At the same 

time she developed the curriculum for qualitative research methods which is taken by all 

physical therapy students in their third year of study. She has a family of 4, and in her free 

time she is coaching athletes’ trainers, and practises horse-riding. 
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Curriculum vitae

 

Alberta Tonnise (Bettie) Oosterhoff werd geboren op 18 augustus 1963 te Groningen. Nadat 

ze in 1981 het Atheneum had afgerond, behaalde ze haar diploma Pedagogische Academie 

in 1984. Hierna begon zij de studie Culturele Antropologie aan de Rijksuniversiteit te 

Groningen. Na haar propedeuse vervolgde zij deze studie aan de Katholieke Universiteit 

te Nijmegen. Ze volgde een aantal vakken aan de Rijksuniversiteit te Leiden en verhuisde 

vervolgens naar Londen waar zij haar studie voortzette aan de School of Oriental and 

African Studies. In 1989 deed zij veldwerk naar dierlijke tractie en arbeidsverdeling in Oost-

Gambia. In 1990 deed zij nabij Mwanza, Tanzania, veldwerk naar de sociaal-economische 

gevolgen van de introductie van Nijlbaars in het Victoriameer. Nadat zij in 1991 haar 

doctoraal had behaald, werkte zij in het onderwijs in diverse sectoren: basisonderwijs, 

speciaal onderwijs (LOM) en voortgezet speciaal onderwijs (VSO). Van 1992-1994 deed 

zij de opleiding docent basiseducatie voor volwassenen, en werkte aan instellingen voor 

volwasseneneducatie in de provincie Groningen. Ze verzorgde de onderdelen Nederlands 

als tweede taal, alfabetisering, en basisvaardigheden voor laagopgeleide volwassen 

autochtonen en allochtonen. Vervolgens gaf ze les in het middelbaar beroepsonderwijs 

en later aan de Hanzehogeschool te Groningen, Academie voor Gezondheidsstudies, 

opleiding Fysiotherapie. Daar verzorgde ze het vakgebied gedrag en communicatie, en 

de onderdelen studieloopbaan- en stagebegeleiding. Later werkte zij, tot op heden, in de 

leerlijn wetenschappelijke vorming en afstudeeropdrachtbegeleiding. In 2008 begon 

zij haar promotieonderzoek aan het lectoraat van Prof. dr. C.P. van der Schans, onder 

begeleiding van Prof. dr. I. Hutter en Prof. dr. ir. H.H. Haisma van de Faculteit Ruimtelijke 

Wetenschappen, afdeling Demografie, Rijksuniversiteit te Groningen. Tegelijkertijd heeft 

ze binnen het curriculum fysiotherapie het onderdeel kwalitatief onderzoek opgezet. Alle 

derdejaars studenten doen in hun specialisatie een kwalitatief onderzoek. Bettie heeft een 

gezin met 4 kinderen en in haar vrije tijd coacht zij de trainers bij een sportvereniging en 

rijdt ze paard. 
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