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Abstract

Little is known about the infant feeding experiences of refugees residing in the UK. To enable successful health
promotion for this population, such experiences must be understood. The study aimed to gain an understanding
of infant feeding practices among a group of UK-based refugee mothers. Objectives were to explore mothers’
perceptions and influences of infant feeding practices, to explore challenges faced by mothers in feeding their
infants and to identify concerns and experiences of health care professionals with regard to caring for them.
Fifteen semi-structured interviews and two focus group discussions with refugee mothers and five semi-
structured interviews with health care providers were conducted in 2012. A framework approach was used to
identify main themes. Overall mothers were dissatisfied with their infant feeding outcomes. A preference to
exclusively breastfeed was often not achieved. Most resorted to using formula feed, perceiving that this was
primarily due to a lack of support. Mothers who were positive to human immunodeficiency virus followed the
UK guidelines of exclusively formula feeding for 6 months, but struggled with guilt of not being able to
breastfeed. All mothers unable to exclusively breastfeed experienced a sense of loss. Lack of wider support
services coupled with complex lifestyles appeared to create challenges in providing infant feeding support. The
results highlight a need for an intensified response to facilitate these mothers to maintain their preferred infant
feeding choices, or when required, to support them in the adoption of a new method. Using experienced
refugee mothers to guide newer mothers, and integrating health and social care, would be positive starting
points.
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Introduction

Worldwide breastfeeding has long been recognised
as the best way of ensuring a healthy start in child-
hood. Compelling evidence highlights the associa-
tion of breastfeeding with a reduced risk of many
diseases for infants and mothers (World Health
Organization 2003; IP et al. 2007). Furthermore, in
developed countries, the increased incidence of

illness associated with low rates of breastfeeding has
a significant cost to health services (Dyson et al.
2006; Renfrew et al. 2012). The UK Department for
Health has acknowledged the positive effect upon
public health which could be gained by increasing
breastfeeding rates, including financial implica-
tions and the long-term impact on the health of the
population (Griffiths et al. 2005; Ingram et al.
2008).
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Yet breastfeeding practices remain as precarious as
they are powerful. Recent figures estimate that
despite the overwhelming health benefits and cost
savings of breastfeeding, rates in the UK are among
the lowest in the world (IFS 2011; Bolling et al. 2007).
The lowest rates of breastfeeding are in those
from the lowest socio-economic groups, adding to
inequalities in health and contributing to the perpet-
ual cycle of deprivation (IFS 2011). Realistic alterna-
tives exist and often women choose to formula feed
(Taylor et al. 2010). Many British mothers regard
formula feeding as more practical, less burdensome
and more socially acceptable than breastfeeding
(Erskine et al. 2010; Hoddinott et al. 2012).

Asylum seekers and refugees1 residing in the UK
are generally classed as being the most severely socio-
economically deprived population (Refugee Council
2006), but in contrast to the impoverished white
British population, the vast majority of this group
originates from countries where breastfeeding is the
accepted norm, indeed with limited access to clean
water and sanitation it is often the only option (World
Health Organization 2009).

Notwithstanding the high numbers of asylum
seekers and refugees in the North West of England,
initiation and continuation rates of breastfeeding are
lower in Liverpool and Manchester than the national

averages (Berridge et al. 2004). The UK Infant
Feeding Survey does not differentiate between
women born in the UK and those born elsewhere,
and hence breastfeeding rates and other socio-
demographic patterns of infant feeding for refugee
mothers are not available. Furthermore, despite the
growing numbers of refugees in the UK, and the well-
documented low breastfeeding rates within lower
socio-economic groups, there is a gap in the literature
about the infant feeding practices (IFPs) and influ-
ences on IFPs of this vulnerable group. There is also a
dearth of research pertaining to the experiences of
health care professionals (HCPs) in supporting
refugee mothers with IFPs.

The gathering momentum of interest regarding
infant feeding over the last two decades has predomi-
nantly focused on the safety, cost-effectiveness and
child health outcomes of a given strategy, as well as
the socio-demographic variables associated with IFPs.
Less consideration has been given to the personal and
socio-cultural implications of such practices, and to
why mothers adopt a particular method of feeding. Of
the research that does explore the complex motives
for IFPs, most is centred on the behaviour and experi-
ences of white British mothers, with little considera-
tion given to women of ethnic minority, and even less
to those dealing with the complexities of poverty and
refugee status.

Little is known about the IFPs of refugee women,
but for successful health promotion within this com-
munity, their experiences must first be understood.
In resource poor settings, evidence suggests that
adherence to the World Health Organization (WHO)
Infant Feeding Guidelines has shown better
responses when the voices and socio-cultural back-
grounds of the mothers have first been considered

1The term ‘asylum seeker’ is used for a person who has lodged an

asylum claim with the Home Office and is awaiting a decision.

Refugee status is gained when the application for asylum has

been accepted and the individual then has to leave to remain in

the UK for 4 years (Heptinstall et al. 2004). For the purposes of

this study, the term refugee will be used synonymously to include

both asylum seeker and refugee.

Key messages

• Refugee mothers in this study aspire to breastfeed, but many struggle with the realities of this.
• A sense of loss is felt by those who do not achieve their desired feeding outcomes.
• Refugee mothers who were positive to human immunodeficiency virus experience a sense of guilt at not being

able to breastfeed and struggled with the cost of formula feed.
• Peer support would be beneficial for helping refugee mothers throughout infant feeding.
• Integrating health and social care would be beneficial in decreasing the burden for health care professionals and

enhancing support for these mothers.
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(Doherty et al. 2011). This has enabled context-
specific approaches to be taken and promoted
informed choice wherever possible (Desclaux &
Alfieri 2009).

This study aims to explore an unmet need in under-
standing the issues surrounding IFPs of refugee
mothers through investigating the beliefs and behav-
iours relating to IFPs of a small sample of refugee
women in the North West of England and the experi-
ences of HCPs in helping these women to reach the
best outcomes for themselves and their infants.
Understanding the issues relating to IFPs for refugee
mothers can be used to inform the planning and
implementation of inclusive and appropriate services
delivered.

Materials and methods

Design

A qualitative methodology, comprising focus group
discussions (FGDs) and semi-structured interviews
(SSIs), was used to enable direct engagement with the
participants and thereby to facilitate an effective
exploration of women’s attitudes and beliefs with
regard to their IFPs, and an understanding of the
perceptions and concerns of their HCPs.

Participants

Refugee mothers who resided in Liverpool or Man-
chester, had a child born in the UK in the last 4 years
or were at least 6 months pregnant were purposively
selected. These categories were designed in order to
recruit women who were preparing to or had already
encountered IFPs in the UK over the last few years.
Given the vulnerability and accessibility of the
(refugee) population of interest, the categories were
necessarily broad in order to reach saturation on key
objectives and to enable sufficient diversity of this
heterogeneous group. Women who were positive to
human immunodeficiency virus (HIV) were recruited
as a large proportion of refugees in the North West
are black African and this group is disproportionately
affected with HIV compared with other ethnic minor-
ity groups in the UK.The feeding experiences of these

mothers have not been widely reported and their
inclusion was therefore felt to add an important
dimension to the study.

The researcher attended meetings of community-
based groups offering support, advice and social
contact for refugee women. This allowed an opportu-
nity for familiarisation with the women, a chance to
gain some insight into their circumstances and explain
the study and invite their participation.

HCPs who were involved in maternal health
(health visitors and midwives), had regular contact
(weekly or more) with refugee women and had
worked with them for at least 6 months were selected.
A snowballing sampling approach was used to iden-
tify the HCPs; initial identification of participants was
facilitated by the primary care trust (PCT), and those
recruited were asked to identify other suitable profes-
sionals. Although the number of HCPs recruited did
not meet the initial target, it was still possible to
obtain data saturation on the major themes from the
sample obtained.

Data collection methods

SSIs with refugee women and HCPs

Qualitative interviews facilitate key issues to be
explored and give an opportunity to seek in-depth
understanding of the meaning participants give to
their experiences (Legard et al. 2003). This technique
permitted detailed discussion about the feeding strat-
egy a mother was using and what had influenced her
decisions. For the HCPs, detailed discussion about
their unique experiences of working with refugee
women in a maternal health setting was enabled.

FGDs with refugee women

The key feature of the FGD is the interaction and
generation of discussion between participants
(Kitzinger 2006). Two FGDs were conducted with
refugee women, each lasting approximately 1 h and
providing an important social context to the topic.
The diversity of information generated facilitated dis-
cussion of issues that may not have otherwise been
considered by the researcher (Rupenthal et al. 2005),
which helped to inform future interviews.
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The topic guides, developed in collaboration with
key managers in Liverpool PCT, covered areas such
as UK feeding experiences compared with experi-
ences elsewhere, knowledge and awareness of UK
feeding recommendations, difficulties encountered
with infant feeding methods and where help is sought
(See Supporting Information Appendixes S1–S3 for
the topic guides used).

All SSIs and FGDs were conducted in English by
the first author, a female British student with a
nursing background. Each interaction was held at a
location deemed acceptable and convenient by the
participant and suitable by the researcher. For the
HCPs, this was a private office/clinic at their work-
place, and for the refugee women, a private room or
discrete area at the support venue they were attend-
ing (such as community centre or church hall). Dia-
logue was recorded using a digital Dictaphone
(Personal equipment: Philips voice tracer 3400) fol-
lowing permission from each participant. Informed
consent was obtained from each participant prior to
starting the interviews and discussions.

Data analysis

Data were analysed by the first author using a frame-
work approach, facilitating rigorous and transparent
analysis (Ritchie et al. 2003). The transcripts were
read to identify emerging themes; a coding frame-
work was developed based on these themes and all
transcripts were coded with this framework. Charts
were created for all themes, and these charts were
used to describe similar and divergent perceptions,
develop explanations and find associations between
them.

Liverpool School of Tropical Medicine Research
Ethics Committee granted ethical approval for the
study. The International Procurement Research
Group (Mersey Deanery) and the Central Manches-
ter University Hospitals NHS Foundation Trust
(CMFT) Research and Innovation team also formally
approved the study.

Results

A total of 30 mothers from 19 countries, and five
maternal HCPs were recruited.The mothers were not

asked to divulge personal information about their
health or asylum status, although some raised these
issues of their own accord.The women who were HIV
positive had been identified as such by the agencies
they were attending. The rest of the mothers were not
known to HIV support services, gave no indication of
a positive HIV status in their interviews and were
therefore presumed to be HIV negative. The codes
and characteristics of each mother and codes and job
title of each HCP are given in Table 1.

The themes and subthemes that emerged were cat-
egorised in order to capture the women’s experiences
of infant feeding as well as the experiences of their
care providers, as illustrated in Table 2.

Infant feeding trends

All mothers were asked about the infant feeding
strategy used for their most recent child. Of the 19
HIV-negative mothers, all had initiated breastfeeding
of their newborn. Six mothers continued to exclu-
sively breastfeed for 6 months (or were still exclu-
sively breastfeeding at the time of interview), seven
mixed fed (breastfeeding and formula feeding) and
two started using formula feed within the first week
and did not breastfeed again. All of the HIV-positive
mothers had exclusively formula fed their UK-born
infants for 6 months.

HCPs’ views were similar to those of the mothers.
They reported that the most HIV-negative mothers
will attempt to breastfeed, and the vast majority of
mothers with HIV will exclusively formula feed.

Awareness of feeding guidelines for HIV-positive
mothers

The HIV-positive mothers reported that their deci-
sions to formula feed resulted from the advice given
by their HCPs. They all understood that by formula
feeding they were avoiding the possible transmission
of the virus to their babies through breast milk. This
potential risk appeared to motivate them to adhere to
the recommendations, although each HIV-positive
mother expressed regret that they could not
breastfeed.

E. Hufton and J. Raven4
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The HCPs echoed the responses given by the
mothers that UK guidelines are adhered to and
breastfeeding is largely avoided in mothers with
HIV.

However, a thread of perplexity was noted among
the mothers as a result of recent speculation in the
media that feeding guidelines may be revised in the
future to enable HIV-positive mothers to breastfeed.

Mother 1: I don’t know about now, but they say if your viral

load is undetectable, you can breastfeed?

Mother 2: But is it safe?

Mother 3:There’s an article, I can’t remember where I saw it,

they are saying something like, no, they are not saying ‘yet’,

you know, they are now saying it’s really good that HIV

mums should now breastfeed and they came up with very

convincing things.

Mother 1: I think that is also misleading because, you know

for someone who don’t have access to like, what we are

doing here, they will think I will just go ahead and

breastfeed. (FGD.2)

Similarities and differences between the IFP
adopted in the UK compared with previous strategies

Table 1. Characteristics and codes of study participant

Participant
code

Country of origin Length of time
in the UK

Parity Husband/
partner in UK

IFP of most recent child

SSI with
mothers

R.1 South Africa 7 years 2 No Exclusive FF (6 months)
R.2 Ghana 5 years 2 No Both BF and FF (6 months)
R.3 Syria 3 years 3 Yes Exclusive BF (6 months)
R.4 Nigeria 2 years 3 Yes Exclusive BF (ongoing)
R.5 Zambia 3 years 1 No Both BF and FF (6 months)
R.6 Armenia 2 years 3 Yes Exclusive BF (6 months)
R.7 Iran 3 years 1 Yes Exclusive BF (2 months) then

only FF
R.8 Gambia 2 years 2 No Both BF and FF (6 months)
R.9 Nigeria 10 years 1 No Both BF and FF (6 months)
R.10 Pakistan 15 years 4 No Mainly BF (3 months) then

only FF
R.11 Pakistan 20 years 4 No Initiated BF then only FF
R.12 Nigeria 7 years 1 No Exclusively BF (6 months)
R.13 Malawi 4 years 1 No Mostly BF (3 months) then

only FF
R.14 Guinea 3 years 1 (+pregnant) No Exclusively FF (6 months)

FGD.1 R.15 Somalia 9 years 0 (pregnant) No N/A (wants to BF)
R.16 Somalia 7 months 1 No Initiated BF then mainly FF
R.17 Somalia 6 years 2 No Exclusively BF (4 months)

then BF and FF
R.18 Yemen 11 months 0 (pregnant) Yes N/A (wants to BF)
R.19 Somalia 7 years 8 Yes Exclusively BF (6 months)

FGD.2 R.20–R.30 Nigeria × 2, Malawi × 2,
Angola, Cameroon, Gabon,
Togo, Uganda, Zimbabwe,
South Africa

1–8 years All have at
least 1
child (<4
years old)

Majority
No

All exclusively FF

SSI with
HCP

P.1 Community midwife
P.2 Midwife specialist
P.3 Social inclusion specialist health visitor
P.4 Social inclusion health visitor assistant
P.5 Community midwife

BF, breastfed; FF, formula fed; FGD, focus group discussion; HCP, health care professional; IFP, infant feeding practice; SSI, semi-structured
interview.
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used were widely discussed among HIV-positive
mothers. Notably, mothers who had hitherto raised
infants in Africa had all breastfed mainly because
their HIV status was not then known.

Views on feeding methods

When asked for their views about IFPs, all mothers
primarily discussed the advantages of breastfeeding.

Health-related benefits of breastfeeding

All mothers recognised the health benefits for the
infant associated with breastfeeding. Words such as
‘natural’, ‘good’ and ‘better’ were commonly used in
relation to breast milk and its comparison to formula
milk. The majority opinion was that breastfeeding
results in a strong child with good immunity.

My sister in law, she’s give breast milk and baby’s so health,

so healthy! She’s grown early teeth, walking, everything is

fast. . . . Breast milk is too good for kids. (R.10)

If I have the chance to do it, I will give my child, my baby, six

months [breast milk], that’s fantastic because they will have

strong bones, have strong everything. (R.9)

Creating a bond with the baby

Another perceived advantage of breastfeeding,
expressed solely by HIV-positive mothers, was the
bond created between the mother and her infant.
These mothers expressed a sense of disappointment
at not being able to create the same closeness to their
infants as breastfeeding mothers.

So you feel all that, like the kid wont love you back, you

know, that’s what they put in our head.When you breastfeed,

you know, even here you saw, you see it on the advertising on

the TV, if you want to bond quicker with your child

breastfeed and all those things. (R.14)

Feeding influences

Several influences were reported by the women: cul-
tural and religious traditions were the most common
influence; observed behaviours and expectations of
family and friends; and having a named HCP and
attending a peer support group.

Religious influences and cultural traditions

The majority of women referred to the breastfeed
norms that existed within their countries of origin.

You know in our religion it says we have to feed the baby in

breastfeeding, up to two years. (R.15)

Back home, that’s all they do, they only breastfeed. They

only breastfeed, they don’t give milk. (R.8)

Women often referred to the behaviours they had
observed among their friends and family ‘back
home’, and in particular to the ways in which their
own mothers had fed them. Mothers and mothers-
in-law were considered to be particularly encourag-
ing of breastfeeding, even without their physical
presence.

My mum, she would make sure that she called every time

and say; how many times are you breastfeeding in a day? At

Table 2. Overview of the main themes and subthemes

Main theme Subtheme

Infant feeding trends
Awareness of infant feeding

guidelines (HIV-positive
mothers)

Views on feeding methods Health-related benefits of
breastfeeding

Creating a bond with the baby
Feeding influences Religious influences and cultural

traditions
Influences of UK HCPs
Support groups
Western influences on IFP

Realities of following
desired IFP

Negative feelings about method used
Positive feelings about method used

Challenges to following
desired IFP

Isolation and lack of support
Lack of milk
Asylum process
Expense

Challenges of caring for
refugee mothers

Suggestions for
improvement

HCP, health care professional; HIV, human immunodeficiency virus;
IFP, infant feeding practice.
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six months; are you still breastfeeding? Don’t stop until she

is one! (FGD.2)

My husband mother tell me; please, everyday give baby

breastfeed, because it’s good for baby. . . . She say me;

please, do for two years! (R.6)

The HCPs recognised the importance of nurturing
traditional family values and used it as a tool for
encouraging breastfeeding.

I say, so you will be breastfeeding will you? I say don’t adapt,

in your own country what would you have done? And often

they say breastfeed my baby, I say right, good. . . . You have

to feed the dream that this is the norm, that this is not the

abnorm. (P.2)

Influences of UK HCPs

Most women could recall a midwife or health visitor
who had given them practical support to breastfeed
within hospital, or had encouraged them to continue
breastfeeding within the community.

DVDs and booklets provided by HCPs were men-
tioned by several women as being useful for learning
about correct positioning for breastfeeding.

Mothers with HIV who had received specialist
support also described the benefit of having a named
individual to help them come to terms with not being
able to breastfeed and with the practicalities of
formula feeding.

Support groups

Volunteer run support groups were viewed by the
mothers as a valuable opportunity to meet and social-
ise with other refugee women. Only two mothers had
heard of ‘Sure Start’ or other organisations specifi-
cally designed for feeding support.

Western influences on IFPs

The mothers did not recognise any influence of the
Western IFPs on their own behaviours. Conversely,
one HCP identified that some refugee mothers who
have been in the UK for a number of years use
formula milk ‘because they’ve got into our system’

(P.1). The HCPs working with the newly arrived refu-
gees revealed that these mothers, often exhausted and
afraid, can be influenced into purchasing or borrow-
ing formula feed from other women and staff encoun-
tered at the hostels.

Realities of following desired IFP

All mothers reported that they hoped to be able to
breastfeed their infants. All HIV-positive mothers
conveyed that if their health had allowed, or if future
recommendations permitted, breastfeeding would be
their preferred method.

Negative feelings about method used

Mothers used words such as ‘stressful’, ‘difficult’ and
‘challenging’ to describe their feeding experiences.
Presumed HIV-negative mothers who had not
breastfed expressed a strong sense of disappointment,
often mixed with justification for their actions. HCPs
reported that women were often disappointed when
they struggled to breastfeed.

It upsets them, because they want to try, they want to carry

on, but they just feel overwhelmed by the whole situation,

everything that has happened to them. . . . And I suppose

sometimes they feel as if maybe they’ve failed. (P.3)

I stressed to give my child breastfeeding, but he didn’t want

it you know. . . . I bottle feed him because there is no milk in

my breasts, and then I regret it afterwards. . . . I wanted to

breastfeed him so bad, but you know he refused completely.

(R.16)

For HIV-positive mothers, feelings of loss and guilt
were also identified. The psychological impact of
being unable to breastfeed was exacerbated by the
discomfort and humiliation expressed by all but one
of these mothers at having to lie to friends and fami-
lies to avoid the stigma associated with HIV. Defend-
ing their IFPs without disclosing the truth was a
constant reminder of their HIV status and left the
mothers feeling culturally bereft.

I felt like I’m not a complete mum, like I’m not a good

mother, cos I, in my culture, our parents breastfeed us, and I

was expecting to do the same thing for my kids, which I can’t
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anymore so, it’s hard, mentally you feel like oh I’m not a

good mum, why am I doing this? You feel guilty, you blame

yourself. (R.14)

The people from my church. . . . I lied to say the milk is not

coming, so, they give me juice, they want to buy whatever

they think can produce more milk, started massaging my

breasts. . . . What other excuse could I give them? That sort

of pressure is really uncomfortable, because [pause] some-

times you just want to scream and say, OK, I’m not

breastfeeding because I’m like this, but you can’t!

(FGD.2)

Positive feelings about method used

Only one HIV-positive mother depicted a positive
experience of formula feeding. In contrast to the
other participants, she described being able to freely
formula feed and her influence on a peer.

They don’t realise why I don’t breastfeed, because another

one, she was pregnant after me and she said; oh ok, I will

copy, I won’t breastfeed, because I can see she is feeling well

for not breastfeeding. (R.1)

A sense of pride as well as a feeling of achievement
was apparent from the presumed HIV-negative
mothers who had managed to exclusively breastfeed
as intended.

Challenges to following desired IFP

The mothers described a number of challenges to
achieving positive infant feeding experiences. Many
of these factors were also recognised by the HCPs
and were associated with the women’s vulnerable
circumstances.

Isolation and lack of support

The overwhelming reason for breastfeeding difficul-
ties was linked to feelings of isolation. All but one of
the six who exclusively breastfed lived with a partner,
whereas each of the eight women who regularly used
formula feed was a single parent. The responses indi-
cated the difficulties of raising an infant in the
absence of a support network.

If I can have another baby I will breastfeed, maybe if I

have that chance, but it’s difficult to have a baby, it’s really

difficult. . . . Both to raise the baby and look after the baby

alone [crying]. (R.13)

If I had my mother here I think it would have been different.

(R.16)

Lack of milk

Presumed HIV-negative women who were formula
feeding often perceived their breast milk supplies
as inadequate and believed their babies were
‘too hungry’ or ‘too light’ for them to continue
breastfeeding without supplementing with formula
feed. Several mothers with previous breastfeeding
experiences explained that their milk supplies were
less in the UK, or that their UK-born infants had
refused the breast. Most could not explain why this
was, but a minority recognised that differences in diet
and lifestyle and increased levels of stress made it
comparatively more difficult to breastfeed in the UK
than in their home countries.

Asylum process

Mothers frequently mentioned concerns about poor
housing, the dread of further dispersal/deportation,
fear for their families’ safety and sadness at the lack
of rights disabling them from contributing to society
or leading a normal life. They did not directly link
these concerns to feeding difficulties, but HCPs
described the struggle some mothers have in being
physically and mentally relaxed enough to breastfeed.

Expense

The HIV-positive mothers frequently mentioned the
expense of formula milk that makes it difficult for
them to provide an ongoing supply for their infants.
HCPs explained that a lack of benefits entitlement
means that many mothers have to self-fund the milk,
bottles and sterilising equipment. If unable to afford
formula feed or equipment, most women reported
that the child was their priority and they would

E. Hufton and J. Raven8
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‘manage’ to provide milk even if it meant consider-
able suffering for themselves.

Mother 1: It’s not everybody who can afford to buy the milk.

I remember with my child you know, they said I should feed

him, but I didn’t have any money. . . . There was no formula

in the house, so it will be better for me to open a can of soup

and give to him.

Mother 2: Yes, sometimes you just take a cup of tea, in

order to keep the money for the formula, that’s what we

do. . . . sometimes you will starve yourself to feed the baby.

(FGD. 2)

HCPs echoed the extreme financial difficulties
experienced by some refugee women and stressed the
related vulnerability they face compared with other
impoverished mothers in the UK.

Most people could find somebody who has a little bit [of

money], even a poor family here.Where as if you are here as

an asylum seeker, you have got no one to go to, and that’s

what I think is scary. (P.1)

Challenges of caring for refugee mothers

All HCPs discussed the challenges of focusing on IFP
issues in the midst of a mother’s frequently chaotic
and precarious lifestyle. Words such as ‘stressful’,
‘exasperating’ and ‘tiring’ were used to describe their
work. A common theme that emerged was the sense
of responsibility that they felt for the vulnerable
refugee mother.

Everything is so strange and so alien, and they don’t know

our system, you know they don’t understand the NHS

system, they don’t know what support is out there and I

think they can get very upset thinking nobody’s there. (P.3)

Acutely aware of the lack of support afforded to
this population, the HCPs’ responses suggested that
they were working with high levels of commitment
and concern for these mothers, providing holistic
support.

You deal with a lot of immediate and necessary things, and it

could be medical things, it could be social, housing. . . . I

suppose we advocate a lot for them really as well and, um,

also with the border agency. (P.4)

The HCPs expressed unease at the ongoing gov-
ernmental cuts to the health and voluntary sectors. It
was felt that such measures were jeopardising the
sparse funding available for refugee support and cre-
ating job uncertainties for those working with them.
There was also a sense of frustration that this popu-
lation was seen as ‘bottom of the ladder’, and that
there was a lack of recognition and appreciation for
the work being done for them. Most HCPs reported
feeling unsupported and not valued in their work
with refugees and almost all were concerned about
their heavy caseloads and the subsequent shortage of
time that could be afforded to supporting individuals
with IFPs. They described their efforts to liaise with
other agencies in order to share information and
enhance the assistance available for the refugee
mothers.

Suggestions for improvement

All HCPs discussed the need for increased local and
national awareness, more support and resources for
the maternal health of refugees.

There’s no point having the best breastfeeding team in the

hospital if they don’t go and see people on the ward. . . . To

be with women, to help them, to give them that time. . . . ,

and I’m not saying that necessarily has to be a support

worker or a trained midwifery staff, even like volunteers. . . .

That’s what we have to get in because I think their expertise

within health would be a good thing. (P.2)

When asked about what would have helped with
their IFPs, the desire for increased support was also
highlighted by the mothers. One HIV-positive mother
talked about the value of the peer support she had
received. An interest in helping other women with
maternal health issues was raised by an experienced
mother during a FGD.

I had some mentoring you know from here, from other

women and they really help me and that, even give me the

courage to attend the training course. . . . When you hear

from someone else who are in the same situation as you,

even though you know they are not doctors. . . . You believe

in them more that the consultant. (R.14)
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R.16: For me, it’s like how to hold the baby, to position, you

know. . . . I had a specialist, she came to show me how to do

it, but it’s still difficult.

R.20:There is technique, how to do it, but first time mum. . . .

R.16: [Interrupts] But you need help with that you know.

R.20: I have that idea of Doula, but I don’t know where I can

go and try. . . . When she leave hospital and how they,

encourage, we have to help the mums! (FGD.1)

Discussion

Refugee mothers in this study perceive that it is
advantageous to feed an infant breast milk rather
than formula milk, and understand that this should
continue for the first 6 months of life to ensure
optimum health of the infant. The frequency of refu-
gees breastfeeding in this study is higher than that
supposed for the white British population.

Other studies have shown similar patterns where
breastfeeding is more likely among ethnic minorities
or women born outside of the countries they are
living in (Bolling et al. 2007; Steinman et al. 2010).

In this study, cultural familiarity with breastfeeding
appears to be an important factor influencing IFP and
outweighs the normal demographic variables typi-
cally associated with breastfeeding. IFP among
refugee mothers suggests that breastfeeding remains
the common and expected method of feeding in their
native countries. The mothers regularly described the
expectation of their own mothers and mothers-in-law
to breastfeed, highlighting that it remains a practice
embedded in a deep-seated tradition reflecting socio-
cultural values (Britton 2009; Cames et al. 2010; Van
Hollen 2011). Furthermore, the precarious availabil-
ity of clean water and sanitation in their home coun-
tries means the use of formula feed can greatly
increase the risks of illness and fatality of the baby
(Nduati et al. 2000; Kasinga et al. 2008). Although
resources and infrastructures are already in place in
the UK and the consequences of formula feeding are
therefore not as critical, this backdrop may affect a
refugee mother’s desire to breastfeed and contribute
to her feelings of guilt and shame when this is not
achieved. This breastfeeding desire among refugee

mothers is in direct contrast to low-income white
British mother’s formula feeding preferences, which
stem from a very different experience and attitude.
Surveys with these women have consistently high-
lighted barriers to breastfeeding that include body
image, perceived lack of freedom and the views of the
main support person (Swanson et al. 2006; Erskine
et al. 2010). This disparity indicates that it is not
poverty per se that causes low breastfeeding, but the
associated experience of a given practice.

This study found that knowledge and familiarity
with breastfeeding among the refugee mothers does
not equate to practice. Despite the intentions of the
presumed HIV-negative mothers to breastfeed, less
than half managed this exclusively. Many had
replaced some or all breastfeeding with formula feeds
within the first few weeks. In reality, it was a minority
of the refugee mothers who managed to exclusively
breastfeed, suggesting that the knowledge and under-
standing that they have about the benefits of
breastfeeding is not enough for them to continue
within their host countries. Responses from the
mothers suggested that if they had been ‘back home’
they would have breastfed exclusively, and longer.
These findings strongly indicate that the mothers felt
their breastfeeding abilities had been compromised
since arrival in the UK. Other qualitative research has
similarly identified that British women of ethnic
minority would have breastfed longer in their native
countries than they had in the UK (Griffiths et al.
2005; Twamley et al. 2011).A study of British mothers
and their maternal health care providers by Brown
et al. (2011) suggests however that there may be an
element of attributional bias among mothers in their
given reasons for not breastfeeding. In the current
study, it is important to consider therefore that
despite the mother’s clear views about breast-
feeding attrition in the UK, achieving exclusive
breastfeeding ‘back home’, although potentially
easier for them, may still not have been as straight-
forward as imagined.

The theoretical concept of acculturation is often
perceived as an inevitable and important part of
adapting to a new country and might help individuals
to gain a sense of semblance to conform in a new
society (Landrine & Klonoff 2004; Bhugra & Becker
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2005). In this study, this may not be the primary
reason for women’s breastfeeding attrition. This
pattern of diminishing breastfeeding rates appears to
be the result of multifaceted challenges faced by the
refugee mothers, rather than conscious attempts to ‘fit
in’ with the host population. It is not therefore their
cultural beliefs that relinquish, but rather the mental
and physical abilities to continue their cultural prac-
tices. In view of this, the concept of deculturation as
opposed to acculturation is proposed as an alternative
explanation for both cause and effect of unfulfilled
breastfeeding aspirations among the mothers.

The principle is that an experience such as
breastfeeding will be mediated through and influ-
enced by cultural identity (Bhugra & Becker 2005),
and hence deculturation is the loss of cultural identity
and alienation, associated with guilt of abandoning
these traditions that contributes to problems with
self-esteem and confidence (Bhugra et al. 2011). Not
having enough breast milk or that their children
refused the breast – common perceptions among the
women in this study – are therefore manifestations of
this concept. The ‘loss’ of breastfeeding and the per-
ceived necessity for the use of formula milk are
experienced as cultural bereavement (Eisenbruch
1991), as these mothers struggle with the wider ‘loss’
of identity that relinquishing this traditional practice
creates.

The study suggests that greater attention needs to
be paid to the social determinants of health behaviour
for this population. Lack of support was recognised
by all mothers in this study to be the largest contribu-
tor to their breastfeeding challenges. Social support
has been identified as having a significant positive
effect on breastfeeding rates (Ingram et al. 2008;
Hoddinott et al. 2012). Having a breastfeeding friend
or relative has been shown to be the most significant
predictor of breastfeeding initiation among low-
income women in America (Bonuck et al. 2005). Con-
fidence, self-esteem and the provision of practical
help could be facilitated by the presence of a support-
ive other and may enable enhanced satisfaction with a
feeding outcome. Practical and emotional support
from a culturally matched breastfeeding peer is
imperative for a single refugee mother struggling to
breastfeed in an unfamiliar environment, especially as

the psychological implications of not breastfeeding
may be intensified by her circumstances.

For the HIV-positive mothers in this study, dealing
with the acceptability of formula feeding and coping
with the guilt of not breastfeeding creates immense
challenges. The ongoing anguish of not disclosing
HIV status highlighted is a sad reflection of the world-
wide stigma that still prevails. The findings of this
study suggest that the support of a trusted individual
or group that has experienced similar barriers is a
fundamental part of decreasing this sense of isolation
for such mothers. Chima (2010) found that peer
support interventions in parts of Uganda decreased
rates of mother-to-child transmission of HIV, and also
had positive outcomes for mothers’ psychosocial well-
being. Introducing peer support programmes to
refugee mothers in the UK may not only provide a
valuable source of support for the mother, but may
also be a way of increasing the self-worth and social
interaction of the refugee women trained as peer
supporters.

Financial constraint of obtaining formula feed was
a concern raised by both HIV-positive mothers and
HCPs in this study. In view of the limited access to
benefits and levels of extreme poverty, it might be
assumed that these mothers are left with no option
but to breastfeed. Conversely, this study found that
the determination of mothers to give their infants the
best chance in life was enough to ignore the tempta-
tion to breastfeed or overdilute feeds, regardless of
their significant physical and mental hardship. Infant
formula milk is not universally provided to HIV-
positive refugee mothers (Maternity Action 2010),
and is a potential barrier to the successful implemen-
tation of the feeding guidelines. An ongoing supply of
free formula milk as well as feeding equipment for all
HIV-positive women should be negotiated at local
and national levels.

Inherent in the asylum process are concerns for
refugee welfare, including low self-esteem and mental
stress (Reynolds & White 2010). In this study a cyclic
scenario emerged in which a mother’s circumstance
affected her ability to succeed with her preferred IFP,
further threatening her mental well-being and exac-
erbating her circumstances. HCPs in this study recog-
nised that a sensitive approach is pertinent for
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vulnerable refugee women who need empowering in
their choice of IFP. This avoids infant feeding becom-
ing a further test set up for them to fail. The idealism
that breastfeeding is the norm needs to continue to
underpin the messages given, but with the realism
that for some women exclusive breastfeeding is not
attainable (Hoddinott et al. 2012). Similarly, HIV-
positive mothers need carefully delivered messages to
encourage exclusive formula feeding, while avoiding
them experiencing guilt and cultural bereavement
associated with formula feeding.

The benefit of having maternal HCPs dedicated to
working with the refugee populations was apparent.
Those interviewed implicitly understood the depth
of social and cultural problems faced by refugee
mothers and were knowledgeable about the asylum
process. Heptinstall et al. (2004) discuss the frequent
experience of staff feeling overwhelmed with the
complexity of each refugee client, which strikes reso-
nance with the issues raised by the specialist HCPs
in this study. The HCPs interviewed recognised that
a lack of resources and personnel means they are
also dealing with other urgent concerns such as
housing and home office issues, allowing little op-
portunity for the time-consuming and sensitive
communications required for IFP assistance. Such
conflicting demands are commonly recognised for
HCPs working with marginalised populations
(Taylor 2009). This situation is exacerbated by the
perceived lack of recognition of the important work
being done. The paucity of funding to support refu-
gees, and significantly the mothers of young children,
was frequently mentioned by the HCPs in this study,
and is highlighted elsewhere (Dumper 2002; Tribe &
Patel 2007).

The ongoing reliance of the mothers on the HCPs,
and the reciprocal responsibility felt by the HCPs
for the mothers was clear. These factors reflect the
inherent vulnerable lifestyles of the refugee mothers
as well as the lack of wider services available for
them.

The importance of HCPs networking with refugee
community organisations has been reported
(Heptinstall et al. 2004) and was recognised by the
HCPs in this study. Integrating maternal health ser-
vices into pre-existing community groups could be an

effective way of providing culturally normative, or
where required, specialist IFP information at familiar
locations for the refugee mothers. In this environ-
ment, the women may feel more at ease talking to
HCPs about their health needs. The therapeutic value
of group interaction was evident from the FGDs
carried out in this study; the mothers were keen to
share experiences with each other.

Further qualitative research on a larger scale could
ensure that larger and more diverse samples of
refugee mothers are recruited to better comprehend
the complexities for these mothers and challenges for
the HCPs who seek to support them.A deeper under-
standing is essential to help build and deliver effective
and sustainable strategies to improve the infant
feeding experiences for these mothers.

Study limitations

The exploratory nature of this study was such that the
aim was not to generalise the findings but to highlight
some of the key issues related to IFPs for refugee
women in the UK and to contribute to our under-
standing of how best to support these mothers. Never-
theless, a number of limitations were encountered.

Although it was generally an advantage to evade
translators, some of the participants did have limited
spoken English, which may have prevented them
from answering questions fully, and precluded
detailed exploration of some topics.

The study only recruited refugee women who were
known to HCPs or support networks and excluded
non-English speaking women. Such criteria mean that
the findings are not representative of the entirety of
the refugee group researched. The study would
undoubtedly have benefitted from the inclusion of
these potentially most vulnerable women.

The participant numbers were not large enough to
explore if any relationship between specific character-
istics of refugee participants (such as country of
origin, age of mother) and IFP existed. Instead, it
focused on the findings for refugee participants as a
homogenous group and the concepts that arose from
this population. Larger studies would potentially
benefit from further contextualisation of the data for
more detailed findings.
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Contact was made via email or phone call with a
number of HCPs keen to participate in the research.
In reality, it proved very difficult to schedule meetings
with this group, which perhaps reflects their heavy
workloads.

Conclusion

This study provides information and understanding
about the IFP experiences of refugee mothers and the
maternal HCPs working with them. The findings of
the study suggest that while IFPs do change with
arrival and habitation in the UK, refugee mothers are
not consciously adapting their strategies to fit in with
British maternal behaviours. The mothers involved
were instead striving to hold on to their breastfeeding
traditions in a predominantly formula feeding culture.
Those turning to formula feed, through health status
or personal struggle, feel a significant sense of loss and
guilt for what they have left behind. The study sug-
gests that isolation has a strong influence on the
ability of a refugee mother to achieve a satisfactory
IFP experience. Symbolic of the sense of well-being
and ability to cope, IFP satisfaction has implications
for the overall experience of the female refugee and
her family.

At a local level, the involvement of peers could play
an important part in increasing the well-being of the
mothers and decreasing the burden for their maternal
HCPs. On a national level, an augmented considera-
tion and concern for this marginalised and vulnerable
population is required, together with a focus on the
merging of health and social care for a more holistic
and efficient support service. Neglecting the need for
IFP support among vulnerable populations has impli-
cations that touch upon human rights and create
potential public health dilemmas.

The UK could learn from refugees’ positive atti-
tudes to breastfeeding, but must also take responsibil-
ity to aid their transition to the UK. Encouraging
mothers to continue their traditions of breastfeeding
is crucial, as is supporting those who can no longer
breastfeed. The mothers involved in this study
showed courage and determination to do the best
they could for their infants in adverse circumstances.
Understanding and commitment are required to help

them to retain, or to come to terms with the loss of,
the few cultural values they have left in an unfamiliar
world.

Acknowledgements

We are very grateful to the mothers who told us their
stories and to the professionals and link workers who
took part in this study. Sincere gratitude also goes to
the late Deborah Quinney for her thoughtful and
Inspirational contribution to the study.

Source of funding

Educational grant received from the Kenneth Newell
bursary in Community Health.

Conflicts of interest

The authors declare that they have no conflicts of
interest.

Contributions

EH designed the study, analysed the data and wrote
the manuscript. JR contributed to the design, analysis
and interpretation of data, and writing. All authors
read and approved the final manuscript.

References

Berridge K., Hackett A.F., Abayomi J., & Maxwell S.M.
(2004) The cost of infant feeding in Liverpool, England.
Public Health Nutrition 7 (8), 1039–1046.

Bhugra D. & Becker M.A. (2005) Migration, cultural
bereavement and cultural identity. World Psychiatry 4
(1), 2–10.

Bhugra D., Gupta S., Bhui K., Craig T., Dogra N., Ingleby
J.D. et al. (2011) WPA guidance on mental health and
mental health care in migrants. World Psychiatry 10 (1),
2–10.

Bolling K., Grant C., Hamlyn B., Thornton A. (2007)
Infant Feeding Survey 2005, NHS & National Statistics.
Available at: http://www.ic.nhs.uk/webfiles/publications/
ifs06/2005%20Infant%20Feeding%20Survey%20
(final%20version).pdf (Accessed 29 May 2012).

Infant feeding practices of refugee mothers 13

© 2014 John Wiley & Sons Ltd Maternal and Child Nutrition (2014), ••, pp. ••–••

http://www.ic.nhs.uk/webfiles/publications/ifs06/2005%2520Infant%2520Feeding%2520Survey%2520(final%2520version).pdf
http://www.ic.nhs.uk/webfiles/publications/ifs06/2005%2520Infant%2520Feeding%2520Survey%2520(final%2520version).pdf
http://www.ic.nhs.uk/webfiles/publications/ifs06/2005%2520Infant%2520Feeding%2520Survey%2520(final%2520version).pdf


Bonuck K.A., Freeman K. & Trombley M. (2005) Country
of origin and race/ethnicity: impact on breastfeeding
intentions. Journal of Human Lactation 21 (3),
320–326.

Britton C. (2009) Breastfeeding: a natural phenomenon or
a cultural construct? In: The Social Context of Birth
(ed. C. Squire), pp. 305–315. Radcliffe: Abigdon.

Brown A., Raynor P. & Lee M. (2011) Healthcare profes-
sionals’ and mothers’ perceptions of factors that influ-
ence decisions to breastfeed or formula feed infants: a
comparative study. Journal of Advanced Nursing 67 (9),
1993–2003.

Cames C., Saher A., Ayassou K.A., Cournil A., Meda N.,
Simondon K.B. (2010) Acceptability and feasibility of
infant-feeding options: experiences of HIV-infected
mothers in the World Health Organization Kesho Bora
mother-to-child transmission prevention (PMTCT) trial
in Burkina Faso. Maternal and Child Nutrition 6 (3),
253–265.

Chima I.P. (2010) Strategies for integrating psychosocial
support interventions into HIV prevention, care and treat-
ment services, Elizabeth Glaser Pediatric AIDS Founda-
tion. Available at: http://www.pedaids.org/Publications/
Program-Briefs/EGPAF_PSS_IssueBrief_July2010
(Accessed 4 August 2012).

Desclaux A. & Alfieri C. (2009) Counselling and choosing
between infant-feeding options: overall limits and local
interpretations by health care providers and women
living with HIV in resource-poor countries (Burkino
Faso, Cambodia, Cameroon). Social Science and Medi-
cine 69, 821–829.

Doherty T., Sanders D., Goga A., Jackson D. (2011) Impli-
cations of the New WHO Guidelines on HIV and infant
feeding for child survival in South Africa. Bulletin of the
World Health Organization 89, 62–67.

Dumper H. (2002) Is it safe here? Refugee women’s experi-
ences in the UK, Refugee Action. Available at: http://
www.refugee-action.org.uk/information/documents/
researchreport.pdf (Accessed 1 June 2012).

Dyson L., Rebfew M., McFadden A., McCormick F.,
Herbert G., Thomas J. (2006) Promotion of breastfeeding
initiation and duration, Evidence into practice briefing,
National Institute for Health and Clinical Excellence.
Available at: https://nice.org.uk/nicemedia/pdf/EAB
_Breastfeeding_final_version.pdf (Accessed 7 June
2012).

Eisenbruch M. (1991) From post-traumatic stress
disorder to cultural bereavement: diagnosis of Southeast
Asian refugees. Social Science & Medicine 33 (6), 673–
680.

Erskine S., Moores J. & Burberry J. (2010) Food for Life
2010–2015: a strategy to increase the acceptance, initiation
and duration of breastfeeding in Leeds, National Health
Service. Available at: http://www.leedssouthandeastccg

.nhs.uk/Downloads/Your%20health/Food%20for%20
Life%20-%20breastfeeding%20strategy.pdf (Accessed 8
June 2012).

Griffiths L.J., Tate A.R., Dezateux C. (2005) The contribu-
tion of parental and community ethnicity to
breastfeeding practices: evidence from the Millennium
Cohort Study. International Journal of Epidemiology 34,
1378–1386.

Heptinstall T., Kralj L. & Gay L. (2004) Asylum seekers:
a health professional perspective. Nursing Standard 18
(25), 44–55.

Hoddinott P. et al. (2012) A serial qualitative interview
study of infant feeding experiences: idealism meets
realism. BMJ (Clinical Research Ed.) 2, 1–14.

IFS (2011) Infant Feeding Survey 2010: Early Results, NHS
& National Statistics. Available at: http://www.ic.nhs.uk/
webfiles/publications/003_Health_Lifestyles/IFS_2010
_early_results/Infant_Feeding_Survey_2010_headline
_report2.pdf (Accessed 5 May 2012).

Ingram J.C., Cann K., Peacock J., Potter B. (2008) Explor-
ing the barriers to exclusive breastfeeding in black and
minority ethnic groups and young mothers in the UK.
Maternal and Child Nutrition 4 (3), 171–180.

Ip S., Chung M., Raman G., Chew P., Magula N., DeVine
D. et al. (2007) Breastfeeding and maternal and infant
health outcomes in developed countries, Evidence
Report/Technology Assessment, Number 153. Available
at: http://archive.ahrq.gov/downloads/pub/evidence/pdf/
brfout/brfout.pdf (Accessed 13 March 2014).

Kasinga F., Mogotlane S.M. & van Rensburg G.H. (2008)
Knowledge of pregnant women on transmission of HIV
infection through breast-feeding. Curationis 31 (3),
21–26.

Kitzinger J. (2006) Focus groups with users and providers
of health care. In: Qualitative Research in Health Care
(eds C. Pope & N. Mays), pp. 21–31. BMJ Books:
London.

Landrine H. & Klonoff E.A. (2004) Cultural change and
ethnic-minority health behaviour: an operant theory of
acculturation. Journal of Behavioral Medicine 27 (6),
527–552.

Legard R., Keegan J. & Ward K. (2003) In-depth inter-
views. In: Qualitative Research Practice: A Guide for
Social Science Students and Researchers (eds J. Ritchie &
J. Lewis), pp. 138–169. Sage: London.

Maternity Action (2010) Maternity Action Response to the
Department of Health review of Access to the NHS by
Foreign Nationals, June 2010. Available at: http://
www.maternityaction.org.uk/sitebuildercontent/
sitebuilderfiles/DHresponsechargingforcare2010.pdf
(Accessed 2 February 2012).

Nduati R., John G., Mbori-Ngacha D., Richardson B.,
Overbaugh J., Mwatha A. et al. (2000) Effect of
breastfeeding and formula feeding on transmission of

E. Hufton and J. Raven14

© 2014 John Wiley & Sons Ltd Maternal and Child Nutrition (2014), ••, pp. ••–••

http://www.pedaids.org/Publications/Program-Briefs/EGPAF_PSS_IssueBrief_July2010
http://www.pedaids.org/Publications/Program-Briefs/EGPAF_PSS_IssueBrief_July2010
http://www.refugee-action.org.uk/information/documents/researchreport.pdf
http://www.refugee-action.org.uk/information/documents/researchreport.pdf
http://www.refugee-action.org.uk/information/documents/researchreport.pdf
https://nice.org.uk/nicemedia/pdf/EAB_Breastfeeding_final_version.pdf
https://nice.org.uk/nicemedia/pdf/EAB_Breastfeeding_final_version.pdf
http://www.leedssouthandeastccg.nhs.uk/Downloads/Your%2520health/Food%2520for%2520Life%2520-%2520breastfeeding%2520strategy.pdf
http://www.leedssouthandeastccg.nhs.uk/Downloads/Your%2520health/Food%2520for%2520Life%2520-%2520breastfeeding%2520strategy.pdf
http://www.leedssouthandeastccg.nhs.uk/Downloads/Your%2520health/Food%2520for%2520Life%2520-%2520breastfeeding%2520strategy.pdf
http://www.ic.nhs.uk/webfiles/publications/003_Health_Lifestyles/IFS_2010_early_results/Infant_Feeding_Survey_2010_headline_report2.pdf
http://www.ic.nhs.uk/webfiles/publications/003_Health_Lifestyles/IFS_2010_early_results/Infant_Feeding_Survey_2010_headline_report2.pdf
http://www.ic.nhs.uk/webfiles/publications/003_Health_Lifestyles/IFS_2010_early_results/Infant_Feeding_Survey_2010_headline_report2.pdf
http://www.ic.nhs.uk/webfiles/publications/003_Health_Lifestyles/IFS_2010_early_results/Infant_Feeding_Survey_2010_headline_report2.pdf
http://archive.ahrq.gov/downloads/pub/evidence/pdf/brfout/brfout.pdf
http://archive.ahrq.gov/downloads/pub/evidence/pdf/brfout/brfout.pdf
http://www.maternityaction.org.uk/sitebuildercontent/sitebuilderfiles/DHresponsechargingforcare2010.pdf
http://www.maternityaction.org.uk/sitebuildercontent/sitebuilderfiles/DHresponsechargingforcare2010.pdf
http://www.maternityaction.org.uk/sitebuildercontent/sitebuilderfiles/DHresponsechargingforcare2010.pdf


HIV-1: a randomized clinical trial. JAMA: The Journal
of the American Medical Association 283 (9),
1167–1174.

Refugee Council (2006) Health system is failing refugees.
Available at: http://www.refugeecouncil.org.uk/news/
archive/news/2006/november/20061101 (Accessed 5
February 2014).

Renfrew M.J., Logan S., Smith J., Embleton N., Williams
C., Kirkham M. (2012) Preventing disease and saving
resources: the potential contribution of increasing
breastfeeding rates in the UK. UNICEF. Available at:
http://www.unicef.org.uk/Documents/Baby_Friendly/
Research/Preventing_disease_saving_resources.pdf
?epslanguage=en (Accessed 3 February 2014).

Reynolds B. & White J. (2010) Seeking asylum and moth-
erhood: health and wellbeing needs. Community Practi-
tioner 83 (3), 20–24.

Ritchie J., Spencer L. & O’Connor W. (2003) Carrying out
qualitative analysis. In: Qualitative Research Practice:
A Guide for Social Science Students and Researchers
(eds J. Ritchie & J. Lewis), pp. 219–262. Sage Publica-
tions: London.

Rupenthal L., Tuck J. & Gagnon A.J. (2005) Enhancing
research with migrant women through focus groups.
Western Journal of Nursing Research 27 (6),
735–754.

Steinman L., Doescher M., Keppel G.A., Pak-Garstein S.,
Graham E., Haq A. et al. (2010) Understanding infant
feeding beliefs, practices and nutrition education and
health provider approaches: an exploratory study with
Somali mothers in the USA. Maternal and Child Nutri-
tion 6 (1), 67–88.

Swanson V., Power K., Kaur B., Carter H., Shepherd K.
(2006) The impact of knowledge and social influences on
adolescents’ breastfeeding beliefs and intentions. Public
Health Nutrition 9 (3), 297–305.

Taylor G.P., Anderson J., Clayden P., Gazzard B.G., Fortin
J., Kennedy J. et al. (2010) Position Statement on Infant
Feeding in the UK, British HIV Association (BHIVA)
and Children’s HIV Association (CHIVA). Available at:
http://chiva.org.uk/professionals/health/guidelines/mtct/
feeding-statement.html (Accessed 4 May 2014).

Taylor K. (2009) Asylum seekers, refugees, and the politics
of access to health care: a UK perspective. The British
Journal of General Practice 59 (567), 765–772.

Tribe R. & Patel N. (2007) Refugees and asylum
seekers, The Psychologist. Available at: http://
www.thepsychologist.org.uk/archive/archive_home
.cfm/volumeID_20-editionID_145-ArticleID_1155
-getfile_getPDF/thepsychologist/0307asy1.pdf
(Accessed 1 June 2012).

Twamley K., Puthussery S., Harding S., Baron M.,
Macfarlane A. (2011) UK-born ethnic minority women
and their experiences of feeding their newborn infant.
Midwifery 27 (5), 595–602.

Van Hollen C. (2011) Breast or bottle? HIV positive
women’s responses to global health policy on infant
feeding in India. Medical Anthropology Quarterly 25 (4),
499–518.

World Health Organization (2003) Global strategy for
infant and young child feeding, World Health Organiza-
tion. Available at: http://www.who.int/nutrition/
publications/gs_infant_feeding_text_eng.pdf
(Accessed 29 May 2012).

World Health Organization (2009) New WHO recommen-
dations: infant feeding in the context of HIV, World
Health Organization. Available at: http://www.who
.int/hiv/pub/paediatric/infant_key_mess.pdf
(Accessed 29 May 2012).

Supporting Information

Additional Supporting Information may be found in
the online version of this article at the publisher’s
web-site:

Appendix S1. Topic guide for semi-structured inter-
view with refugee mother.
Appendix S2. Topic guide for focus group discussion
with refugee mothers.
Appendix S3. Topic guide for semi-structured inter-
view with health care professionals.

Infant feeding practices of refugee mothers 15

© 2014 John Wiley & Sons Ltd Maternal and Child Nutrition (2014), ••, pp. ••–••

http://www.refugeecouncil.org.uk/news/archive/news/2006/november/20061101
http://www.refugeecouncil.org.uk/news/archive/news/2006/november/20061101
http://www.unicef.org.uk/Documents/Baby_Friendly/Research/Preventing_disease_saving_resources.pdf?epslanguage=en
http://www.unicef.org.uk/Documents/Baby_Friendly/Research/Preventing_disease_saving_resources.pdf?epslanguage=en
http://www.unicef.org.uk/Documents/Baby_Friendly/Research/Preventing_disease_saving_resources.pdf?epslanguage=en
http://chiva.org.uk/professionals/health/guidelines/mtct/feeding-statement.html
http://chiva.org.uk/professionals/health/guidelines/mtct/feeding-statement.html
http://www.thepsychologist.org.uk/archive/archive_home.cfm/volumeID_20-editionID_145-ArticleID_1155-getfile_getPDF/thepsychologist/0307asy1.pdf
http://www.thepsychologist.org.uk/archive/archive_home.cfm/volumeID_20-editionID_145-ArticleID_1155-getfile_getPDF/thepsychologist/0307asy1.pdf
http://www.thepsychologist.org.uk/archive/archive_home.cfm/volumeID_20-editionID_145-ArticleID_1155-getfile_getPDF/thepsychologist/0307asy1.pdf
http://www.thepsychologist.org.uk/archive/archive_home.cfm/volumeID_20-editionID_145-ArticleID_1155-getfile_getPDF/thepsychologist/0307asy1.pdf
http://www.who.int/nutrition/publications/gs_infant_feeding_text_eng.pdf
http://www.who.int/nutrition/publications/gs_infant_feeding_text_eng.pdf
http://www.who.int/hiv/pub/paediatric/infant_key_mess.pdf
http://www.who.int/hiv/pub/paediatric/infant_key_mess.pdf

