
There is a particular form of tooth decay that affects

young children. It is called, early childhood caries

or ‘nursing caries’ (1, 2). Developing rapidly on the

upper incisors the primary cause of nursing caries

is said to be milk. Although milk contains lactose,

considered to be ‘virtually noncariogenic’ (3), milk

can cause dental caries when taken from a feeding

bottle and in contact with the teeth over a long

period of time such as at night.

The preschool child with nursing caries is a child

with a ‘decayed smile’. When (s)he talks, smiles or

laughs (s)he exposes her discoloured and broken

teeth. The discomforts experienced by child and

mother (4, 5) thus, become visually apparent to all.

What makes the discomfort more acute and more

disagreeable is that the cause of nursing caries is

laid firmly on the laps of mothers. Mothers are

blamed (6). It is the mothers’ fault. For, it is the

mother who prolongs bottle and ⁄ or breastfeeding

long after the recommended times for the intro-

duction of the drinking cup (7). The milk provided

by mother to nurture her child results not in the

promotion of health but in the destruction of her

child’s teeth. Consequentially, some mothers are

stunned or deny the destructive effect of (their)

milk upon their children’s teeth while others find it

an unbearable thought that their children have

been ‘hurt’ by their nurturing.

It is of some surprise, therefore, that the research

evidence suggests that mothers are aware of the
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binding). The feeding bottle acted as an ‘instant solution’ as on seeing the bottle
the child would instantly ‘stop crying’ and peace would reign. Double-binding
described how the feeding bottle was used to buy extra time for ‘babyhood
closeness’ between mother and child while exposing the mothers’ harsh rejecting
behaviours. Discussion: An understanding of the time concerns that the mothers
experienced when caring for their young children and how they resolve them
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causes of nursing caries (8–11) but nevertheless

continue to bottle or breastfeed their children.

Dentists working in North and West Belfast com-

munity clinics were intrigued to know why moth-

ers continued to bottle feed despite being aware of

the detrimental effects of prolonged bottle feeding.

This allowed a research question to be formu-

lated – ‘Why do mothers persist in prolonged bottle

feeding?’ The aim was to use grounded theory

procedures and techniques to analyse the qualita-

tive data obtained from mothers and to generate an

emerging theory of prolonged bottle feeding.

Method

Grounded theory
Social research in the 1960s was focused on theory

verification and was dominated by ‘quantitative

analysis methods’; in order to re-establish the place

of theory generation within social research Glaser

and Strauss devised grounded theory (12, 13).

Grounded theory, as developed by Glaser and

Strauss (12), uses a systematically applied set of

methods to generate an inductive theory about a

substantive or formal area. Grounded theory is a

constant comparative method which in essence

means that grounded theory involves collecting

and analysing data contemporaneously. The goal is

to generate a theory ‘grounded’ in the context in

which the research is conducted. In any grounded

theory study, whether the aim is to generate theory

or simply analyse data, the research purpose is to

clarify the main concern or problem of the partic-

ipants and to find out how the participants resolve

their concerns.

Central to finding out the main concerns of the

participants is the process of data analysis known

as coding. According to Charmaz (14):

‘Coding is the pivotal link between collecting data

and developing an emergent theory to explain

these data. Through coding, you define what is

happening in the data and begin to grapple with

what it means.’

There are at two major phases of coding, open

coding and selective coding:

• Open coding consists of examining the data

word by word, line by line and ⁄ or segment by

segment. When interesting and ⁄ or thought pro-

voking ideas occur, in relation to a particular

incident, they are carefully and systematically

catalogued onto memos. Each code is provided

with a label or descriptor typically in the form of

a gerund (‘ing’) which converts the open code

label into a verb. Coding with gerunds, alerts

and sensitizes the researcher to processes, actions

and behaviours, from the perspective of the

participants. Therefore, coding with gerunds

allows the researcher to describe best the partici-

pants’ meaning and behaviours which are then

examined in relation to other incidents.

• Selective or focused coding allows the researcher

to raise the level of abstraction and to categorize

codes which are felt to have an importance

beyond a simple description. It allows the anal-

ysis to go beyond the assessment of the manifest

content of the data and to examine the latent or

hidden context of the incident. This higher level

of abstraction allows the conversion of the initial

large number of codes, obtained from the open-

ing coding, to a smaller more manageable set of

abstract categories. The category therefore cap-

tures the variation in the data. The category must

satisfy two criteria which are first: to describe the

content of the data and secondly to explain the

variation of the data. Thus, the researcher

attempts to highlight and define the characteris-

tics of the category by examining the situations

in which it functions, when it changes and its

relationship to other categories. This allows

refinement and definition of the category. The

analysis continues until all the properties and

characteristics of the categories are defined and

no new categories are discovered. Gradually it

becomes apparent that ‘saturation’ of the cate-

gories has occurred (15). This is verified by

trawling through the remainder of the data and

rigorously looking for incidents which are not

explained by the emerging theory. When there is

little variation throughout the data this suggests

that there is a stability and saturation of the

categories. It now becomes possible to identify

the core category. The core category accounts for

most of the variations in the patterns of behav-

iour used by the participants to resolve their

problems (12, 13) and provides the basis of an

emerging theory.

The methodology of grounded theory, therefore,

‘entails (i) the generation of substantive categories,

(ii) creating definitions of and linkages between

categories at different levels of abstraction and

(iii) making constant comparisons between cases,

instances and categories in order to explore fully

the complexities of a data corpus’ (16). Grounded

theory, however, is also useful as a set of
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techniques to analyse data in a qualitative study.

The latter approach was applied to the work

presented here.

The research context
Participants in this study lived in an area of North

and West Belfast, Northern Ireland known as the

Shankill Road. About 60% of the adult population

residing in the ‘Shankill’ are economically inactive

and 76% of births in 2004 were to single mothers

(17). In terms of deprivation the ‘Shankill’ is one of

the 10% most socially deprived areas of Northern

Ireland (18).

Sampling and the participants
In qualitative data collection, the purpose is to

identify a group of people who possess character-

istics or lives relevant to the social phenomena

being studied. Therefore, the nonprobabilistic sam-

ple procedure of purposive sampling was used.

Purposive sampling was appropriate because the

population being studied was unique and allowed

the selection of all available mothers to participate

(19). In addition, using purposive sampling meant

that the participating mothers shared the experi-

ence of living in relative poverty and having a child

with nursing caries. The mothers and children

were sampled from local community clinics and

toddler groups where the children’s nursing caries

had been diagnosed during routine dental exam-

inations. All the mothers approached agreed to

take part.

Ethical considerations
Ethical approval was obtained from the local

ethical research committee (Approval number

242 ⁄ 02). Mothers were provided with a written

information sheet and consent forms. Prior to

obtaining written consent the mothers were

encouraged to voice any queries with regard to

participation (e.g. matters of confidentiality). When

the mothers had reached a decision they were

asked to complete the consent form and arrange-

ments were made for an in-depth interview.

In-depth interviews
The researcher (AS) asked the mothers to talk about

any subject they wished to, to refuse to pursue any

topics they found disagreeable and to close the

interview when they wanted to. Using an open

question format (14) AS invited the mothers to

speak. They were asked to focus on their children,

the children’s physical and psychological develop-

ment as well as their own family life. For example,

the mothers were asked such questions as, ‘Tell me

about what happened when she couldn’t sleep?’

Interesting comments were reflected back to assist

the mothers to describe fully their thoughts, worries

or concerns and in this situation AS inquired of the

mothers, for example, ‘Tell me what your thoughts

and feelings were when you realized that the feeding

bottle had caused the tooth decay?’ As the inter-

views continued, AS deliberately wove in key points

that had emerged from previous interviews. This

allowed the refinement of existing categories and the

emergent of new codes. For instance, some mothers

stated that they felt possessive of their children but at

the same time did not want their children to be

completely dependent on them. Finally, AS used

such questions as, ‘Is there anything you’d like to ask

me?’ and ‘Is there anything else you’d like to tell me

to help me understand better?’ to bring the conver-

sation to a close.

The arranged interviews took place at a negoti-

ated location away from the community clinics or

toddler groups. Each of the in-depth interviews

lasted up to 45 min. All interviews were audio-

taped and transcribed at a later date. Saturation of

the categories occurred after 34 interviews.

Data analysis
The intention was to use the procedures and

techniques of grounded theory to discover why

mothers persist in prolonged bottle feeding and in

accordance with grounded theory to clarify their

‘main concerns’ and how they resolved the con-

cerns. The grounded theory procedures and tech-

niques followed in this study were those of open

and selective coding.

As mentioned previously, open coding is the

first stage of analysis. It involves the fracturing of

the transcript of the first interview which is

carefully examined line by line and word by

word. The data is fractured by asking such simple

questions as: ‘What is the basis of this comment?’;

‘What is going on here?’; ‘What is this about?’

This allowed the isolation of events or incidents

(e.g. ‘he never left my bed’) and the labelling of

codes with the researchers’ (RF and AS) own

words (e.g. ‘babyhood closeness’). The second

interview with the mothers was coded with first

interview in mind and was constantly compared

with it. All subsequent interviews were treated in

the same manner with memos being written and

being compared with all other memos from

previous interviews.
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Selective or focused coding was also used. With

the emergence of more specific categories and the

refinement of their properties, RF and AS were able

to focus their attention on the meanings of the

participants’ behaviours and how they used their

behaviours to resolve their main concerns. Gradu-

ally, the core category emerged from this higher

level of abstraction. In other words how the

participants resolved their concerns allowed for

the emergence of a theory (the core category)

grounded in the context of the setting of the

research enquiry.

Results

After a description of the sample of mothers, the

results section will describe the core category of

‘buying time’ followed by the two different cate-

gories or behavioural styles of buying time which

were conceptualized as ‘instant solutions’ and

‘double-binding’. The properties of the two cate-

gories which emerged from the data will also be

presented.

Description of the mothers
Thirty-four mothers participated. The mothers’

ages ranged from 23 to 40 years. The average age

was 30 years (Table 1). The number of children in

the families ranged from 1 to 7. Most of the

children with nursing caries were either the first

(n = 11) or second born (n = 13) child. The toddlers

were 3–4 years old. Thirty children had been

weaned. Three toddlers were still being bottle-fed

and one child was still breast-fed on demand.

The core category: buying time
Gradually the mothers’ unspoken concerns and

difficulties in raising and caring for their children

emerged. They described the need to find time for

themselves while at the same time caring and being

physically close to their children. The wish for time

was of the greatest concern to the mothers. The core

category or the mothers’ main concern that

emerged from the data was conceptualized as

‘buying time’. The mother’s provision and use of

the feeding bottle at anytime of the day or night

was conceptualized as ‘the currency’ the mothers

used to purchase time. Hence, the mothers ‘bought

time’ for themselves by giving the feeding bottle to

their children to put in their children’s mouth to

‘shut the child up’.

Buying time, conceptualized as a purchase, had

its own distinct properties which were conceptual-

ized as advantages or benefits and as disadvan-

tages or costs. The benefits afforded by buying time

(using the feeding bottle) was a welcome release

from their demanding toddlers. The feeding bottle

currency, also, had its own costs whether in visible

payments (such as, the child’s tooth decay) or as

hidden prices, such as family arguments and

tensions:

‘My Jimmy, he couldn’t stand the child squealing

and crying at night. We hadn’t slept for weeks and

Jimmy and me were fighting like and Jimmy’s

shouting at me like; ‘For flip sake give that child a

bottle, I can’t be doing without sleep’. So I did, the

child sleeps, no longer screams the house down at

night. Me and Jimmy we’re OK.’ (Mother 16)

Buying time: different behaviours and different
styles
A variation in the types of behaviours or behavio-

ural styles that, the mothers used to buy time,

gradually emerged. The different behaviours

which emerged were firstly, the mothers’ use of

the feeding bottle to buy time away from their

demanding toddlers and secondly, the mothers’

use of the feeding bottle to buy time with their

‘toddler-babies’.

The feeding bottle purchased time away from the

toddlers and afforded the mothers some ‘peace and

quiet’. One mother had been advised for her son to

drink more fluids and so she had encouraged the

boy to walk about with the bottle of milk in his

mouth. This not only fulfilled the doctor’s instruc-

tions but also her wish for time away from her

son’s crying. With the bottle in his mouth her son

was silenced.

The feeding bottle also allowed the purchase of

buying time with the toddler while retaining the

child in a ‘toddler-baby’ state. With the feeding

bottle in position, the child’s and mother’s emo-

Table 1. Demographic characteristics of the participating
mothers

Demographic variable

Age
Mean age 30 years
Age range 23–40 years
Marital status
Married or living with partner 29 (85%)
Single mother 5 (15%)
Employment status
Full-time or part-time employment 4 (12%)
Economically inactive 30 (88%)
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tional needs for closeness were satisfied. The

following quote, from a young single mother,

whose son was nearly 4 years of age, is illustrative:

‘The bottle is really a comfort. At night, he just

holds onto the bottle and I have him in my arms. I

keep him there until he goes to sleep and I look at

him and I think he’s still my wee baby.’ (Mother 6)

Because of this variation in the mothers’ behav-

iours when buying time, two behavioural styles or

categories of buying time emerged. These were

conceptualized as ‘instant solutions’ and ‘double-

binding’.

Category 1: instant solutions

The giving of the feeding bottle with milk was

perceived as an ‘instant solution’ for buying time

away from their crying children. The mothers

described their lives as a rubric of anarchy and

chaos. They reported that their children would, ‘Lie

on the ground and yell’, ‘constantly cry and squeal’

and ‘play up like a mad man squealing, jumping

and throwing things’. On seeing the bottle the child

would instantly ‘stop crying and squealing’ – peace

would enter the household. At night mothers

talked about the children ‘having the whole house

up’ and ‘crying all night until (they) got a drink’. In

such situations the mothers perceived that

they needed an ‘instant solution’ as one mother

stated:

‘I can’t stick the screaming at night. The only way

to get him over (to sleep) is to give him a bottle of

milk.’ (Mother 10)

Additional costs and desperate solutions—As soon

as the mothers had found their ‘instant solution’ –

the feeding bottle – the children became resistant

and returned to their unpredictable and chaotic

activities. The chaos that pervaded the household

was a reflection of the mother’s need for time to

herself. The mothers’ solution was to follow the

toddler and not to impose any boundaries or

instigate behavioural routines. Mothers stated that

at times their home life descended into chaos – ‘Its

like a madhouse’, while, others recognized the

relentless disorder of their lives which was riddled

with confusion and disharmony. A mother talking

about her 3-year-old son is illustrative:

‘I don’t understand it just after we got him settled

with the bottle and we thought that’s that one

sorted – what happens – now he won’t go to bed he

stays up until 11.30 pm and will only go to bed

when we go to bed and then he has to sleep with

us.’ (Mother 25)

Mothers had to find additional strategies to

counter their children’s increasingly disruptive

behaviours. The result was an additional payment

for buying time. The description of the additional

costs mothers used to buy time was conceptualized

as ‘desperate solutions’. Mothers, recognizing that

they were in debt, used desperate remedies to pay

for some quiet time for themselves:

‘It’s the same each evening – but is all a bit chaotic

for me – I start her in her own bed and its tiring on

me up and down in the night and then I just let

her come into my bed with her milk.’ (Mother 32)

In finding themselves on the receiving end of

ever unaffordable and increasing costs the mothers

found desperate solutions to pay for their wish for

peace and quiet – they let their toddlers run around

with the bottle in their hand or in their mouths

while other mothers allowed their toddlers to stay

up late and to fall over to sleep were they lay:

‘He won’t go down to sleep. He goes to sleep on the

settee and we take him up to bed when we go.’

(Mother 26)

The subsequent disintegration of structured

family mealtimes followed as mothers became

evermore concentrated on solutions for their tod-

dlers’ disruptive behaviours. Other family mem-

bers suffered. Older children had to fend for

themselves and the shift from structured family

meals to unstructured in-between meal snacking

was gradually adopted. Without mealtimes or

bedtime routines, children eating when they were

hungry and sleeping when they were tired, the

mothers ‘paid a high price for peace and quiet’.

Psychological costs—The result of the mothers’

spiralling costs resulted in a household where the

child appeared to be in charge. This perception

belied the mothers’ true feelings. They were at their

‘wits’ end’ and feared they could not adequately

care for their children. The verbalization of this

anxiety allowed further psychological costs to be

added to the instant solution payment for buying

time – guilt and shame. Tooth extractions, the

child’s difficulties in smiling, speaking and eating

were constant reminders that the mothers were to

blame:

‘I couldn’t be with him the whole time, I had to do

some work – I needed time away, so I let him have

his bottle.’ (Mother 13)

As anxiety gave way to shame the mothers

experienced a further charge – they became
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self-reproachful and questioned their mothering

and nurturing roles. One mother talked anxiously

about her three children and the youngest that

had been a result of an unplanned pregnancy. She

had little time for this youngest child and com-

plained that he was ‘always so unsettled’, ‘never

slept’ and so the only way was to give him the

feeding bottle. She had wished ‘to be able to

manage’ and admitted shamefully that she feared

that the truth would come out – ‘I never wanted a

third child’.

Category 2: double-binding

The wish to buy extra time with their children

landed the mothers in the classic double-bind

situation. The double-bind situation may be

thought of in terms of behaving in apparently

conflicting ways. Double-binding conceptualizes

all the contradictory and conflicting aspects of the

relationship between mother and child (20). The

mothers in this study played two conflicting parts

in their purchase of extra time with their ‘toddler-

baby’ – the ‘possessive babying mother’ who

wished for ever-increasing ‘babyhood closeness’

with her ‘toddler-baby’ and the ‘rejecting inconsis-

tent mother’ who wished for an ‘independent

child’. Consequently, the mothers found them-

selves trapped in a jumble of conflicting demands –

on the one hand the mothers acted to maintain and

retain the ‘babyhood closeness’ with their toddlers

but on the other hand the mothers’ harsh rejecting

behaviours betrayed their wish for their children to

‘get lost’.

Nothing illustrated the mothers’ double-bind

better than the toddlers’ demands to sleep in

their parents’ bed. At night with the child in bed

beside them, the mothers had extra time com-

forting and cuddling their ‘toddler-babies’. But

the wish that the toddler would be more inde-

pendent, and ‘sleep in (their) own bed’, was

aroused when mothers needed ‘an undisturbed

night’s sleep’ or wished for intimacy with their

partners:

‘Meg panics at night and gets into bed with us. I

hold her and after a cuddle she settles down.

There’s only one problem – it always seems to

happen when her father and me get cosy together –

then I would like her to sleep in her own room – be

a bit more independent.’ (Mother 19)

It became possible to propose that the properties

of double-binding were ‘possessive baby mother-

ing’ and ‘rejecting inconsistent mothering’.

Possessive baby mothering—In general the mothers

were possessive of their children. The mothers

admitted to being unable to ‘let (them) go’ and

wished to ‘have (them) as a baby’ irrespective of

the dental, physical or emotional consequences.

The mothers encouraged the child’s dependency

through the currency of the feeding bottle. The

mothers believed that, as women, they benefited by

prolonging their child’s time in babyhood. They

described their longing to be needed and the

delight of being wanted by their children. One

mother, describing her longing for a child, recog-

nized that at all costs she had kept her child on the

breast for her own emotional needs. Breastfeeding

had only stopped when her son, nearly 4 years old,

started school:

‘He started school and then I gave him time to get

settled and then I stopped breast feeding him.’

(Mother 29)

An additional benefit was that at last, the

mothers had a purpose in life. They felt they

had something that they had ‘made’ and had

‘something of their own’. The following is illus-

trative; a mother of a 14-month-old toddler

refused to wean her daughter as she felt her child

was too young and still needed her bottle. The

mother was adamant even when the consequences

of prolonged bottle feeding were explained. This

mother stated that she was not ready to ‘let her

child go’ and she wanted to continue to baby her

toddler. The mother believed she was the only one

who was intuitively sensitive enough to tune into

her ‘baby’s’ communications. She believed that

she alone could provide the necessary security by

gratifying her child’s every need as they occurred

– particularly at night when her daughter became

distressed and frightened. For the mothers living

on the ‘Shankill’ their children were a long-

awaited prize – the ‘best thing to happen’ in their

lives.

Considering the benefits of possessive baby

mothering it was of little surprise that the mothers

were unable to separate from their children. They

clung to their children and the children in return

clung to the feeding bottle as they clung to mother:

‘She’s 3 and she won’t go anywhere without her

bottle. She nurses it and rocks it – even when its

empty.’ (Mother 28)

Rejecting inconsistent mother—But the mothers

also wanted their children to be less needy, more

independent and less burdensome. In this part of
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the double-bind the mothers played the part of the

rejecting inconsistent mother. Mothers admitted to

coldly rejecting their children’s emotional ad-

vances, scolding the children for being too clingy

and too demanding and ‘behaving just like a baby’.

This maternal attitude was most discernable when

the children were scolded for not being ‘grown-up’

and not speaking or eating properly:

‘She can’t do normal things because there are no

teeth – there are words but you can’t understand

what she is saying!’ (Mother 17)

I’ve tried everything with my wee fellow to get

him to eat. I say to him, ‘Here’s a banana’. He

won’t take it. Then he’s crying and squealing. All

he wants is his bottle.’ (Mother 5)

As the mothers inconsistently rejected their

children, the children experienced more separation

anxieties and attachment difficulties (21, 22). One

mother reported her fury and embarrassment

when her daughter screamed, cried and clung to

her, when left at nursery school. Other mothers,

recognized their children’s distress, but still

blamed the children for their difficulties in being

separated from them. The result of rejecting incon-

sistent mothering was that a communication dis-

connection occurred – mothers not hearing their

children’s needs and children bombarded their

mothers with ‘screaming’ in an attempt to gain

attention and love (22).

Past times—It emerged that much of the content

of the mothers’ descriptions of their lives and

interactions with their children belonged to their

own childhood. Some mothers talked of being ‘told

off’ for disturbing the house, being shouted at to

‘go to sleep’ and being physically chastized by their

own mothers. Others described fights over food

and one remembered being humiliated, by her own

mother, when at the age of 6 she still sucked her

pacifier at school. Despite these disagreeable mem-

ories, the mothers also remembered their own

mothers as kindly and loving who had cared for

them in a considerate way. The prolonged use of

the feeding bottle appeared to re-energized mem-

ories of their own mothers. It may be postulated,

therefore that an additional property of double-

binding was the purchase of ‘past times’. With the

purchase of ‘past times’, the mothers re-enacted

their own childhood experiences with their own

children while reviving childhood memories and

experiences of being possessively babied (the

benefits) while being inconsistently rejected (the

costs).

Discussion

The issue of nursing caries is perplexing and

problematic for dental health professionals. In their

attempts to solve the nursing caries problem they

have embarked on health education programmes

to get mothers to change their bottle feeding

behaviours. When this failed, mothers were

blamed for misunderstanding the ‘prolonged effect

of exposure to sugared drinks in feeding bottles’

(11). The mothers’ improved knowledge was dis-

regarded. Therefore the question remained: ‘Why

do mothers persist in prolonged bottle feeding?’

The aim was to use grounded theory procedures

and techniques to analyse the qualitative data

obtained from mothers and to generate an emerg-

ing theory of prolonged bottle feeding.

The mothers’ main concern was for time and the

feeding bottle, placed in the child’s mouth, allowed

time to be bought – hence the prolonged use of the

feeding bottle was conceptualized as ‘buying time’.

Conceptualizing the feeding bottle as a means of

buying time allowed RF and AS to understand how

the feeding bottle was used in the lives of the

mothers and their children. What was essential for

the mothers was time for themselves away from

their demanding children while keeping their

children physically close in a ‘toddler-baby’ state.

The feeding bottle currency allowed them to

purchase both time away from their demanding

children and extra time with their ‘toddler-baby’.

The benefits of the feeding bottle as an instant

solution to household woes included an easier life

for parents, relatively undisturbed sleep, less stress

and tension in the household. The feeding bottle as

an instant solution had the quality of a ‘cure-all’ for

as soon as the feeding bottle ‘medicine’ appeared

the child’s disruptive behaviours disappeared. The

instant solution strategy was thus perceived as an

excellent way of buying quiet time during the day

and undisturbed sleep at night. But the children

became increasingly resistant to the feeding bottle

panacea and so reverted or acquired evermore

disturbing behaviours. The mothers in an attempt

to resolve their time concerns used evermore

desperate solutions which further resulted in the

mothers’ anxieties and fears that they could not

manage to care for their children.

It is proposed that the category of double-

binding reflected maternal fears that they did not

have enough time with and for their children. The

mothers, therefore, prolonged their child’s time in

babyhood believing that this would benefit their
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children. Raphael-Leff (23) has conceptualized

these observations in terms of maternal gratifica-

tion and the benefits of motherhood. However for

these mothers, the benefits of motherhood also had

the potential to hinder their child’s psychosocial

development and it may be proposed that the

children’s apparent slow progression to toddler-

hood and independence was perceived by mothers

as burdensome.

At first glance, it seemed that the mothers were

unable to allow their children to separate from

them and progress to developing relationships

outside the mother–child dyad (22). However, this

ignored the fact that many children nursed their

bottles as their mothers nursed them. This obser-

vation suggested that the toddlers had progressed

to a stage of psychosocial development in which

the feeding bottle had acquired the qualities of a

transitional object (24). For Winnicott (24) the use of

a transitional object (e.g. the comfort blanket)

represents the child’s gradual emergence from the

exclusivity and dependence upon the mother to

separation and independence. The mothers in their

prolonged use of the feeding bottle had created

elements of ‘good-enough mothering’. The feeding

bottle as a transitional object allowed the child to

develop a gradual sense of control, autonomy and

independence while still being emotionally con-

nected to the mother by means of the feeding

bottle. Therefore, despite the mothers’ fears and

anxieties concerning their parenting skills, they had

created a ‘good-enough mothering’ environment

which had allowed the feeding bottle to act as a

transitional object (21, 24).

While the grounded theory techniques and

procedures used in this study restricted theory

generation, it would not be true to conclude that

this work represents a simple qualitative explora-

tion of maternal views, rather it represents an

emerging grounded theory since the core category

‘buying time’ emerged from the data. The feeding

bottle was at once an instant solution for buying

time away from screaming and crying children

while providing a vehicle for double-binding

which prolonged the time of their children in a

more baby-like state. Therefore, what emerged was

an appreciation of the time concerns, which the

mothers experienced when caring for their children

together with their attempts at resolution. Time

concerns and fears of disturbed mothering and

poor parenting provided important insights into

why the mothers persisted in prolonged bottle

feeding.

What are the implications of this emerging

theory of prolonged bottle feeding for health

promotion? In order to identify the implications

of this research it is necessary to consider the

theoretical perspectives which inform the discourse

within health promotion. The first theoretical per-

spective is the ‘conventional discourse’ or ‘the top-

down approach’, in which, the individuals’ lifestyle

changes are the cornerstone of illness prevention.

The second theoretical perspective is the ‘radical

discourse’ or ‘the bottom-up approach’. The radical

discourse places social inclusion, ‘community

empowerment and advocacy’ (25) as pivotal in

the promotion and maintenance of health. For

Laverack (26) what is fundamental in the radical

discourse is the achievement of community

empowerment. Community empowerment is

achieved, according to Laverack (26), through the

individual’s empowerment which is attained, in

the first instance by appreciating people’s concerns.

Hence understanding the complexity of the con-

cerns experienced by people paves the way for

personal action to small group involvement and

community empowerment – in essence a strategic

approach to health promotion (25, 26). The work

presented here aligns itself with the radical dis-

course and provides a first step in a strategic

approach to health promotion through the under-

standing of maternal concerns and the complexities

of behaviours which underpin the prolonged use of

the feeding bottle.

Nevertheless, what is the place of lifestyle

changes within the radical discourse? While

acknowledging that a conflict may exist, between

radical and conventional theoretical perspectives,

the need for parents and their children to modify

their health behaviours is of central importance –

the question is how can this behaviour modifica-

tion may be achieved? It is proposed that by

marrying the twin approaches contained within

the conventional and radical discourses it is

possible to develop appropriate and acceptable

health promotion programmes. Hence health pro-

motion programmes that start by understanding

maternal concerns which, underpin prolonged

bottle feeding, provide an opportunity to incor-

porate the more conventional elements of health

promotion – such as the common risk factor

agenda (27) into the radical discourse. Adopting a

common risk factor agenda in which there is true

integration of oral health nutrition strategies into

parenting programmes will allow such issues as

separation anxiety, attachment and child develop-

432

Freeman & Stevens



ment to be discussed in relation to feeding and

sleeping difficulties – thus assisting mothers to

resolve their time and parenting concerns. There-

fore, the child presenting with nursing caries may

reflect a child and mother in need of help. By

assisting mothers to overcome their time concerns,

mothering anxieties and fears when caring for

their infants, toddlers and children may provide

the avenue not only for the prevention of nursing

caries but also the promotion of ‘good-enough

mothering’ (21, 24).
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