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Abstract 

 

Aim:  

This study explored the health-seeking behaviours contained in the stories of 14 first-time 

mothers during the first twelve months of their infant’s life when they were concerned for their 

child’s health. The aim of this study was to understand how first-time mothers learn to seek 

help or advice and how, through this learning, increase their knowledge and health literacy.  

It is anticipated that the results of the study will assist health professionals to develop 

strategies to support mothers, especially first-time mothers, to increase their knowledge and 

enable them to make informed decisions regarding health-seeking for their baby.  

Method: 

A qualitative design was chosen to allow an exploration of the mothers’ health-seeking 

experiences using the Critical Incident Technique method to inform the data collection. This 

method allowed the mothers to be observers of their actions through the diarising of times 

when they had concerns about their child’s health. The mothers’ stories were then explored 

using semi-structured interviews, when the babies were around eight weeks of age and again at 

approximately six to eleven months of age. An inductive thematic analysis method was then 

used in the analysis of the mothers’ stories to ensure their stories were respected and their use 

maximised. 

Results: 

 Analysis of the 124 health-seeking occurrences identified in the mothers’ stories resulted in the 

development of four themes and associated subthemes. These themes were: asking other 

parents, connecting with health professionals, e-searching and learning, and state of knowing. 

This research project demonstrated that mothers seek help or advice within their environment 
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in what could be described as a health literacy pathway. The mothers were able to increase 

their health literacy through a reciprocal interaction with their environment that included 

health services where the presence of a collaborative relationship enabled the co-production of 

knowledge. A key feature of the study findings was the role of mothers’ groups in providing 

opportunity for knowledge generation through the observation of modelled behaviour, 

especially from other mothers with children of a similar age.   

Conclusion: 

This study demonstrated that mothers who participated in this study did not ignore health 

concerns but are motivated learners actively seeking help or advice through a number of 

different avenues, often soon after birth. In addition, mothers access several different sources 

for the one issue and when provided with information will critique it before accepting or 

actioning. Importantly, the study demonstrated also that over time where and how mothers 

seek help or advice changes as they become connected with their community and their self-

efficacy increases.  
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Chapter 1: Introduction 

Mothering involves a wide range of tasks that require knowledge and skills to be able to 

confidently accomplish them. Learning to mother includes learning to be able to recognise 

when your child is unwell and know what steps to take. For first-time mothers, the task of 

learning, that may have commenced during pregnancy, accelerates after the birth of their child, 

with the need to know how to care for their child and where or how to seek advice or help 

when they are unsure or concerned. 

Health literacy represents the cognitive and social skills that determine the motivation and 

ability of individuals to gain access to, understand, and use the information in ways that 

promote and maintain good health (World Health Organisation 2013). Rather than being static, 

health literacy will vary, dependent on a particular health issue or concern and can be viewed 

as dynamic(Baker 2006, p. 878). This means that an individual, for example a mother, may have 

adequate health literacy regarding contraception, but their health literacy regarding breast 

abscesses may be inadequate. Although this definition uses the term individual, in a family, a 

mother and/or father need to have adequate health literacy, both in regard to their own 

health, as well as their children’s health. Having an adequate level of health literacy enables a 

mother to identify the need to take action or seek help, and to critically review and make 

decisions about the safety and effectiveness of information received from professionals, 

community members, and the Internet. 

This thesis explores how first-time mothers can increase their health literacy and their 

associated maternal self-efficacy as their capacity and competence expands. In order to 

understand how mothers learn to increase their parenting knowledge and skills and, therefore, 

health literacy, this study explored their health-seeking behaviours. By exploring the mothers’ 

health-seeking actions when concerned about their child’s health, it was anticipated that this 

would identify how they acquired and used health knowledge.    
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This introduction chapter commences with a definition of the health-seeking terminology used 

in the study, then provides the background to the study, including a brief overview of health 

services. The chapter then provides a discussion regarding the positioning of the study, 

followed by a description of the study aims, and an overview of the thesis chapters.  

Explanations of terminology used in the thesis 

Child and Family Health services (CFH services): Community based services that are available 

to families with children aged zero to five years. The health professionals within the service 

include nurses, medical staff and allied health workers. In some parts of Australia, these 

services are known as Maternal and Child Health services. 

Child and Family Health nurse (CFH nurse): A registered nurse holding additional qualifications 

in child and family health. In some parts of Australia, the nurse’s title is Maternal and Child 

Health nurse. 

Family Doctor: This descriptor is used in the thesis to include general medical practitioners 

(GPs) and medical centres, which are common titles in Australia. 

Interview identification: The numbers 1or 2 after the participant’s pseudonym indicates when 

the interview was conducted – either Interview one (conducted at six weeks to eight weeks) or 

Interview two (conducted at six months to eleven months). 

Defining ‘Health-seeking’ 

 Prior to examining influences on health seeking behaviours, it is important to define the term 

health-seeking for the purpose of this study. Cornally and McCathy(2011, p. 286) considered 

the concept of health-seeking and help-seeking behaviour and concluded that help-seeking can 

be defined as ‘...problem focused, planned behaviour, involving interpersonal interaction with a 

selected health-care professional’. In contrast, ‘health-seeking’, according to Cornally and 

McCathy(2011), covers wellness or preventative care as well as describing actions when there is 

an actual health issue. It is also possible that no assistance is sought from health-care 
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professionals. Mbagaya, Odhiambo and Oniang'o(2005b, p. 326), describe human health 

seeking as ‘...the action people take when dealing with an illness’, which could be seen as 

having a narrower focus than that described by Cornally and McCarthy (2011). Taffa and 

Chepngeno (2005b, p. 241)added ‘care’, to be more specific with their description, ‘Health care 

seeking was defined as any attempt made by the mother (or caretaker) to obtain an expert 

opinion or treatment from a health care provider outside the home during the child’s 

illness/injury’.  

As this study explored the behaviour of mothers, which may or may not include contact with a 

health professional, the definition of health-seeking behaviour adopted in this study is ‘action/s 

taken by mothers when dealing with concerns regarding her child’s health’.  

Background of Study 

Mothers regularly make choices regarding health concerns, be it treating their children for a 

common illness, such as coughs and colds, deciding to visit their local family doctor, or 

attending an emergency department due to an injury or sudden health emergency, such as a 

suspected broken arm. The Australian health care system has multiple components – health 

promotion, primary health care, specialist services and hospitals (Australian Institute of Health 

and Welfare 2018, p. 56). For example, this study took place in the northern suburbs of Sydney 

where there are a wide range of health services, including three NSW Health public hospitals, 

with their associated emergency departments and four private hospitals. In addition, families 

are also able to access family doctors, paediatricians, telephone helplines and pharmacies. 

According to the Australian Bureau of Statistics (2017) around 21 million people consulted at 

least one health professional during 2014-15. The most commonly visited health professionals 

in that 12-month period were family doctors, with 85%of people seeing a doctor, while in the 

same period, 5.6 million Australians attended a medical facility, such as an emergency 

department or an outpatient clinic. Another part of health services are community services, 

such as CFH services. 
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Child and Family Health services exist in all Australian states and territories working within a 

primary health care model and staffed by a range of health professionals, for example CFH 

nurses, paediatricians and allied health staff, such as speech pathologists and occupational 

therapists ( Schmied et al. 2010). The CFH nursing team work with families using a partnership 

approach in providing age-specific, well-child health assessments, including screening and 

surveillance of child growth and development, and advice on health promotion and disease 

prevention for children from 0-5 years of age (NSW Department of Health 2009). Families who 

have concerns with their child’s growth or development are able to attend these services for an 

assessment and/or referral to appropriate services, such as a community paediatrician, allied 

health staff or family doctor. The CFH nurses are also able to assist with nutritional concerns, 

such as breastfeeding or sleep and settling concerns. CFH nurses may also be a conduit for 

mothers (especially first-time mothers) to their local community through new parent groups. 

Contact with mothers and their families, either during consultations or in parent groups, affords 

an opportunity for CFH nurses to provide education and moments of learning to the mother 

that may centre on particular concerns, such as feeding, sleep or settling. If there are no 

concerns, the CFH nurse may still offer health education and anticipatory guidance around 

infant feeding and settling, normal growth and development, play activities or immunisation. 

The education or information may be in the form of a face-to-face discussion, telephone 

consultations, brochures, videos or recommendations for parenting websites. Although both 

parents are able to attend the CFH services, in most instances it is the mother who brings their 

child to the clinic.  

Contact with the CFH service usually occurs within two weeks of the birth of a baby, with 

families in most states of Australia offered a home visit where information regarding available 

services is provided. If there are no concerns, the mother may not return to the CFH centre 

until their child is due for a routine child health check, which are recommended to occur in the 

first year of life at eight weeks and 6, 12, and18 months of age. These routine child health 

checks then become annual up to the age of five years. While the percentage of families 

attending CFH services is high for the first six months, the percentage of children attending for 
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routine checks after this age decreases (Schmied et al. 2014). Although families may not attend 

a CFH centre, it is possible that they do see their family doctor for these routine checks.  

If a mother only attends a CFH centre for the child health checks, the number of contact 

opportunities can range from only once at the home visit to multiple times, depending on the 

mother’s level of experience and/ or the presence of concerns. Why is this important in 

understanding how mothers learn to seek help or advice and, through that, increase their 

health literacy? 

As a CFH nurse I have met mothers with different levels of experience and confidence, from 

first-time mothers stating ‘I don’t know’, who lack belief in their ability to care for their child, to 

mothers with more than one child who take the challenges of parenting in their stride. But over 

the years, I have become aware that mothers’ knowledge and understanding regarding child 

health undergoes a change. Mothers I visited when their child was only a few weeks old would, 

several months later, display a significant increase in their knowledge and understanding about 

their child’s health and belief in their parenting ability. It became apparent that the mothers 

were acquiring knowledge and confidence, often in a relatively short period of time. While 

some of the knowledge may have come from interactions with health professionals, such as 

CFH nurses or their family doctor, the question of how did the mothers who had irregular or 

occasional contact with health professionals learn. In addition, who else was able to help them 

learn? The genesis of my research came from my curiosity and questioning; how do mothers 

learn what is normal child health to enable them to recognise when they are unwell and know 

where to go for advice; was this only from interactions with health professionals or from 

others, and if so who? By exploring a mother’s health-seeking behaviour when they had 

concerns for their child, I anticipated that their actions would include where they went for help 

or advice and, in addition, demonstrate how they acquired new knowledge and skills. An 

increased understanding of how mothers learn to seek help or advice and increase their health 

literacy will provide information that can be used to develop strategies to support other 

mothers in their health-seeking decisions. 
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Positioning of the Research 

Learning to parent usually commences before and during pregnancy, and can include 

attendance at antenatal parenting groups, which may cover postnatal topics such as 

breastfeeding. The imperative to learn parenting knowledge and skills accelerates after the 

birth of their child, with the need to know how to care for their child. It is not unexpected that 

women can have a number of concerns regarding their parenting ability in the early phase of 

mothering, including knowing when their baby is sick (Kaitz 2007). Other concerns that can lead 

mothers to seek help during the early years of parenthood are breastfeeding, crying (Osman et 

al. 2010)and sleep issues (Porter & Ispa 2012). 

Expectations of what motherhood will bring can be formed during pregnancy and, while most 

adjust well (Harwood, McLean & Durkin 2007), some new mothers find the reality very 

different as they move from being competent in their profession or workplace to being a 

parenting novice (Wilkins 2006). How mothers adjust can be influenced by a number of 

different factors, including depression, anxiety and parenting efficacy (Don et al. 2014; Seymour 

et al. 2014), as well as child temperament (Solmyer & Feinberg 2011). These factors can have a 

major impact on maternal ability and confidence. During the first year of life, the parent-child 

relationship is also developing, with the type of relationship capable of having lifelong 

implications (Bowlby 1988). Infants are capable of engaging and communicating from the time 

of their birth (Mares, Newman & Warren 2005).This ability to communicate can allow the 

mothers to learn to understand when their child is hungry, tired or even unwell. The result of 

learning to understand their child is that mothers can become the ‘expert’ and, while their 

knowledge may not be at the same level as a health professional, their day-to-day knowledge of 

their child is greater (Davis & Day 2010).  

Transitioning to parenthood is the descriptor used for the period from birth to either a defined 

time or as occurring in defined stages (Barimani et al. 2017; Deave, Johnson & Ingram 2008). 

But mothers do not automatically know everything about parenting at the end of this 

transition. While some new mothers, for example those holding child focused health or 
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education qualifications, may have core knowledge and skills, for most, parenting is learnt. 

Mothers can learn through different avenues, including formal didactic sessions, or through a 

partnership approach with health professionals, where meaning can be brought to activities 

through discussion resulting in parenting confidence (Fowler et al. 2011).  

Learning is a lifelong journey that begins in childhood and parenting and, it could be argued, is 

another stage of learning. Based on this premise, this research study was situated within the 

philosophy of learning. There are numerous theories explaining learning, including several that 

focus on social learning, such as Vygotsky’s Social Development Theory (Hopwood 2015) and 

Bandura’s Social Learning Theory (O'Connor et al. 2013). While both could be seen as 

appropriate in examining how mothers learn, a decision was made to use Bandura’s Social 

Learning Theory based on the research undertaken by Bandura regarding how children develop 

self-regulation and the relevance of this in understanding the development of child behaviour.  

Social Learning Theory 

Social Learning Theory was developed by Arthur Bandura through research projects that 

commenced in the late 1950’s, including studies involving the learning of aggression by children 

using the Bobo Doll1. In further research, Bandura and his students studied the development of 

a child’s cognition and language skills through the effects of social modelling and were ‘…able 

to show evidence of abstract modelling that freed social learning from the direct mimicry 

characteristics of earlier accounts’ (Ferrari, Robinson & Yasnitsky 2010, p. 109). Bandura framed 

his work as a ‘…science of learning and behaviour’ (Ferrari, Robinson & Yasnitsky 2010, p. 109). 

Then, through the development of a guided treatment for phobias, was able to demonstrate 

the success of participant modelling and guided performance mastery. The culmination of this 

work was the publication of Social Learning Theory in 1977, where Bandura proposed,  

                                                           
1 The Bobo doll experiment (or experiments) is the collective name for the experiments performed by Bandura during 1961 
and 1963 when he studied children's behaviour after they watched a human adult model act aggressively towards a Bobo doll, 
a doll-like toy with a rounded bottom and low centre of mass that rocks back to an upright position after it has been knocked 
down 
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Most human behaviour is learned observationally through modelling: from observing others one 

forms an idea of how new behaviors are performed, and on later occasions this coded 

information serves as a guide for action (1977, p. 22). 

By observing or watching how others perform different actions or behaviours, people are able 

to see how the action was undertaken. This may include watching the different steps that have 

been required to complete an action, as well as being able to observe the outcome of such 

action. Through observing the outcome, a person can judge if the action or behaviour caused 

harm, had a negative outcome, or had a positive or beneficial outcome. In addition, observing 

the outcome can cause emotional arousal in the observer. The person observing may feel 

confident that they can reproduce the behaviour, or the opposite in that it actually creates fear 

in them and stops them trying to replicate the behaviour. Bandura (1977, p. 39), explains that 

most social learning‘...occurs on the basis of casual or directed observation as it is performed by 

others in everyday situations’. This means that day to day activities or interactions with other 

people can provide opportunities through which they can learn by observing. For example, a 

mother at a parent group may watch another mother help her child roll over, therefore 

allowing her to observe the steps needed to help her own child roll. If the mother had not 

attended the group or had been busy with her own child, she would not have been able to 

observe the behaviour and learn from it through casual observation.  

Learning can also occur through a verbal instruction model or a symbolic model. Verbal 

instruction involves descriptions and explanations of behaviour, while symbolic involves real or 

fictional characters displaying behaviours, for example on the television or Internet. Learning 

through these models is more difficult due to lack or decreased observation of how the 

behaviour is actioned. The observational learning and modelling process itself is regulated by 

four cognitive and behavioural processes that have to be present for the learning to occur:  

 Attention – to be able to learn, people must be able to attend to modelled behaviour. 

The relevance, difficulty and the perceived value of the modelled behaviour will also 

influence a person’s attention; 
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 Retention – in order to reproduce an observed behaviour, a person must be able to 

remember the features of the behaviour. The process is influenced by observer 

characteristics such as understanding. A person who mentally rehearses or actually 

performs the modelled behaviour is less likely to forget; 

 Reproduction – after attending to the learned behaviour, a person has to be able to 

convert what has been retained into actions. Observed behaviour is not always 

reproduced perfectly when first attempted and is refined through performance 

feedback; 

 Motivation – a person has to be motivated to repeat the learned behaviour. People do 

not perform everything they learn, the decision to reproduce (or not) is dependent on 

the motivations and expectations, including anticipated consequences. People are more 

likely to reproduce behaviour that results in valued outcomes.  

If looking at these four processes using the example of the mother observing how another 

mother helped her child roll over, it could be said that the mother was able to attend (focus) to 

each step that the other mother took in helping her child roll over. The mother then needed to 

be able to remember each of the steps and be able to practice helping her own child roll over, 

which may not have been very successful the first time. Supporting this is the mother’s 

motivation to help her own child learn how to roll over; if the other child enjoyed rolling over 

and being on their tummy then this could reinforce the behaviour and also motivate the 

mother to try to assist her baby reproduce this new behaviour.  

One of the most important components of Social Learning Theory is reciprocal determinism, a 

term used to explain human behaviour. Psychological functioning, according to Bandura (1977), 

is the reciprocal interaction between three factors, person (cognition), behaviour and the 

environment, as depicted in Figure 1. 
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Figure 1: Reciprocal determinism (based on Bandura 1977) 

As can be seen in Figure 1, behaviour both influences and is influenced by personal factors 

(cognition) and the environment. But, the ‘influences exerted by these interdependent factors 

differ in various settings and for different behaviours’(Bandura 1977, p. 10). This means that 

the level of influence, such as environment, may be stronger than the other determinants, such 

as behaviour in some situations. At other times, personal factors may override the influence of 

the environment. For example, a mother (person) may decide not to interact with a CFH clinic 

(environment) as she is aware that they will be critical of her bed-sharing with her baby, 

therefore personal factors are overriding the environment. In Social Learning Theory, 

reinforcement is seen more as a precursor rather than an influencing effect on observational 

learning. Another component of Social Learning Theory is the role of self-efficacy on a person’s 

behaviour.  

Self-efficacy  

What actions mothers take when they feel that there is something wrong with a previously well 

child requires knowledge of their child and also belief in their ability to take the appropriate 

action. This belief can also be described as perceived self-efficacy, which is defined as‘… beliefs 

 

Behaviour 

Person  Environment 
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in one’s capabilities to organize and execute the courses of action required to produce given 

attainment’(Bandura 1997 p. 3). 

Self-efficacy reflects the confidence a person has in being able to have control over their 

behaviour, ability and their environment, to allow them to achieve a desired outcome. It is the 

person’s belief in themselves. For mothers, their level of self-efficacy could influence their 

determination to breastfeed. A mother with a high level of self-efficacy will overcome 

obstacles, such as not knowing how to breastfeed, by attending classes, and/or obtaining extra 

assistance to achieve their goal of breastfeeding. In contrast a mother with low self-efficacy 

may not be able to overcome obstacles, such as being able to obtain extra assistance, and may 

struggle to achieve their goal to breastfeed potentially resulting in them giving up.  

Women do not come to parenthood devoid of knowledge or skills(Bandura 1997). Instead their 

existing knowledge and skills can be adapted to allow them to appropriately care for their baby. 

Nor do women come to parenthood without expectations, often optimistic, of what the 

parenting experience will be like (Harwood, McLean & Durkin 2007). Mothers can use their 

sense of perceived efficacy to undertake an action for the first time, using what Bandura (1997, 

p. 61) describes as sub-skills and, through taking action, learn new behaviours.  

Self-efficacy has an influence on health-seeking. If a mother has low self-efficacy, then she may 

not undertake or complete a task. For example, a mother who is worried about her child tries 

to make an appointment with her local doctor to be told there are none available, but rather 

than insist that she needs to see the doctor, her low self-efficacy may accept the outcome and 

not pursue having her child seen. In contrast, a mother with high self-efficacy is unlikely to give 

up and will look for ways to have her child seen that day.  

A mother’s self-efficacy can increase during the first few months following the birth of her 

infant, through the process of parenting (Porter & Hsu 2003). Bandura (1977) describes four 

ways or sources in which a person’s belief in their capabilities can develop:  
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 mastery experiences or performance accomplishments;  

 vicarious experience; 

 verbal persuasion; and 

 physiological and emotional states.  

Mastery or enactive experiences provide learning opportunities for parents, allowing them to 

understand the steps within the task and to determine if they are able to succeed at set tasks; 

this is considered to be the most influential source of efficacy. As part of undertaking the task, 

an individual is learning new skills as well as gaining new knowledge. If an individual has low 

self-efficacy, failing can reinforce their sense of low-efficacy. For those with a strong sense of 

self-efficacy, failure or difficulties can be turned into success. If an individual has a large amount 

of outside help in achieving a task, then there is the risk that they could determine that in the 

future they will need help to achieve the task. When mothers successfully repeat the same task 

their sense of efficacy usually increases(Porter & Hsu 2003). 

Vicarious experiences, while discussed here as part of self-efficacy, are also a major influence on 

learning and, as such, are linked to modelling of behaviours (Bandura 1977). Vicarious 

experiences become a significant influence on parental learning. By observing others undertake 

tasks, mothers can learn to care for their babies; this of course may not always be appropriate. 

Observing other mothers successfully complete a task without any adverse outcomes can give 

confidence to an individual – ‘if they can do it so can I’. Counter to this observation is when 

those being observed are unable to successfully complete a task; this lack of success can have 

the effect of undermining an individual’s confidence in tackling the same task. Although not as 

strong an influence on an individual’s level of self-efficacy as mastery experiences, vicarious 

experiences can build people’s confidence in undertaking tasks. An example of a vicarious 

experience for new mothers could be watching another mother breastfeed. Hoddinott et al. 

(2010) found that women who had observed others breastfeeding were more likely to 

breastfeed their own baby and that this experience may not always have occurred face-to-face 
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but via the media. Observation may not have occurred recently, with some women in a 

research project recalling having observed a mother breastfeeding when they were 12 years of 

age (Hoddinott et al. 2010). 

Confidence in being able to undertake actions can be strengthened through others expressing 

confidence in the mother’s ability to succeed. Bandura describes this as social or verbal 

persuasion. This encouragement could come from a range of people, including the mother’s 

own mother or social networks, and can be quite informal rather than professional in origin 

(Leahy-Warren et al. 2011). While it would seem normal that a new mother’s own mother 

would play a role in confidence boosting, it could be the supportive role that the mother played 

during her daughter’s early years that is important, and the daughter seeing her as a significant 

maternal role model. To be successful, social or verbal persuasion has to be based on realistic 

expectations of a person’s capacity to complete the task, as well as the person having a belief 

that they can succeed; failure can lower a person’s self-efficacy. Of course, verbal persuasion 

can come from the person themselves and can be used in conjunction with other determinants, 

such as mastery experiences.   

The final way a person’s perceived self-efficacy can develop is through physiological and 

emotional states. People’s judgement of their self-efficacy level can be based on emotional 

responses from their body. If a person worries about their inability to successfully complete an 

action, this can lead to increased levels of stress. This stress could make the person feel more 

anxious about their ability to complete the action and could result in disappointment or a sense 

of failure in not succeeding. This does not necessarily mean that they were unsuccessful, but 

that it caused a level of stress and negative reactions, which is what they are recalling.  

While mothers will bring different knowledge and skills to their new role, this may or may not 

include knowing how to care for a new baby or being able to recognise when they are ill and 

knowing where to seek help or advice. Even if a mother has this knowledge, getting to know 

their new baby, and being able to understand their personality and particular needs, takes time 

and is essential in providing appropriate care. Learning about their baby can be proposed in 
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most instances as contributing to the development of a positive maternal infant relationship. 

Learning how to care for the baby can occur as part of social modelling. Influencing this 

relationship is the mother’s confidence in their ability to undertake appropriate actions to 

achieve expected outcomes. These factors can all influence how, or when, or where mothers 

seek help or advice when they are concerned about their child’s health.  

Aims of the study  

This study explored the health-seeking stories of first-time mothers during the first twelve 

months of their infant’s life, when they were concerned for their child’s health. By exploring 

where and how mothers sought help or advice when concerned with their infant’s health, the 

study aimed to: 

 understand how first-time mothers learn to seek help or advice, and 

 through this learning increase their knowledge and health-literacy.  

It is anticipated that the results of the study will assist health professionals to develop 

strategies to support mothers, especially first-time mothers, to increase their knowledge and 

enable them to make informed decisions regarding health-seeking for their baby. 

Thesis Structure 

The thesis consists of eight chapters covering the different components of the study within 

each chapter: 

Chapter 2 focuses firstly on the strategy used to search available literature on what is already 

known regarding when, how and why mothers of children aged 0-5 years seek help or advice. 

When the retrieved articles from the literature search were examined, it was found that the 

findings of previous studies could be grouped into three themes: role of signs and symptoms in 

decision-making, information gathering, and influencing factors in health-seeking. While 

previous studies have included first-time mothers, it was identified that there were very limited 
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studies focusing on the health-seeking behaviours of first-time mothers during the first 12 

months of their child’s life.  

Chapter 3 details the methodology and the Critical Incident Technique used to achieve the aims 

of the study. Included in the chapter is an explanation of the theoretical framework, namely 

health literacy and how this guided the selection of the method used in conducting this study. 

This chapter then provides details on recruitment, data collection and management and then 

moves into the different stages of data analysis. The final part of the chapter covers ethical 

considerations and strategies used to ensure rigour.  

Chapters 4 to 7 provide discussion and further analysis of the study findings, with each of these 

chapters focusing on the four themes, and associated subthemes, that were identified during 

the data analysis process. 

Chapter 4 – Asking Other Parents 

The theme of asking other parents and the subthemes of mother’s groups, mothers within the 

family, and parents from social networks are discussed in this chapter. The mothers’ stories 

showed that asking other parents about concerns they may have regarding their child can be an 

easy and accessible route for practical information and support at different ages.  

Chapter 5 – Connecting with Health Professionals 

The theme of connecting with health professionals highlighted that mothers used formal 

pathways when seeking help or advice. The mothers’ stories identified that a number of 

elements will influence the mother’s behaviour and outcome of their health-seeking episode 

that were reflected in the four subthemes: explaining to understand, coping with conflicting 

advice, collaborative relationships, and negative or unexpected outcomes.  
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Chapter 6 – e-Searching and Learning 

The use of the Internet by the mothers to locate information was a strong theme across the 

mothers’ stories, leading to the development of the theme e-searching and learning. How the 

mothers then used the Internet to locate information and learn led to the development of 

three subthemes: checking and confirming, identifying and decision-making, and social 

networking. 

Chapter 7 – State of Knowing  

The final theme differs from the first three in that it captures the processes of awareness and 

understanding that precedes seeking help or advice, and the mothers’ recognition of the 

change in their level of knowing. There are different forms of knowing identified as important 

to the mothers, leading to the development of this theme state of knowing, with associated 

sub-themes of not knowing, knowing my baby, self-knowledge, and growing in confidence.  

Chapter 8 ties together the key findings from the study drawn from the mothers’ stories. This 

study aimed to understand how first-time mothers learn to seek help or advice and increase 

their knowledge and health-literacy. The chapter discusses a key finding of how the mothers 

used familiar sources within their environment to seek help or advice. It then provides a 

discussion on how, through a reciprocal interaction with this environment that includes health 

services, the mothers were able to increase their health literacy and health-seeking skills 

literacy. Another key finding discussed is how the presence of a collaborative relationship 

enabled the co-production of knowledge. Discussion also centres on perhaps the most 

dominate key finding, the role of mothers’ groups in providing an opportunity for knowledge 

generation, through the observation of modelled behaviour and, subsequently, increased self-

efficacy. 

The final section of this chapter contains the strengths and limitations of the study, the impact 

on nursing clinical practice, recommendations for further research, and the conclusions of this 

study.   
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Chapter Summary 

This chapter introduced the study and provided background information regarding health 

services available for families with children, and an explanation of some of the terminology 

used in this thesis. The development of the definition of health-seeking used within the study is 

explained and an overview of the philosophical framework used to inform the research. While 

there are a number of established theories regarding how learning occurs, Bandura’s (1977) 

Social Learning Theory was selected, as it has a strong behaviourist learning base. Social 

Learning Theory focuses on how learning occurs, through observing modelled behaviour. An 

important element within Bandura’s theory is self-efficacy, the belief in a person’s ability to 

undertake a course of action to achieve an expected outcome, which could include health-

seeking. The study aims and context of the study were then provided in the final section of this 

chapter. In the following chapter, a detailed discussion of the literature reviewed is presented, 

to provide confirmation of a gap in the research literature and to inform the construction of the 

methods used within this study. 
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Chapter 2: Literature Review 

Introduction 

This chapter explores the extent to which the subject of mothers’ health-seeking behaviour has 

been studied and reported in published literature. The aim was to establish what are the 

common findings regarding maternal health-seeking, existing gaps in this area of research, and 

to provide guidance in the development of the current study. 

Review Method 

There are a number of different types of literature review, including traditional or narrative, 

systematic, meta-analysis and meta-synthesis(Cronin, Ryan & Coughlan 2008).An integrative 

review was the method selected for this study to allow for the inclusion of diverse 

methodologies in order to capture the context, process and subjective elements of the study 

question (Whittemore & Knafl 2005). 

In an effort to guide the literature review the Patient/Problem, Intervention/Issue, Comparison, 

Outcome and Study Design framework (Eriksen & Frandsen 2018) was utilised. The population 

examined was mothers and parents with children aged 0-5 years that have not previously been 

diagnosed with any chronic illnesses, without the limitation of parental socioeconomic status, 

ethnic or racial background or country/region. The intervention was the active seeking or 

searching for help, information or advice regarding health concerns or advice, such as 

breastfeeding. Comparisons can be drawn from the finding of the resultant literature regarding 

when the mothers sought help, highlighting if there were different triggers to make them seek 

help and where or how they located the help or advice. The outcome was the ability to 

describe evidence-based health-seeking by mothers. To ensure a broad range of findings were 

examined, all study designs were included in the search. The steps within the review are 

discussed below. 
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Literature sources 

A search of the literature was undertaken by using the following databases: Medline (OVID), 

PsychINFO, Maternity and Infant Care, PUBMED, CINAHL, and Embase. Google Scholar 

(Advanced) was also utilised to search for any publications related to the review question that 

may not have been located in any of the aforementioned databases. The reference lists of 

relevant journal articles were also used to locate additional material. Assistance in the 

development of the search strategy was provided by the librarians at the Douglas Piper Library, 

Royal North Shore Hospital; Northern Sydney Local Health District.  

Search strategy 

The search strategy for this literature review entailed the use of ‘key words’, Boolean 

operators, truncations, the use of proximity operators, and nesting. Initial basic searches were 

trialled through the Medline OVID database using identified key words that addressed the main 

concepts of the research questions: first-time, mothers, seek, help or advice, to determine the 

effectiveness of these terms. Using these initial results, a number of synonyms were then 

identified that could be used to locate relevant articles. The search strategy had two parts, the 

first consisted of a search using key words first-time and mothers with the synonyms of ‘new’, 

‘maternal’, or ‘parent’. The second part consisted of the action part of the question using the 

remaining key words help and advice and the following synonyms, ‘information’, ‘health’, 

‘care’, ‘decision’, or ‘assist’. These were to be combined with the final key word of seek and the 

synonyms of ‘ask’, ‘request’, or make’. The following phrases, using truncations, proximity 

operators, and nesting were created: 

 (first-time or new) adj3 (mother* or maternal or parent*) 

 (help or information or health or care or decision or assist) adj2 (seek* or ask or 

request* or make*) 

Advanced searches were undertaken using each phrase with the results combined using the 

Boolean operator ‘and’. These phrases were then used to search the remaining databases to 
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locate articles for further screening to determine eligibility for inclusion in the literature review. 

The only adjustment to the search phrases was the use of ‘N’ in place of ‘adj’ as the proximity 

operator for CINAHL.  

Searches were limited to the period 1998-2019 (February). The date range takes into 

consideration the both initial review undertaken as part of the development of this study and 

the updating of the review, to ensure all relevant articles were included. Articles located 

through the reference list of retrieved articles were included if their relevance warranted this 

action.  

Inclusion criteria were research articles that (a) investigated or explored actions taken by 

mothers or their families in relation to their child’s health including when, where and how they 

sought help or advice; (b) had participants consisting of mothers or families and children aged 

0-5 years; and (c) were in English. 

Excluded were research articles that (a) reported on studies examining the use of health 

services by children who already had a diagnosis such as cancer, asthma, or diabetes, or a pre-

existing condition such as prematurity or genetic abnormalities; (b) reported on studies of 

maternal or women’s health services limited to pregnancy; (c) examined the use of services by 

mothers with postnatal depression; (d) reported only on satisfaction outcomes and did not 

include any of the identified themes; and (e) were in languages other than English.  

Inclusion of the full text papers was also aided by the use of appropriate appraisal tools. For this 

literature review, the Joanna Briggs Institute critical appraisal tools for qualitative studies and 

for analytical cross-sectional studies Joanna Briggs Insititute (2017) and Strengthening the 

Reporting of Observational Studies in Epidemiology (STROBE; von Elm et al. 2007) tool for 

cohort studies were utilised. These tools allow for appraisal of the research evidence, including 

providing guidance to determine the methodological quality of the studies and if the study has 

addressed the possibility of bias in its design, conduct and analysis.  
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A table of evidence was constructed to assist in the analysis of the selected research studies 

with an illustration of the table shown below and the full table in Appendix 8. 

 

Table 1 Example of summary of literature review findings 
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The flow diagram presented in Figure 2, guided by PRISMA (Moher et al. 2010),shows the 

number of articles located through this search strategy and the steps involved in reducing them 

to the actual number included in the literature review, resulting in17 articles.  
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Findings 

The articles that were located covered studies, both quantitative and qualitative, that had been 

conducted in a number of different countries around the world, including United States of 

America (USA)(Gross & Howard 2001), Canada(Aston et al. 2017), United Kingdom (UK)(Neill et 

al. 2014a) and Switzerland (Jaks et al. 2019). In addition, several studies from Kenya (Mbagaya, 

Odhiambo & Oniang'o 2005a), Ethiopia (Astale & Chenault 2015), and Ecuador (Luque, 

Whiteford & Tobin 2008) were retrieved. Of the 17 articles retrieved only one, Aston et al. 

(2017), had participants that were all first-time mothers, with the remaining articles having a 

percentage of both first-time mothers and those with more than one child. 

Although the research had been carried out in different countries, with different health systems 

to those in Australia, how mothers react when their child is unwell or when they are seeking 

advice could be said to have universal relevance. It is also important to include studies from 

different countries as Australia has families from many different countries, including Europe, 

Africa and South America. The articles that included were examined and while all were linked to 

how mothers seek help or advice regarding child health concerns, it was found that they could 

be grouped into three themes: role of signs and symptoms in decision-making, information 

gathering, and influencing factors in health-seeking. 

Role of signs and symptoms in decision-making 

The presence of signs and symptoms alert mothers to their child being unwell and can influence 

their decisions in how to respond. These decisions include treating at home or seeking 

assistance in managing any illness. Nine of the articles retrieved examined the role of signs and 

symptoms from different perspectives (Allen, Dyas & Jones 2002; Astale & Chenault 2015; 

Gross & Howard 2001; Hay, Heron & Ness 2005; Luque, Whiteford & Tobin 2008; Mbagaya, 

Odhiambo & Oniang'o 2005; Mukiira & Ibisomi 2015; Taffa & Chepngeno 2005) using both 

qualitative and quantitative methods.  
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Examining the prevalence of illnesses within a community can inform and provide valuable 

information for health services on the need for targeted services or intervention programs. If 

the prevalence is combined with determining the presence or not of responses to an illness, 

and/or links to other determinants identified, the results can then be used to identify gaps in 

services, the need for education programs, and if these need to be targeted at certain 

populations within that community. 

Three studies across different communities in Kenya examined illnesses in children under five 

years and the health behaviours of their mothers or caregivers. Taffa and Chepngeno (2005), 

using data from a demographic survey of the poorer residential areas in Nairobi, examined the 

association between reported illness, child factors and socio-demographic factors. Of the 999 

children who were reported ill, the most common symptoms involved the respiratory and 

gastrointestinal systems. Coughing was the most common symptom reported but diarrhoea or 

diarrhoea associated with fever were perceived by the mothers as more severe and more likely 

to result in treatment. The age of the child was also associated with increased likelihood of 

health-seeking with children aged less than 12 months more commonly taken for treatment 

than for those aged four to five years of age. Maternal age and household expenditure were 

also associated with the decision to treat at home or seek outside treatment, with older 

mothers and those with low income levels less likely to take their child to a health centre. Due 

to the location of the slums, the options for treatment were limited with privately run health 

clinics or chemists more likely to be the sources for help. It is possible that the association 

between maternal age and the decision to treat at home or not could also be due to the 

presence of previous experience in treating the illness at home, which could assist the mothers 

in their decision-making. Due to the study design, why the mothers perceived certain 

symptoms to be severe in comparison to others was not possible, and further studies to explore 

their decision would be required.  

The perceived severity of illness was also identified by Mbagaya, Odhiambo and Oniang’o 

(2005) to influence care seeking responses in their survey of a rural Kenyan community. Fever 

was considered to be severe, as opposed to cough and colds which, the mothers considered, 
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would heal without treatment. Although the study documented the presence of childhood 

illnesses, the age of the child was not used as a variable to examine any association between 

age and care seeking as with the previous study. Most of the mothers in the study took no 

action until the child was not able to participate in normal activities, regardless of how severe 

they perceived the illness. Lack of money and or health services also played a role in when 

mothers took action. When action was taken, again it was more likely to be the younger 

mothers and the treatment was more likely to involve the purchase of over-the-counter drugs 

or seeking help from a traditional healer. Again, there was no discussion regarding why younger 

mothers versus older mothers decided to seek help outside the home, it is possible that again 

this is due to the level of health knowledge gained from previous experiences. The episodes of 

previous illness reported by the mothers were based on recall, resulting in the authors not 

being able to undertake statistical analysis of the association between illness and treatment. 

The data for this research was collected by interviewing the mothers in the presence of the 

head of the household; the influence this person may or may not have had on the responses 

was not explored. 

In contrast, Taffa and Chepngeno (2005) and Mukiira and Ibisomi (2015) found that caregivers 

were more likely to seek appropriate care for the treatment of diarrhoea for children aged 

between 24 and 35 months, and longer illness duration was associated with less likelihood of 

appropriate care being obtained. The mothers were more likely to seek treatment for children 

over 24 months, resulting in the authors raising the question: what care was provided to the 

younger children. Again, the presence of diarrhoea was based on maternal responses and recall 

with an acknowledged limitation being that there was no differentiation between type of 

diarrhoea, that is mild versus severe, and or presence of other illnesses that may have 

influenced care seeking in the survey. 

Luque, Whiteford and Tobin (2008), in their study of Ecuadorian mothers, included an overview 

of the common childhood illnesses within the group and found that half of the children had 

coughs and colds. They also examined the mothers’ responses to certain symptoms. Through 

the use of hypothetical illness symptom clusters and treatment choices, the authors aimed to 
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ascertain if the mothers were able to recognise the symptoms common to acute respiratory 

infections. While the study found that there was an overall lack of recognition of the common 

signs of rapid breathing and indrawn chest, as being those of acute respiratory infections, it also 

found that caregivers who had experience in caring for children with pneumonia were able to 

recognise these signs. The article does not describe if this was explored but the presence of 

health knowledge in guiding decisions is similar to those found in the studies discussed earlier. 

Low socioeconomic status and lack of health education were risk factors for not being able to 

recognise the symptoms and delayed health-seeking.  

Younger maternal age and lower parity were again strongly associated with higher levels of 

consultation in the Hay, Heron and Ness(2005) study examining the prevalence of symptoms 

among preschool aged children in south-west England. As part of a longitudinal study, parents 

were asked if their children had experienced a number of symptoms at set intervals between 

six and 57 months. Respiratory symptoms, such as colds, coughs and earache, were the most 

commonly reported, with 97% consulting a doctor at least once. In addition to finding that 

younger mothers were more likely to consult a doctor, the study also found that with children 

over five years, while the number of symptoms remained high, the consultation rates reduced. 

This was interpreted as evidence of increasing maternal confidence in being able to care for 

their ill child without requiring a medical consultation. While the study questionnaire asked if 

the child had experienced a number of symptoms, it did not ask how many times these had 

occurred. It also relied both on parental recall and parental identification of a symptom, which 

may have been challenging for first-time mothers and/or the children telling the parent, for 

example they had an earache. In addition, the parents were not asked if they had requested 

advice from other sources, such as family or other health professionals, including pharmacists.  

In contrast to quantifying health-seeking, Allen, Dyas and Jones (2002) sought to explore how 

mothers in a northern England study, with children aged between one and five years, were 

affected when their children displayed common childhood symptoms such as temperature, 

vomiting or diarrhoea. Mothers reported feeling anxiety and worry when their child displayed 

symptoms and also described how parenting stress, leading to tiredness in themselves, could 
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change the way they viewed the symptoms; that is minor illness could seem as if it was life-

threatening. In spite of describing anxiety and worry caused by their child’s symptoms, the 

mothers also explained they would self-treat minor illnesses, including the use of an anti-

pyretic, for three to four days, and if there was no improvement then seek advice. This strategy 

changed if there were signs associated with meningitis, for example a high temperature and 

stiff neck would result in the mothers attending a health consultation. Whether these mothers’ 

actions were influenced by public health campaigns regarding meningitis was not explored, nor 

was the mothers’ interpretation of a minor illness or if the age of the child played a role in the 

mothers’ health-seeking. Of the 29 mothers in the study, 25 had more than one child and the 

authors concluded that previous experiences in being able to treat their child at home lead 

them to feel confident in being able to do so again. As all the children in the study were aged 

over 12 months, the small number of first-time mothers may also have developed knowledge 

regarding symptoms of common illnesses and how to treat them. The authors concluded that 

previous experience in consulting health professionals influenced the mothers’ decisions on 

subsequent consultations.  

Decision-making was examined by Gross and Howard (2001) through the use of health care 

scenarios and in-depth interviews of 114 mothers, 44% of who were first-time mothers, in rural 

USA. The mother’s perception of the seriousness of an illness and fear for her child’s health 

were found to be the strongest influencing factors on their decision-making regarding use of 

services. There was no difference found in this decision-making process between first-time 

mothers and mothers with more than one child. 

Insight into how parents felt when their child displayed symptoms was shown in the van der 

Gugten et al. (2016) study, where parents described their feelings of duty to care for their child, 

especially during their first year of life where they are perceived as being more fragile. These 

parents felt the need to act correctly to ensure that their child’s symptoms did not escalate. 

Developing an understanding of what was normal behaviour for their child was identified as 

important, as it allowed the parent to recognise when they needed to see a health professional. 

The Neill et al. (2016) study found that distress in the child, unfamiliar illnesses, or the 
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persistence of symptoms also lead mothers to seek help, but if the symptoms were not obvious 

it could be difficult to make the decision to seek help.  

Information gathering 

The need or decision to locate information can be initiated for various reasons, and from the 

articles retrieved, has been an area of investigation for a number of researchers. Mothers will 

use a range of different sources, including health professionals, family or friends, and the 

Internet, to locate information that they feel is right for them(Aston et al. 2017). For first-time 

mothers, the need to seek information from a number of different sources can be influenced by 

them questioning their knowledge (Aston et al. 2017). This information gathering can assist the 

mothers in decision-making (Aston et al. 2017), increase the need for reassurance (Henshaw et 

al. 2018), or the need for information additional to that already provided (Slomian et al. 2017). 

Additionally information gathering can be to confirm their own ideas (van der Gugten et al. 

2016) or simply to learn (Jaks et al. 2019). But the information can also challenge the mothers if 

it does not fit within their parenting choices, such as co-sleeping with their infant (Aston et al. 

2017) or it undermines their confidence in being able to do the best for their infant, such as 

breastfeeding (Henshaw et al. 2018). For the mothers, it is not merely gathering information 

from different sources, but also includes a process of comparing, critiquing and analysing in 

order to be able to understand(Aston et al. 2017; van der Gugten et al. 2016). If mothers are 

not able to understand the information they have located, often as a result of the presence of 

large amounts and/or conflicting information, this could result in them having to make an 

uninformed decision (Henshaw et al. 2018). The studies within the examined articles have 

demonstrated that mothers’ health information-seeking approaches have a number of 

commonalities in why and where they sought specific information.  

Using trusted sources of information  

For new parents, the first weeks can be filled with doubt regarding their parenting, leading 

them to seek reassurance (Guerra-Reyes et al. 2016; Henshaw et al. 2018)that how they are 
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caring for their infant’s health is appropriate. The need to find information to allow them to feel 

reassured can lead mothers to use non-judgemental and trusted sources. Gross and Howard 

(2001) used the descriptor of a significant person, for members within the family group of the 

mothers in their study who were able to help with problem solving. This can include family or 

friends, however who mothers turn to is not only very individual but, in some instances, the 

mother may not be able to locate a trusted source or it could take time for her to establish an 

information support system (Henshaw et al. 2018).Within the family, trusted sources were 

usually those with experience (van der Gugten et al. 2016) including their own mothers, 

grandmothers or sisters, and for some, male relatives if the mother perceived him as having 

experience (Criss et al. 2015). These sources of information could also be seen as family experts 

and respected members of the family (Neill et al. 2014).  

Although mothers may have a trusted source, that does not automatically mean that they 

would utilise the information if they considered it was conflicting or confusing (Aston et al. 

2017), resulting in them seeking out further information. Mothers with no or very limited 

trusted sources, such as having family locally, tended to use other sources (Jansson, Isacsson & 

Nyberg 1998) or delay their health-seeking, as they had no one to advice or help them with 

other children (Neill et al. 2016). Trusted sources of information can include health 

professionals (Criss et al. 2015; van der Gugten et al. 2016), with the opportunity of being able 

to have face-to-face assessments of their child, to provide reassurance and a reason for seeing 

them as trusted(Neill et al. 2014b; van der Gugten et al. 2016). 

Digital health-seeking and use of other media sources  

Jaks et al. (2019) in their exploration of the use of digital media for health-seeking in 

Switzerland, found that 91% of respondents reported using digital media to search for 

information on child health and development. But not all mothers will immediately go online to 

search for information, with Slomian et al. (2017) finding that 69.5% of mothers in the first 

instance asked family members and 62.9% asked friends. The Internet can also be seen by 

parents as an additional resource to those who they may see as experts within their family or 
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even neighbourhood (van der Gugten et al. 2016). Although Jaks et al. (2019) found a high level 

of digital media usage, they also found that those using digital media contacted family and 

friends for information more frequently than those who did not use digital media to locate 

information. In contrast, non-users were found to more frequently contact paediatricians or call 

a children’s emergency service or hospital.  

For parents, the Internet has many advantages over other sources of information, including it is 

available 24 hours a day (van der Gugten et al. 2016) and mothers can find the information by 

themselves (Slomian et al. 2017). In the Guerra-Reyes et al. (2016) study, mothers reported that 

not only was the Internet more accessible, it was faster than using medical professionals. As the 

study focused on the use of mobile phones to access information, this finding may not be 

surprising. The desire to compare information that has already been received from health 

professionals (Aston et al. 2017) can be another reason for digital health-seeking, as can be the 

perception that the information is more up-to-date (Jaks et al. 2019). For mothers with no local 

family, the Internet may be one of the few ways to locate information (Criss et al. 2015). 

Reasons for not using digital media, including the Internet, can be parent’s difficulty in finding 

information and/or knowing what information is reliable (Jaks et al. 2019).  

What mothers and their families are searching for via digital media, including the Internet, will 

be very individual; however studies show that it can be to gain knowledge of symptoms of child 

illnesses (van der Gugten et al. 2016), or information on child health or development (Criss et 

al. 2015; Jaks et al. 2019). In the immediate post-partum period the focus could be on 

breastfeeding(Guerra-Reyes et al. 2016) and safe sleeping for their baby (Aston et al. 2017; 

Henshaw et al. 2018; Slomian et al. 2017), and at times, the mother may be searching for 

information on her own health (Slomian et al. 2017). In addition, Neill et al. (2014) also found 

that mothers go online to not only check that their child’s illness is not serious, but to also 

check their self-diagnosis to avoid criticism from their doctor.  

Jaks et al. (2019) examined where on the Internet parents most likely searched for information, 

finding parents primarily used search engines, with the next most frequently used sites being 
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parenting webpages. In comparison, first-time parents preferred to use parenting websites, 

compared to using search engines to locate information. Few of the mothers in the Slomian et 

al. (2017) study had a favourite website, while the mothers in the Criss et al. (2015) study either 

used a search engine or a USA parenting website. The mothers in Guerra-Reyes et al. (2016) 

used various strategies to locate information on the Internet, including the use of search 

engines or parenting websites, but all the mothers agreed that they would search for 

information on websites recommended from people or parenting associations they trusted, 

such as breastfeeding associations.  

Knowing that the information on websites is not only complete but correct is important to 

families, with several studies measuring parents’ perceptions of both. In the Slomian et al. 

(2017) study, 67.9% of mothers indicated that they often found the information incomplete 

with 43% indicating it was often wrong. The Jaks et al. (2019) study found that 91% of 

respondents only sometimes believed that the information was correct. How parents were able 

to discern either that the information was correct, incorrect or incomplete was not explored 

due to the study design. It could be argued that a high level of literacy and health literacy would 

be required to enable mothers or their families to critique website information, and it is 

possible the participants in both these studies had a high level of education. Knowledge gained 

through previous children may also enable mothers and their families to recognise incomplete 

or incorrect information. Both studies had first-time mothers, 54.1% in Slomian et al. (2017) 

and 52.1% in Jaks et al. (2019), but the mean age of their youngest child was 12-14 months for 

both studies, which may indicate that the mothers had opportunities to increase their 

knowledge.  

Being able to feel confident in the information provided on the Internet was also seen as 

important, with mothers verifying the authors by checking the name of the company or 

organisation that created the webpage (Slomian et al. 2017). Strategies to reduce doubt 

regarding the information also included using preferred websites, such as those linked to 

medical institutions and/or organisations (van der Gugten et al. 2016). The participants in the 

Jaks et al. (2019) study tried to assess the websites’ reliability, but how they did so was not 
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explored. Recommendations from other mothers, looking for a website’s domain to establish 

its online identity, or only using respected online sources, are additional strategies (Guerra-

Reyes et al. 2016).   

Mothers and their families who access the Internet reported that the Internet provided health 

information, but it did not influence their decision to attend health services (van der Gugten et 

al. (2016). The parents in this study described feeling overwhelmed by the amount of 

information on the Internet and that it was difficult to find a reliable answer and, at times, this 

increased anxiety as the information on symptoms included those for severe or rare diseases. 

This anxiety and confusion may have led the parents to attend the health services. Slomian et 

al. (2017), in contrast, found that the mothers in their study felt the Internet allowed them to 

feel confident in their role as mothers and to have more control of their decisions. For some 

mothers, the Internet was confusing and judgemental while for others it was useful and 

supportive (Henshaw et al. 2018). When asked if the Internet was a good resource for 

improving health knowledge, 76% of respondents in the Jaks et al. (2019) study agreed, but 

interestingly only half of the respondents (48%) agreed that they understood the information. 

When the authors examined the finding, fathers had a higher perception of the Internet as 

being a good resource than mothers, and those parents who had used the Internet frequently 

also perceived the Internet as being a good resource for improving health knowledge.  

Other media sources of information can also be accessed, with 92% of parents in the Jaks et al. 

(2019) study indicating they had searched for health information in books, as did the mothers in 

Guerra-Reyes et al. (2016). The mothers in the Slomian et al. (2017)study also used brochures, 

journals, magazines, encyclopaedias and dictionaries. Television provided opportunities to 

increase health knowledge through health education programs or campaigns such as meningitis 

(Neill et al. 2014) or breastfeeding (Criss et al. 2015).   
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Influencing factors in health-seeking 

As shown by the retrieved research articles, health-seeking is not confined to one country or 

one population, with a number of similarities in when or how mothers will seek help or advice. 

The articles also showed that there are similarities around factors influencing health-seeking. 

These factors can be barriers to health-seeking and those that support the mothers’ health-

seeking decisions.  

Socioeconomic factors such as income can act as barriers to health-seeking and were shown to 

be factors in a mother’s decision in a number of the studies (Astale & Chenault 2015; Luque, 

Whiteford & Tobin 2008; Mbagaya, Odhiambo & Oniang'o 2005; Mukiira & Ibisomi 2015; Taffa 

& Chepngeno 2005). Lack of money to purchase medicine or pay for private medical 

consultations can result in mothers delaying seeking treatment, as can lack of transport from 

rural areas to health facilities (Astale & Chenault 2015; Luque, Whiteford & Tobin 2008). By 

examining their data, Mbagaya, Odhiambo and Oniang’o (2005) were able to identify that 

families who lived near government health facilities utilised them, while those who did not 

used other treatments or did not seek treatment, therefore identifying lack of affordable 

facilities as a barrier.  

Another socioeconomic factor that can influence health-seeking is the parent’s literacy level 

and while, for example, Mbagaya, Odhiambo and Oniang’o (2005) examined the link between 

maternal level of education and seeking treatment, only Neil et al. (2014) noted this as an issue. 

The authors found that low levels of literacy created problems for the parents accessing 

information and if their child was ill, the stress created by the situation further reduced their 

capacity to understand. Interestingly, the parents in the Neill et al (2014) study also identified a 

barrier themselves, not related to socioeconomic factors– being a father. The participants 

identified that the societal view of roles meant that fathers struggled to be able to access 

services if they wanted to take their child to health appointments, as they were mainly in day-

time hours when fathers were at work. 
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Neill et al. (2016),Gross and Howard(2001), and Allen, Dyas and Jones (2002) also identified 

other barriers to health-seeking, relating to parent’s interaction with the health professionals, 

including the sense that their concerns were not being taken seriously or that they were being 

patronised. The mothers’ perception of their interactions was not confined to the doctors but 

also included receptionists when trying to make appointment (Neill et al. (2016). These 

perceptions can have an effect on decisions to seek help (Allen, Dyas & Jones 2002). How the 

health professional handled the child and the degree to which the mother was included can be 

seen as important factors in decision-making (Gross & Howard 2001). The mothers in the Neill 

et al. (2014) study perceived that the attitude of the doctor towards them and the subsequent 

information provided was influenced by the doctor being a parent themselves. If the mothers 

feel inferior to the doctor this can impede the mothers’ ability to discuss their concerns, while 

criticism regarding the timing of their decision to attend the health care service, such as being 

asked why they had not come earlier, could influence any future health-seeking decisions(Neill 

et al. 2016). In addition, the outcomes of these interactions with the doctor could result in a 

loss of trust and influence the mothers’ future decision-making, potentially resulting in them 

seeking help from other sources (Neill et al. 2016). Just being able to make an appointment 

with a health care service can require mothers to negotiate barriers, including dealing with 

receptionists(Allen, Dyas & Jones 2002), and mothers whose primary language is not English 

may not feel confident requesting an appointment, leading to delays in health-seeking (Neill et 

al. 2016).  

Another potential barrier is if a mother considers that a health professional does not share her 

beliefs and values then she will not share information, due to the possibility that the health 

professional will disapprove (Aston et al. 2017), for example the practice of bed-sharing. This 

non-aligning of beliefs can result in mothers seeking information from other sources (Aston et 

al. 2017). Not sharing information can include mothers not revealing to health professionals 

that they had used the Internet to find information, due to being afraid of the reaction (Slomian 

et al. 2017). If the mother did not understand the information, this is a lost opportunity and 

becomes a barrier to enabling the mother to increase her knowledge.   
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While barriers can influence mothers’ decision-making regarding health-seeking, so too can 

other factors. A factor identified in several studies (Allen, Dyas & Jones 2002; Criss et al. 2015; 

Neill et al. 2014), in relation to the mothers’ decision-making, was the presence of experience 

which may have been gained through different avenues including caring for their child. This 

presence of experience can, in turn, provide the mother with a level of confidence in being able 

to care for her child and any decision-making regarding seeking help or advice.   

Gross and Howard (2001) found no overall difference in the perception of competency or 

decision-making processes between mothers with one child and those with more than one, 

with the exception of how mothers would treat an ear infection. In this instance, mothers with 

more than one child would make a doctor’s appointment in comparison to mothers with only 

one child. The article did not contain an overview of the different ages of the mothers’ children, 

but it is possible that the lack of difference in the decision-making process may indicate that 

mothers with one child had been able to gain experience in health-seeking leading to this 

similar outcome.   

Experience with caring for children with illnesses, including pneumonia, can provide mothers 

with knowledge that can be used to recognise similar symptoms and lead them to initiate 

seeking treatment (Luque, Whiteford & Tobin 2008). The mothers with more than one child 

describe using their instinct (Criss et al. 2015)or common sense to recognise that there is 

something wrong with their child, but these qualities are absent from the stories of first-time 

mothers (Neill et al. 2016), suggesting they increase their parenting experience over time.   

Discussion  

Mothers can undertake information gathering as part of health-seeking for a variety of reasons 

as shown by the research articles used within this review. These reasons include to increase 

health knowledge, provide reassurance, to check and confirm other information, and to assist 

when deciding to seek help from health professionals.  
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Common findings  

While there were a number of common triggers leading mothers to locate help or advice for 

their child that were found across the literature, the perception of the severity of the child’s 

illness, the fragility of a child’s health or maternal fear for their child were the most dominate. 

Additional to this was the age of the child with the younger the age, the more likely the mother 

would seek help and the trigger of a change in the child’s condition; that is that the child was no 

longer able to participate in normal activities.  

The presence of certain signs or symptoms such as diarrhoea or rashes has also been found to 

be a common trigger mothers to seek help, but research has also shown that mothers will also 

try to treat their child’s illness at home(de Bont et al. 2015). Mothers want to be seen to be 

doing the best for their child and what they can perceive that it is expected of them as mothers 

(Neill 2000). But while mothers may try and treat their child’s illness or symptoms such as fever 

at home, the presence of conflicting information as to how to do so or previous negative 

experiences in trying to do so may impact on their decision-making processes (Walsh, Edwards 

& Fraser 2007). But again, if the parents who decide to self-treat recognise an escalation of 

their child’s symptoms they will make the decision to access health services, including the use 

of after-hours services (Hugenholtz, Broer & van Daalen 2009). This need for reassurance 

regarding their child’s health can lead parents to visit emergency departments, as they can be 

seen as the best facility for certain medical conditions (Brosseau et al. 2011). 

Where mothers go to locate health information or advice when it is not an emergency situation 

was shown to be consistent across a number of the articles, with mothers turning to family or 

friends they perceived as experts or having experience with children. In addition to being seen 

as experts, the mothers would turn to their family due to the presence of a sense of trust. 

Other trusted sources used by the mothers can include health professionals, but while mothers 

may trust healthcare professionals, the need for immediacy can result in them turning to family 

or friends. 
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The benefits of the Internet, such as being available 24 hours a day (Plantin & Daneback 2009), 

accessibility to support networks and that the mothers themselves are in control were common 

findings in the literature as was the use of the Internet to increase their knowledge. In addition 

other research has also found that for mothers where their child has already been linked into 

services, the Internet is an avenue to access information about their child’s condition and 

treatment as a means of reducing anxiety (Tuffey & Finlay 2002; Wainstein et al. 2006).  

These benefits are balanced against the concerns, including the large amount of information 

that can be generated and knowing if the information is correct and complete. Although 

mothers may use the Internet to locate initial and/ or additional information or to support 

decision-making, the literature found that it does not take the place of reassurance provided by 

health professionals. This view was support by Khoo et al. (2008)who found that families mostly 

use and trust traditional sources of health information such as family doctors.  

Health-seeking is influenced by the presence of barriers, including socioeconomic barriers such 

as low income, leading to mothers not being able to purchase medicines or private health 

consultations. Research has also identified other influences and barriers to mother seeking 

help. A mother’s previous use of health services can influence their future decision-making 

regarding seeking help for their child (Janicke, Finney & Riley 2001). Fear of having their child 

stigmatised due to behavioural issues (McBride-Murry et al. 2011) and being labelled a poor 

parent have also been found in other research to being barriers. Notably, a number of studies 

also concluded that the presence of negative experiences from interactions with health 

professionals can became a barrier affecting maternal decision-making, including future health-

seeking. These barriers place mothers and their children at significant risk of poorer health 

outcomes (Eapen et al. 2017). Supporting maternal decision-making is the presence of 

experience, enabling mothers to recognise signs of illness in their child and how to manage the 

illness, including where and how to seek help or advice(Ingram et al. 2013). 
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Limitations and Gaps 

The majority of the reviewed studies used quantitative designs to measure frequency of health 

service utilisation and/or patterns of behaviour regarding searching for information including 

via digital media, namely the Internet. As a result of the study design, there was a limited 

exploration of the reasons behind the mothers’ decisions to seek or not to seek help and how 

they had learnt when they did or did not need to seek help, even though the presence of 

experience was, in some, identified as a potential influencing factor on their decisions. In 

contrast, a number of studies used qualitative designs to explore the decisions behind health 

service utilisation, some through the use of health care scenarios, which limited the exploration 

of how they came to the decisions and how they had learnt when to seek help.  

Other qualitative studies explored when and where mothers undertook information-seeking as 

part of decision-making. There was limited exploration of why they used certain sources of 

information and how they learnt when to search for information. Although inferences were 

made by several authors that difference between actions of mothers with one child versus 

those with more than one was based on experience, how this occurred was not explored or 

demonstrated in the data. While all the studies included children under the age of five years, 

only four focused on mothers with children under 24 months, with two of these focusing on 

mothers with children under 12 months. Although the participants in all the studies included 

first-time mothers, only one study’s eligibility criteria exclusively focused on first-time mothers. 

The limited study of first-time mothers was seen as a gap in the literature.  

The retrieved articles have identified some gaps in the health-seeking behaviours of mothers, 

namely how first-time mothers learn to know when and where to seek help or information and 

if this changes during the first year of their child’s life.  

Guidance on the development of the study 

The identified gaps provided guidance to the selection of first-time mothers to allow 

understanding of how health-seeking is learned. The literature also highlighted that while 
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quantitative research designs provided valuable data on measuring health-seeking there was no 

opportunity for a more in-depth understanding of why or how decisions regarding health-

seeking were made. The findings of the literature review provided guidance on the use of a 

qualitative research design which is discussed in Chapter 3.    

Chapter Summary 

This chapter explored the extent to which the subject of mothers’ health-seeking behaviour has 

been studied and reported in published literature. A search strategy was developed that 

identified key words that were then use to search databases to locate literature that met the 

inclusion criteria. Through the use of this criteria 17 articles were identified and reviewed with 

the key themes being identified: role of signs and symptoms in decision-making, information 

gathering, and influencing factors in health-seeking. The literature review also allowed the 

identification of existing gaps, namely the gap of exploring health-seeking behaviours of first-

time mothers during the first twelve months of their child’s life. These findings were used to 

provide guidance on the research design and methodology as discussed in the following 

chapter. 

Finally, it is difficult to compare the health seeking behaviour of mothers from high and low 

income countries due to the differing availability of child and family health support services, the 

potential lack of financial resources and cultural requirements and restrictions that exist in each 

country. However, there is an increased intake of refugees and migrants from low income 

countries into higher income countries that requires health professionals to acknowledge these 

challenges. By including studies conducted within low income countries an understanding is 

provided of the challenges experienced by some newly arrived families when trying to 

participate in health seeking behaviours to care for their infants and other family members. 
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Chapter Three: Methodology and Method 

Introduction 

The methodology used for this study was influenced by a number of factors, including the aims 

of the study, the philosophical positioning of the study, the theoretical framework 

underpinning the study, and the findings of the literature review.  

The aims of the study were to understand how mothers learn to seek help or advice when 

concerned for their child’s health and, in doing so, how they increased their knowledge and 

health literacy. While the reviewed literature both measured and explored mothers’ health-

seeking and information-seeking, gaps were identified in the exploration of how mothers learn 

to seek help or information based on certain signs or symptoms, or why they used certain 

sources of information. A further gap was identified in the limited exploration of health or 

information-seeking for first-time mothers and how they learn to know when and where to 

seek help or information and if this changes during the first twelve months of their child’s life. 

This chapter describes the process guiding the selection of the methodology used in the study, 

commencing with the theoretical framework, and provides a detailed description of the 

methods used in the collection and analysis of the data. But prior to moving to the discussion 

regarding the theoretical framework it is important to briefly review the philosophical 

positioning of the study within learning and key features of the Social Learning Theory with a 

specific focus on maternal self-efficacy (for a more detailed description see Chapter 1). Both the 

philosophical and theoretical frameworks informed analysis of the data and discussion 

regarding the findings. The achievement of a workable level of maternal self-efficacy is essential 

to the development of health literacy. 

Self-efficacy is proposed by Bandura (1977) as behaviour learnt observationally by watching 

other people perform actions or tasks. This modelling of behaviour allows a person to not only 

watch how a task is undertaken but also the outcome of the actions. To enable this process to 
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occur four cognitive and behavioural components must be present: Attention; Retention; 

Reproduction and Motivation.  

If any of these components are missing, the behavioural change, that is learning will not occur. 

But once a person has observed a behaviour they need to have confidence in their ability to 

undertake the action to achieve a desired or expected outcome. This is described by Bandura 

(1997) as perceived self-efficacy and is influenced by: Mastery Experiences or Performance 

Accomplishments; Vicarious Experiences; Verbal Persuasion; and Physiological and Emotional 

States.  

A person with low self-efficacy may not feel that they are able to undertake a task or may give 

up when they feel that are not able to achieve the desired outcome.  

Theoretical Framework – Health Literacy 

According to Bradbury-Jones, Taylor and Herber (2014), the use of theory and theoretical 

frameworks in research has a number of functions, including the context for interpretation of 

data. The theoretical framework used in the study to guide the methodology and to assist in the 

interpretation of the findings was health literacy. 

The actions mothers take when they feel that there is something wrong with their child 

requires an understanding of what is normal for their child, therefore allowing them to notice a 

move away from normal. For example, the normal feeding pattern for their child or normal 

behaviour, such as the way their child interacts during play. In addition, the mothers need a 

level of knowledge as to what is normal health, such as what is a normal temperature and 

where they can seek help or advice? Today, most families can access a wide range of health 

information. Sources may include health professionals, the Internet, social media, books, or 

family and friends. While the immediate aim may be to find information, it can also be to assist 

with parenting skills or solve parenting problems, or as part of decision-making processes about 

their child’s health. This process is strongly influenced by the mother’s level of health literacy 

(DeWalt & Hink 2009).  
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There is no one definition of health literacy, Sørensen et al. (2012)located17 different 

definitions as part of a literature review. One of the most commonly quoted definitions is from 

the World Health Organization (WHO), which was developed on its behalf by Don Nutbeam and 

published as part of the WHO Health Promotion Glossary: 

Health literacy represents the cognitive and social skills which determine the motivation 

and ability of individuals to gain access to, understand, and use the information in ways 

which promote and maintain good health (1998, p. 357) 

A further publication by the WHO in 2013 expanded on this original definition, strengthening 

the case for action on health literacy using a definition developed by the European Health 

Literacy Consortium:  

Health literacy is linked to literacy and entails people’s knowledge, motivation and 

competences to access, understand, appraise and apply health information in order to 

make judgements and take decisions in everyday life concerning health care, disease 

prevention and health promotion to maintain or improve quality of life during the life 

course (2013, p. 10). 

Conceptual model 

Definitions of health literacy provide a one-dimensional view, while conceptual models and 

causal pathways allow the examination of different factors that combine to determine an 

individual’s level of health literacy and, therefore, outcome of their health literacy. Conceptual 

models, such as in Figure3, provide a visual demonstration of the health literacy definition as a 

stepped or circular process composed of a number of competencies: access, understand, 

appraise, and apply the health information, to maintain and improve health(Sørensen et al. 

(2012). The identified need to access information could be related to medical concerns, disease 

prevention (such as immunisation), or wanting to move to a healthier lifestyle (such as smoking 

cessation). Additionally, a person may need to follow the same path multiple times before a 

health concern is resolved. For example, a mother attending her GP regarding health concerns 
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for her child may be referred to a paediatrician, who in turn may refer her baby to a children’s 

hospital for medical tests. Each time the mother will need to be able to access the service, 

understand what is being communicated to her, and appraise that information prior to applying 

it. 

 

Figure 3: Conceptual health literacy model adapted from Sørensen et al. (2012) 

In Sørensen et al. (2012),knowledge, competence and motivation are central to the model, as 

they influence a person’s ability to successfully complete each of the competencies. Personal, 

situational and environmental factors play an influencing role in a person’s level of health 

literacy. Of these factors, literacy and numeracy play a key role in influencing a person’s level of 

health literacy.  

Baker’s (2006) conceptual model considers the influences of an individual’s capacity in relation 

to both health-related print literacy and health-related oral literacy, and how this capacity can 

lead to increased knowledge, self-efficacy and behavioural change and, therefore, increased 

health literacy. An individual’s capacity consists of two sub-domains, reading fluency and prior 

knowledge, each interacting with the other. This prior knowledge includes an understanding of 

health-related vocabulary and a theoretical understanding of health. For example, a mother’s 
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reading level can determine her ability to read breastfeeding brochures, but her 

comprehension is also influenced by her ability to understand the meaning of words used in 

those brochures, such as mastitis. Added to this is her understanding of the impact of mastitis 

on her health and on breastfeeding. Two mothers may have the same reading fluency level with 

one mother having a higher health literacy regarding mastitis, gained by prior knowledge 

developed through previous experiences. Health information is not always delivered through 

print, therefore an individual’s ability to understand oral communication will also impact on 

their health literacy. For example, a mother with mastitis may contact a health service to ask for 

advice and be provided with a series of instructions to follow; her ability to understand and 

follow those instructions will impact on the outcome of her health issue.  

An individual’s health literacy can be measured using validated tools such as the Test of 

Functional Health Literacy in Adults (TOFHLA) (Parker et al. 1995) or the abbreviated (STOFHLA) 

version(Baker et al. 1999). A population’s health literacy level can also be measured, as was 

conducted by the Australian Bureau of Statistics (2008) as part of the 2006 Adult Literacy and 

Life Skills Survey (ALLS). The ALLS assessed prose literacy, document literacy, numeracy and 

problem solving, with a measure of health literacy being produced through the data collected. 

To assist analysis, data were scored from lowest (Level 1) to highest (Level 5). Level 3is 

considered the level at which an individual can perform everyday tasks and, overall, only 41% of 

adults surveyed had an adequate or better health literacy skill level of Level 3 or higher. The 

2006 ALLS survey found health literacy levels in the survey population increased up to the age 

of 39 years, particularly in the 15-19 year age group, and then decreased to be at its lowest in 

the 60-74 year age group.  

Parents with low literacy can have less health knowledge and, as a consequence, their children 

are more likely to have worse health outcomes (DeWalt & Hink 2009). Not being able to 

understand instructions can also lead to errors in the application of information or 

recommendations, including medication errors (Samuels-Kalow, Stack & Porter 2013). While 

knowledge is central in the Sørensen et al. (2012) model, and is built as a result of being able to 

complete each of the competencies, Baker (2006) describes this as part of prior knowledge, 
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requiring conceptual understanding of health and an understanding of how the body works, 

which could allow a person to know when they are unwell and to be able to describe what is 

wrong. Competence, the ability to successfully complete a task, is also influential in health 

literacy, as is motivation in being able to undertake each of the competencies.  

Mothers, like all other individuals, can be called upon to use their health literacy skills at any 

given time. If a mother decides that their child needs an over-the-counter medication, such as 

pain relief, they must first be able to understand the dosage instructions. From their evaluation 

of data from the USA survey of National Association of Adult Literacy, Yin et al. (2009) 

determined that 28.7% of the 6100 parents surveyed had literacy at a below basic level and 

subsequent low health literacy. The authors found these parents were more likely to report 

difficulty in this dosing task. Kumar et al. (2010) also examined the link between parental health 

literacy and numeracy skills and caring for their child’s health. While the research cohort had 

adequate literacy skills, their numeracy skills were low, with only 17% having numeracy skills 

above Grade 9 (early years of high school). The authors found that only 69% of parents 

surveyed were able to correctly read and interpret a digital thermometer and only 53% were 

able to work out a correct dosage of pain relief for their child.   

The ability to successfully seek further help may also be associated with health literacy. Yin et 

al. (2012) found that parents with low or inadequate health literacy were less likely to be able 

to contact a medical provider after hours compared with parents with adequate health literacy. 

These parents with low health literacy levels were also found to be less likely to want to 

participate in decision-making, preferring doctors to make the decisions. Literacy levels also 

have an effect on breastfeeding outcomes with research demonstrating an association between 

functional health literacy and breastfeeding, with only 23% of women in the lower literacy 

group exclusively breastfeeding during the first 12 months compared with 54% of women in the 

higher literacy group (Kaufman et al. (2001). Fagnano et al. (2011) found that families with 

adequate health literacy, whose children had asthma, were significantly more likely than 

families with poorer health literacy to obtain health information from various sources, including 

written sources, family, non-print sources, and the Internet. 
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Baker (2006) considers health literacy to not be set at an unchangeable level because the 

interaction with services can increase a person’s literacy level. A new mother may have a low 

level of literacy regarding child health, but through interacting with services, such as CFH 

services, her health literacy level has the potential to increase in the context of child health or 

child development. Health literacy represents the cognitive and social skills that determine the 

motivation and ability of individuals to gain access to, understand, and use the information in 

ways that promote and maintain good health(Nutbeam 1998).  

Health literacy is not confined to just obtaining information, but also includes being able to 

undertake numerous different tasks or steps as part of this process. These tasks or steps can 

include knowing how to access services, obtaining medication and being able to administer it 

correctly, and even why and where vaccinations are done. Health literacy should be an essential 

focus of health services, as low levels of health literacy have been linked to poor health 

outcomes and poor utilisation of health services (Berkman, Davis & McCormack 2010; Berkman 

et al. 2011). While health literacy was selected as the theoretical framework, the conceptual 

model by Sørensen et al. (2012) was used in the interpretation of findings and in the 

development of my conceptual model, based on the current study findings.  

Research design decisions 

As noted in Chapter 2, the findings of the literature review fed into the decision regarding the 

research design. The literature review identified that while the use of quantitative designs can 

assist with measuring the prevalence of child illnesses or the role in health-seeking of certain 

signs or symptoms, there is no opportunity for exploration of the decision-making processes 

involved.  

Cresswell (2009) identifies the purpose of qualitative research as ‘… a means for exploring and 

understanding the meaning individuals or groups ascribe to a social or human problem’ (p.24). 

Rather than testing a health-seeking hypothesis within a controlled environment of a survey 

(Elliot 2003), this current study sought to provide new knowledge through exploring the 
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different experiences of mothers within their home environment. The mothers were viewed as 

‘knowers’ (Jackson, Daly & Chang 2003, p. 142) as they have lived through an experience and 

have the knowledge from which I sought to understand and learn. It was further anticipated 

that these multiple experiences and perspectives would provide a rich source of data regarding 

how first-time mothers learn to seek help or advice. One potential outcome from 

understanding how mothers learn may be the opportunity for health services to develop 

systems and processes to support this learning.  

As the current study was to explore behaviour, that is maternal health-seeking, it was seen as 

important to select a method that allowed exploration in a way that would provide an 

understanding of the behaviour and how, or if, this behaviour allowed the mothers to learn. 

After consideration, a decision was made to use a Critical Incident Technique (CIT) method as it 

focuses on learning from human behaviour and is defined as consisting:  

…of a set of procedures for collecting direct observations of human behaviour in such a 

way as to facilitate their potential usefulness in solving practical problems and 

developing broad psychological principles(Flanagan (1954, p. 327).  

Critical Incident Technique 

Justification for use of CIT methodology 

When comparing CIT to Creswell’s qualitative traditions, Butterfield et al. (2005, p. 483) noted 

that CIT has a distinctive feature in that it allows 

…[a] focus on critical events, incidents or factors that help promote or detract from the 

effective performance of some activity or the experience of a specific situation or 

event’.  

In addition Kemppainen (2000, p. 1265) also identified that studies using CIT are more focused 

on ‘providing solutions to practical problems’. 
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CIT therefore affords the opportunity to explore health-seeking behaviours not through an 

amalgamation of occasions, but through critical events and challenges related to mothers’ 

concerns with their child’s health that led to them taking action or navigating the health system 

to achieve an outcome. The resulting outcome of CIT is the gaining of specific data regarding a 

mother’s behaviour that may change across the health-seeking occasions as her infant ages 

and/or as her confidence increases. 

 As there may have been interaction between mothers and health services during this period of 

parenthood, the data collected potentially provides guidance for health service professionals 

regarding how to improve mothers’ experiences when health-seeking and support these 

mothers to develop their health literacy skills. 

Critical Incident Technique overview 

CIT was first described in detail by John Flanagan in 1954 and evolved from research 

undertaken by psychologists during the 1940’s,examining the behaviour of World War II pilots 

performing specific activities or tasks. The observation of behaviour exhibited during these 

critical activities informed the development of training regimes and allowed the description of 

skills or requirements needed for the undertaking of certain roles/occupations (Kemppainen 

2000, p. 1264). 

Following its inception, CIT has continued to be used in research across a range of industries 

including health. In nursing research, use of CIT has ranged from patient education (Kelo, 

Martikainen & Eriksson 2013), to nurse practitioners’ perception of health care needs of 

children and families (Kim-Goodwin & McMurray 2012), nurses’ experiences of caring for older 

people (Bradbury-Jones et al. 2011), paediatric medication errors (Ozkan et al. 2011) and the 

introduction of the Baby Friendly Health Initiative 10 steps to successful breastfeeding (Reddin, 

Pincombe & Darbyshire 2007). Bradbury-Jones et al. (2015, p. 3) felt that CIT was suited to their 

study exploring disabled women’s experiences of accessing and using maternity services 
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following domestic abuse, due to its ‘…potential to uncover the specific behaviours, motivators 

and consequences behind actual healthcare access and utilisation’.    

CIT consists of five steps: general aim, plans and specifications, data collection, data analysis 

and interpretation, and reporting. One of the strengths of this method is the flexibility offered 

by Flanagan (1954) in the collection of data. The original recommendation for collection of data 

was through the use of trained observers to allow for the observed behaviours to be ‘recorded 

while the facts are still fresh’ (Flanagan 1954, p. 39). The flexibility within CIT allowed for the 

mothers to become the observers of their behaviour by recording/diarising the occasions when 

they became concerned. The diary also aided recall during the semi-structured interviews 

adding a level of rigour to the study. While observed behaviours are preferred, it is possible to 

use recalled incidents if precautions are taken (Flanagan 1954). 

There was no specific behaviour or activity that was the focus of this study, rather it was 

whatever action the mother took: be that no action, contacting a health service, talking to 

friends and family, or other actions such as treating the child themselves. Finally, it is important 

to clarify what is meant by a critical incident as completeness of an incident will demonstrate 

accuracy of reporting. Flanagan (1954, p.327) describes an incident as 

...any observable human activity that is sufficiently complete in itself to permit 

inferences and predications to be made about the person performing the act. 

The criteria for the incident to be identified as critical are a) the reason for the activity must be 

apparent with the outcome obvious and memorable; and b) to be included the activity must be 

complete (Flanagan 1954). Completeness is said to occur when descriptions include what led up 

to the incident, what occurred and the outcome (Butterfield et al. 2005).The criteria for 

incidents to be either included or excluded were:  

Included incident – The main criteria for inclusion was completeness. The mothers were 

encouraged to record any concern they had regarding their child, both before birth and during 

the study period. To avoid having the mothers feel that their concern was too trivial to be 
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recorded, I spent time with the participants to ensure that they felt comfortable in knowing 

what to record.  

Excluded incident – Flanagan (1954) states that incomplete incidents should be excluded, 

however, as described in later data collection, incidents that had been diarised but appeared 

incomplete could through open-ended questions become complete. The researcher, rather 

than the participant, determined if an incident was incomplete and to be excluded from data 

analysis. 

Sample size  

Rather than considering the number of participants in the research study as being the sample 

size, CIT uses the number of incidents recorded during the research period. Flanagan (1954, p. 

343) states that in regard to sample size, ‘…there does not appear to be a simple answer to this 

question’, suggesting that ‘50 or 100 incidents’ may be satisfactory. The use of this 

recommendation regarding focusing on the number of incidents, rather than a set sample size, 

has been followed by other studies with some variation. Taylor et al. (2013) recruited 29 

participants to their study, generating 101 critical incidents, while Bradbury-Jones et al. (2015) 

had just five participants, generating 45 critical incidents. The potential to generate large 

numbers of critical incidents is present when using CIT, as demonstrated by Wikstrom et al. 

(2015) who had 24 participants, but generated 486 critical incidents.  

Research Participants 

The research participants were first-time mothers recruited through the NSW Health Hornsby 

Maternity Unit located in the northern suburbs of Sydney. In 2017 there were 1,240 babies 

born at the Hornsby Maternity Unit (Centre for Epidemiology and Evidence 2018). The 

maternity unit mostly services the local government areas of Hornsby and Ku-ring-gai with 66% 

of residents in these communities being born in Australia (Australian Bureau of Statistics 

2018b). Other countries of birth are England, South Africa, China and India. English was 

reported as being the main language spoken at home, with Cantonese and Mandarin being two 
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of the most common other languages spoken (Australian Bureau of Statistics 2013ABS; 

Australian Bureau of Statistics 2018). The population profile assisted in being able to 

understand the demographics of potential research participants, including likely country of 

birth and the language spoken at home. The ABS data indicated that the mothers birthing at the 

Hornsby Maternity Unit were more likely to be born in Australia and speak English as their main 

language.   

In order to understand how mothers learn to seek help or advice, a decision was made to focus 

on first-time mothers. The decision to exclude second or subsequent mothers was based on the 

understanding that these mothers would have gained experience seeking assistance and 

managing childhood illnesses and more likely to have established health-seeking behaviours. 

The timing of interviews was based on the knowledge that during the first months following 

birth, mothers are bonding with their babies who, through the mother’s sensitivity and 

responsiveness, are developing attachment. Babies are capable of expressing their needs from 

birth, but while some communication cues are easy to understand others are not(Nugent 

2011). Understanding what is ‘normal’ and what is ‘not normal’ during this period of 

adjustment can result in mothers seeking advice or help regarding their concerns from a variety 

of sources. As the first two months of life take in this adjustment phase, the mothers were 

interviewed when their infants were around eight weeks old and then again at between six to 

eleven months of age.  

By interviewing the mothers a second time, it was anticipated that changes in health-seeking 

behaviour may have occurred and created an opportunity to identify changes and the 

development of health-seeking behaviours. The mothers were also invited to reflect on what 

had changed in their understanding of the services available to assist them when they had 

concerns with their infant and if they felt their self-efficacy (confidence) in health-seeking had 

changed.  
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Additional exclusion criteria included: 

 Mothers with infants who were diagnosed with a genetic abnormality either in 

the antenatal period or prior to discharge from the maternity unit; 

 Mothers with babies that were born prematurely or who were admitted to a 

Special Care Nursery for other than observation. While these families may have 

had concerns with their child’s health, they would be linked into health services 

before discharge from hospital, such as Paediatric Outpatient clinics2; and 

 Non-English speaking mothers, due to the lack of access to interpreters and no 

budgetary allocation for interpreters within this study. 

The recruitment process 

Following discussions with the facilitator of the parenting classes at Hornsby Hospital Maternity 

Unit, it was agreed that I would attend the classes that focused on how to care for the baby 

following birth. Over a six-week period I attended three evening classes per week to explain the 

study. Prior to the commencement of the class, I provided a brief overview of the study aims, 

handing out information sheets and answering any initial questions. During the class interval 

and at the conclusion of the class the mothers who expressed interest in the study were able to 

ask any further questions to assist them with their decision to participate in the study.  

Fourteen mothers agreed to participate in the study and at the time of enrolment were 

between 30 and 34 weeks pregnant. The mothers were aged from 27 to 39 years and had a 

range of occupations, including childcare and health professionals, a legal professional and a 

university researcher. All mothers spoke English as their first language and where born in 

Australia.  The mothers all had live births and, as can be seen in Table 2, the babies born to 

                                                           
2 Infants who are diagnosed with a genetic or chronic condition after discharge from hospital will be excluded as 

health–seeking behaviour may have preceded this diagnosis 
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these mothers were eight females and six males, with their ages at the interviews ranging from 

five weeks at the first interview to 11 months at the second interview. 

 

Pseudonym  Sex of baby Age at  

1st Interview 

Age at  

2nd Interview 

Anna Male 8 weeks 8 months 

Beth Female 8 weeks 8 months 

Claire Female 7 weeks No contact 

Diana Male 6 weeks 7 months 

Emma Male 6 weeks No contact 

Fiona Female 8 weeks 8 months 

Gabby Male 10 weeks 7 months 

Helen Male 5 weeks 7 months 

Imogene Male 5 weeks 7 months 

Jasmine Female 6 weeks 7 months 
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Kym Female 8 weeks 11 months 

Lisa  Female 6 weeks 7 months 

Mel Female 8 weeks No contact 

Naomi Female 11 weeks No contact  

 

The average age of the babies at the first interview was seven weeks, with the youngest baby 

aged five and a half weeks and the oldest 11 weeks. At the second interview, average age was 

seven months, with the youngest being five months and oldest 11 months. Requests by the 

mothers to reschedule or delay the interviews meant that three of the babies were older than 

anticipated at the time of the interviews.  

At the conclusion of the recruitment phase, 14 mothers had consented to participate in the 

study. All 14 mothers participated in the first round of interviews, with the number of 

participants for the second round of interviews being reduced to ten. Four of the participants 

from the first interview phase were unable to be contacted when scheduling the second 

interview. Three attempts were made to make contact using the telephone number supplied by 

the mothers with no result. No further follow-up occurred. 

Data Collection 

While the data collection method used in CIT was originally direct observation, Flanagan (1954) 

also indicated that these data could be gathered through alternative sources, for example 

written records, interviews and questionnaires. Interviews were chosen for this study, as these 

provided the potential for the collection of richer in-depth data, as compared to the use of 

surveys or questionnaires. This was further refined to semi-structured interviews with open-

Table 2: Characteristics of babies in the study 
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ended questions, as they have ‘the flexibility necessary to follow issues raised by the 

participants’ (Tod 2010, p. 349). 

As noted earlier, this study focused on incidents that occurred in the first six to 12 months of 

the infant’s life with data collected at two points, around eight weeks and between six to 

eleven months. The first method was the mother using journals that were provided, to record 

critical incidents, and the second was semi-structured interviews at the two intervals described 

above. The interview length was guided by the mother and ranged from 30 minutes to two and 

a half hours. During the interviews, the mothers referred to their journal to enable them to 

recount a particular concern but did not read them out word by word. The use of the journal 

was to reduce the need to remember every detail. For example, an excerpt from an interview 

with Naomi1demonstrates her use of her journal for recall: 

Naomi – what did I write in here? Ah the first couple of weeks I got concerned about 

whether she was having enough feeds and stuff like I didn’t know … because it was 

about three weeks before the clinic came to see me           

R – oh really? 

Naomi–because apparently they’d gotten the wrong phone number for me  

 To encourage the use of the journal and enjoyment of being in the study, mothers were invited 

to record not only concerns regarding their child’s health, but also their experiences as a first-

time mother that they could use reflectively during the interview. For example, two mothers 

recorded their first days of breastfeeding, with one recording her difficulty in attaching her son 

to the breast, while another used the journal to record breastfeeding times.   

I was having difficulty in how to have a big wide open mouth during breastfeeding...um 

gee it was good writing this down really because I would’ve forgotten. (Diana1) 

I did use it as a breastfeeding journal so I[got] good use out of it. (Emma1) 
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The use of the journal was not restricted to the postnatal period, as mothers can experience 

concerns regarding their child’s health during pregnancy. These concerns could be linked to the 

child’s growth and development or the concern could be regarding the potential impact of the 

mother’s health on her baby. For example, one mother wrote of her concerns when she was 

diagnosed with gestational diabetes: 

Well we had a lot of concerns before she was born um about week 28 I developed 

gestational diabetes which was a bit of a shock to say the least and we went from six 

and eight units of insulin to 68 and 60 units of insulin twice a day, so it got really quite 

high... they said she was growing too quickly inside me. (Fiona1) 

The journal was also used as a way to assist mothers when recounting incidents during the 

interviews, enhancing accuracy and reducing the risk of several incidents becoming interwoven, 

if the mother was only relying on recall. Although drawings and/or photographs could also be 

included in the diary as memory aids, or for mothers who prefer to record incidents in this way 

rather than using the written word, none of the mothers did so. As the mothers were 

interviewed twice it was anticipated that the journal may have also assisted mothers in 

reflecting if and how they had changed when health-seeking, and what may have influenced 

any of these changes. The timeline for the use of the journal is shown below in Figure 4. 
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Semi-structured interviews 

The incidents/occasions when the mothers’ identified concerns were explored with the mother 

through the use of two semi-structured interviews. The mothers were contacted by the 

telephone when their babies were between six to eight weeks of age and, after confirming 

consent, a convenient date, time and place for the interview to be conducted were negotiated. 

All the interviews were conducted in the mothers’ place of residence with the length of the 

interview being guided by the mother, to respectfully allow her time to retell her health-

seeking experiences. The mothers were reassured that they could stop the interview at any 

time to attend to their baby, which occurred on several occasions. They were also reassured 

that if they decided to halt the interview for any reason, they were free to do so.  

Following the opening question asking mothers to ‘relate an incident when they were 

concerned with their child’s health’, no leading questions were used. As noted above, the 

mothers could utilise their journal to describe the incident or, if recent, were able to describe 

the incident from memory. Mothers were encouraged to verbally expand their written stories, 

to avoid limiting these stories, through the use of prompting questions (see Appendix 6 for 

semi-structured interview guide). 

Mothers make journal entries during this time period 

Figure 4: Overview of timeline for recruitment and data collection. 
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Examples of planned questions approved by the NSLHD HREC committee for the first interview 

included: 

 Can you describe what happened next? 

 How did that make you feel? 

Additional prompting questions that were for the second interview included: 

 How do you think your parenting has changed since our first interview? 

 Since we first met, do you feel your level of confidence has changed? 

If at any stage any part of the mothers’ story was unclear, clarification of the comment or 

action was sought. This strategy is recommended by Schluter, Seaton and Chaboyer (2007) to 

reduce the risk of misinterpretation during the data collection and analysis processes. 

All interviews were digitally recorded with the mother’s permission. Once the data collection 

had been completed the digital recordings were transcribed. Eighteen of the interviews were 

transcribed by me as a means of being fully immersed in the data. The length of time taken to 

transcribe varied from two to six hours and unfortunately, due to time restraints, the remaining 

six were outsourced to an experienced research transcriber. To ensure anonymity, the 

transcriber was provided with the mother’s pseudonym.  
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Researcher field notes were completed at the conclusion of each interview to provide a context 

for the interview. These notes included details such as if others were in the house, if the baby 

was present, disruptions, any tensions related to the story telling, or any other relevant details. 

The field notes facilitated documenting my impressions of the interview, assisting in pinpointing 

any improvement required with the interviewing technique, and providing a prompt for 

questions to ask the mother during the second interview. 

Data Analysis 

Flanagan describes the purpose of the data analysis step in CIT: 

…to summarize and describe the data in an efficient manner so that it can be effectively 

used for many practical purposes (1954, p. 344). 

 This process involves the selection of a frame of reference to assist in describing the incidents, 

the inductive development of major and sub-area headings or category formulation, and the 

selection of general behaviours: 

…to determine the most appropriate level of specificity-generality to use in reporting the 

data(Flanagan 1954, p. 345).  

For this study, the frame of reference consisted of the philosophical framework of the Social 

Learning Theory in particular maternal self-efficacy and the theoretical framework of Health 

Literacy, with both informing data analysis and assisting in the discussion of the findings. 

Although Flanagan’s (1954) original work supports the use of an inductive analysis of the data, 

researchers using CIT have approached the data analysis process in different ways. Hauck et al. 

(2011) used a modified constant comparison method, while Reddin, Pincombe and Darbyshire 

(2007) undertook thematic analysis utilising Boyatzis (1998)data driven approach, and Schluter, 

Seaton and Chaboyer (2007) used an inductive analysis. Flanagan considered the data analysis 

stage in CIT as an inductive process. For the purpose of this research study, an inductive 

thematic analysis method was used to ensure the mothers’ stories were respected and 
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maximised. Inductive analysis is defined as ‘… a process of coding the data without trying to fit 

it into a pre-existing coding frame, or the researcher’s analytic preconceptions’ (Braun and 

Clarke 2006, p. 83).  

Braun and Clarke (2006, p. 79) proceed to define thematic analysis ‘… as a method for 

identifying, analyzing and reporting patterns (themes) within data’ and outline a number of 

different phases of thematic analysis, which guided the study analysis. These phases are now 

discussed.  

Transcription and familiarisation with the data  

The process of data familiarisation began at the completion of each interview, during the first 

and second rounds, by listening to each recording. Prior to transcription, the research 

participants were assigned apseudonym to ensure anonymity. Once this had occurred the 

recordings were transcribed and checked against the digital recordings, to ensure accuracy as 

well as completeness, which included environmental sounds such as a baby crying or any 

pauses being noted within the transcripts.  

The transcribing of the interviews was seen as an opportunity to commence understanding the 

data through listening to the mother’s health-seeking experiences. After any errors were 

amended, all the transcripts were read a number of times to continue the familiarisation 

process and allow for the noting of any comments or thoughts regarding the data.  

Prior to moving to the next phase, identification of the data set was required. As the research 

focused on exploring times when mothers had concerns for their infant’s health, the transcripts 

were re-read to enable the identification of incidences of concern, which were then highlighted. 

Once identified as a concern, the incident was checked to ensure that it was complete, that is it 

included details of what led up to the incident, what occurred and the outcome (Butterfield et 

al. 2005). This process lead to the identification of 80 incidents in the first round of interviews 

and 44 in the second; the total of 124 incidents is above the level of 100 suggested by Flanagan 

(1954). Saturation was also achieved when no new incidents occurred after incident 123. These 
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incidents were highlighted within the main transcripts during the identification stage, and 

surrounding data was included as the context of the incident and provided an essential tool for 

interpreting the data. A case study in Appendix 11 provides an example of the identification of 

critical incidents in the transcripts.  

Generation of initial codes 

The next phase was the manual generation of the initial codes, as a way to ensure immersion in 

the data. As a novice researcher, I felt that manual coding suited my learning style and skill 

level. It also allowed me to continue to be immersed in the mothers’ stories.  

Following the identification of the incidents, the first five transcripts from the first round of 

interviews were again read to identify particular phrases that captured a moment within the 

mother’s story. Margin notes were made, in the form of comments boxes, where the essence 

of the meaning of these phrases was considered, and were turned into draft codes that were 

then entered, as shown in the example below (see Box 1). 
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Box1: Example of identified incident and use of margin notes 
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After commencing the generation of the initial coding using the above method, the highlighted 

data were extracted from the transcriptions and placed into a table format, as shown below in 

Tables 3 and 4. 

Gabby – interview 1– page 3 Initial codes 

The first nurse we went to as well was 

fabulous, I go to the Castle Hill community 

centre and um yeah she was really good I was 

having issues at that point with his reflux, he 

definitely wasn’t colic and he wasn’t having 

bad reflux but you could just tell that as soon 

as he came off the breast he was really 

uncomfortable and in a little bit of pain so she 

was showing me other techniques um my flow 

apparently is very good so he was having 

trouble dealing with so much flow as well um 

so she was just showing me different 

techniques and how to cope with that and 

teaching me some more settling techniques, 

she spend ages with us actually and it was 

amazing the time, the drop in time finishes at 

12 and we only just managed to get there at 

10 to 12 and she still spend around 30-35 

minutes with us so that was so lovely 

 

1. Elements of partnership 

 

2. Showing and explaining helped 

understand 

 

3. Taking time to work with me 

 

 

 

 

 

 

 

Table 3: Example 1 - Extracted data with initial codes  
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Imogene – interview 1 – page 4 Initial codes  

Imogene - Um my breasts got really sore and I 

just thought that it was a blocked duct 

because I could feel a lump but so I had a 

quick look online the next day we were due at 

the GP anyway and so I had mastitis and I got 

put on antibiotics, then I looked up a little bit 

online on how to manage that and I looked in 

that breastfeeding booklet that we got from 

the hospital about looking after mastitis and 

um and yeah one of the other ladies at church 

so she has just had her fourth baby so she 

knows lots about babies- but I didn’t look up 

too much information as we were going to the 

GP the next day and I didn’t look up too much 

 

1. Going online to check  

 

2. Mothers knowing lots about babies 

 

3. Not worried too much seeing GP  

 

 

Using this method coding of the first five transcripts continued, to ensure that these initial 

codes were clear and concise and easily conveyed the meaning of the women’s words. These 

codes were reviewed by my supervisors. Once this had occurred, coding of the remaining 

incidents from both rounds of interviews continued. If there were multiple elements of interest 

within the phrase, then more than one code was developed. Initial codes were then developed 

from the second round of interviews using the same technique. During this phase, the coded 

extracts were regularly reviewed to ensure that the coding was being driven by the data. Once 

all interviews had been coded and the tables for both rounds of interviews were created, these 

tables were searched for themes by continuously comparing them to determine if a pattern 

was emerging. 

 

Table 4: Example 2 - Extracted data with initial codes  
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The search for themes 

When a relationship was identified to exist between codes, these were grouped together to 

form potential themes. At the completion of this step, themes were assigned to the groupings. 

In addition to using the tables, thematic mind maps (Braun & Clarke 2006) were developed. 

Using a mapping approach in qualitative data analysis is common (Burgess-Allen & Owen-Smith 

2010) and these thematic mind maps assisted me in the process of determining and confirming 

possible groupings and connections within and between the themes. As the mind maps were 

on a whiteboard, these groupings were able to be moved and amended. At this stage, it 

became possible to identify the formation of themes and subthemes, which were different 

levels of the draft themes, and again the mind maps were used to visualise relationships 

between what were termed main draft themes and subthemes. Several iterations of these 

thematic maps were undertaken in the development of the draft themes and subthemes, and 

discussed with my supervisors during this phase. An example of a thematic map is presented in 

Box2, with whiteboard thematic maps presented in Appendices 9 and 10. 
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Reviewing and naming of the themes 

Once the main draft themes and subthemes were in place, they were reviewed against the 

incident data set that had been identified in the data. This was to ensure that the themes were 

substantiated with the data and captured important elements within the research. Reviewing 

the tentative themes against the data set allowed a check that the theme was present within 

more than one or two incidents. Where there were limited incidents relating to a tentative 

theme a decision was made as to whether it could be incorporated into another theme, re-

coded, or if the theme needed to be discarded. The number of themes that were renamed or 

discarded following this process were minimal. When this had been completed the final main 

 

Box 2: Thematic mapping example 
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themes and subthemes were again reviewed by my supervisors to ensure they were clear and 

concise, with definitions developed to be incorporated within the data finding chapters.  

Interpretation and Reporting 

The interpretation and reporting of the data collected and the themes developed are the last 

steps in CIT. Flanagan (1954) states that a description of limitations and steps to check 

credibility should also be included as part of this step. It was anticipated that limitations would 

occur in this research study, based on the research population and size. It was also possible that 

some mothers would choose not to use the diary or write entries several weeks after an 

incident occurred, which could lead to several incidents being amalgamated. While most 

mothers made diary notations close to the incident, they were explored retrospectively, so a 

degree of recall bias was likely. One mother chose not to use the paper journal prior to the first 

interview, opting instead to use an electronic journal. Due to the numerous medical 

investigations her daughter required after the first interview, the mother then began to use the 

paper journal as a way of diarising the different appointments and medical tests.  

Ethics 

As the research took place in the Northern Sydney Local Health District (NSLHD), ethics 

approval was submitted to the NSLHD Human Research Ethics Committee (HREC) and was 

subsequently approved: HREC/12/HAWKE/375 (ethics approval notification is provided in 

Appendix 1). The Divisional Manager responsible for site specific approval (SSA) of the research 

study was approached, to discuss the proposed study and to gain approval to use the Hornsby 

Hospital Maternity Unit as the research site. Following in-principle approval, a meeting was 

arranged with the Midwifery Unit Manager whose staff members facilitate the antenatal parent 

education. Once the main ethics approval was given by the NSLHD HREC, an SSA application 

was submitted and approved (see Appendix 3). 

HREC was completed through ratification by the University of Technology, Sydney (UTS) HREC: 

2013000083 (Appendix4 approval email). The approval period required the completion of the 

study by January 2018. Due to unforeseen health issues occurring, a request was made for an 

extension of the HREC approval from the Northern Sydney Local Health District HREC in 
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November 2017 and subsequently an extension was granted, to January 2024. UTS Research 

Ethics was notified of this extension (see Appendix 2). 

Information Sheets and Consent 

Research information sheets and consent forms were constructed using the standardised 

templates from the NSLHD HREC. The information sheets were provided to all mothers 

attending parent education classes. The information sheet outlined the study, including the 

aim, the criteria for participating in the research, what participation would involve including the 

recording of interviews, and the researcher’s contact details. The contact details for the 

researcher’s supervisors were also included on the information sheet for any research 

participants wanting further information regarding the study. 

 As the consent form followed a standardised template it contained statements ensuring that 

the participant acknowledged that they had read the information sheet and its contents. In 

addition, it included a statement that the participant had been given the opportunity to ask any 

questions regarding risk of harm as a result of participation in the study. It stated that the 

participant was allowed to withdraw at any time and that signing the consent meant the 

participant agreed to allow the research data to be published, provided they were not 

identified. The revocation consent was also shown and explained to the participants. 

When the mothers indicated that they would like to join the study, I went through the 

information sheet and explained the different sections of the consent form. The Participant 

Information Sheet and Consent Form are provided in Appendix 5. 

 Once the mothers indicated they understood the research requirements and why they were 

consenting, they were asked to sign the consent form. Research participants were reassured 

that they could withdraw from the study at any time and complete confidentiality was 

guaranteed.  

Following consent, the mothers were provided with a journal and invited to record occasions 

when they became concerned with their child’s health. It was stressed that any concern, major 

or minor, could be recorded and they were also requested to record what they did to alleviate 
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that concern. The mothers were also invited to record any other information regarding their 

child and that recording could also be done as a drawing.   

Risk/harm 

All research projects must consider the potential of risk to participants through harm, 

discomfort or inconvenience, and how they will be negated, minimised or managed (NHMRC 

2018). 

Through discussion with my supervisors it was acknowledged that participation in this study 

could potentially result in a level of discomfort for the mother. This discomfort could be in the 

form of distress, through the mothers re-living concerns they had for their child’s health. As an 

experienced CFH nurse, if this situation had arisen I would have gently explored the event to 

determine if the mother needed assistance outside the scope of the study. If required, I had a 

list of local resources, including health services and telephone counselling numbers, to offer the 

mother.  

As discussed earlier, to enable mothers to feel comfortable discussing issues regarding their 

children, the development of rapport with the participants was identified as an essential 

strategy. For some participants, this relationship could result in them feeling safe enough to 

reveal issues, such as issues of domestic violence or postnatal depression. Again, if these 

situations had occurred, I would have discussed services that were available for the mother and 

assisted providing contact details if requested.  

In New South Wales, mandatory reporting of suspected child abuse and neglect to government 

authorities is regulated by the NSW Children and Young Persons (Care and Protection) Act 

1998(NSW Government). Mandatory reporting is a legislative requirement for selected classes 

of people who deliver services to children as part of their professional work, which includes 

health care professionals. Even though I was interviewing the mothers as a research student, as 

a registered nurse, I am also a mandatory reporter. Prior to the commencement of the 

interviews I re-introduced myself to the mothers and included a brief discussion about my role 

as a research student and my other role as a nurse, to raise their awareness of my 

responsibilities.  
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Another situation that could have arisen is the death of a baby either before or after the first 

interview. If this situation arose the mother would have been offered the opportunity to 

contribute to the research by discussing the event with me, as the researcher, to validate her 

story as a mother. The mother would have then been asked if she agreed to have her retelling 

of her baby’s death in the study. If domestic violence, postnatal depression or neonate death 

had occurred, my supervisor would have been contacted to seek advice and/or a supervision 

session. None of these issues arose.  

Risk also needed to be considered from the viewpoint of the research team and, while low, it 

was acknowledged that as the data were being collected in the participants’ homes, there was 

the potential presence of risk. Following discussion with my supervisors, it was agreed that 

minimisation of risk would be possible through establishing a protocol whereby interview times 

and addresses were left with a designated contact person. At the conclusion of the interview, I 

would call the contact person to confirm that I had left the house and was on my way either to 

the next interview or back to my workplace. If I did not call the contact person by a pre-

arranged time, the contact person was instructed to phone to establish safety and if unable to 

do so, would wait another 30 minutes and retry. The possibility of lack of mobile coverage due 

to the location of some residences was the rationale for providing an additional wait-time. This 

‘call in’ strategy was discussed with my supervising team and considered appropriate. No 

incidents occurred during the data collection period.  

Data Management 

The research participants’ names were not shared with any of the members of the supervisory 

team. Agreement to continue in the research study was confirmed verbally prior to the first and 

second interviews.  

Once the consent form had been signed, the participant was assigned a pseudonym that was 

used on all transcriptions. All research documentation remained secure during the study 

period. The consent forms were kept securely at all times, in a locked personal safe. The list of 

names was stored on an external drive, which was password protected and was not shared. 

Copies of the digital recordings of the interviews were also stored on the external drive. 



 

71 
 

All transcriptions used the participants’ pseudonym and any discussion with my supervising 

team also only used the pseudonyms. Copies of the transcripts have been kept in a locked filing 

cabinet with additional copies on a separate external storage system, which was password 

protected.  

All recordings, transcriptions and other documents are only held by me and will be securely 

stored in accordance with the Australian code for the responsible conduct of research 

(Australian Research Council 2007) for five years from the date of final publication.  

Strategies to Enhance Rigour in the Study 

This section of the chapter describes the steps undertaken to ensure that rigour was 

maintained. Tod (2010, p. 24), describes rigour as, 

the strength of the research design in terms of ensuring that all procedures have been 

followed scrupulously, that all confounding factors have been eliminated and that the 

user can be confident that the conclusions are dependable. 

In addition, Thomas and Magilvy (2011, p. 1) state that ‘rigor is useful for establishing of the 

study methods overtime and provides an accurate representation of the population studied’. 

Different models and criteria for establishing rigour exist, including the model of 

trustworthiness developed by Lincoln and Guba (1986), which has been used to assess rigour in 

qualitative research through the use of the four components; credibility; authenticity; criticality 

and integrity within their model.  

An alternate view to the establishment of trustworthiness is ‘a return to validity as a means for 

obtaining rigor through using techniques of verification’ (Morse et al. 2002, p. 7). Verification of 

validity, through the use of criteria, has been proposed by Whittemore, Chase and Mandle 

(2001) and the strategies used in an endeavour to ensure rigour in the study are discussed 

below. The four criteria are authenticity, credibility, criticality, and integrity, and are discussed 

in pairs, as suggested by Milne and Oberle (2005), as strategies used to enhance rigour.  
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Credibility and Authenticity  

To ensure authenticity it was important that the interviews were transcribed accurately (Milne 

& Oberle 2005). This accuracy was confirmed by listening to the interviews while checking the 

transcriptions for any errors; this was particularly important for the six interviews that were 

professionally transcribed. Field notes were added to the transcriptions to add to the 

completeness of the interview.  

Credibility is linked to establishing confidence that the research results reflect the experiences 

of the participants in the study (Whittemore, Chase & Mandle 2001) and that the results are 

believable (Forero et al. 2018). For this study to be credible, the data needed to be able to 

reflect an accurate description of the health-seeking experiences of all the mothers. This 

occurred by ensuring that the data were collected in the same manner, firstly by the mothers 

themselves recording their concerns, then through a recounting of their stories through a semi-

structured interview. The use of this data collection method allowed all the mothers’ voices to 

be heard.   

Enabling the mothers to record the observations of their own behaviours and allowing the 

mothers’ voices to be heard was considered important for authenticity and credibility. It was 

the mothers’ experiences and to ensure that they continued to be heard it was essential that 

the analysis was data driven. Direct quotes were also used in the appropriate reporting 

chapters, to both pay respect to the mothers and to strengthen the authenticity. During data 

analysis, referral back to the aim and the research questions occurred, to ensure that the 

analysis did not move away from the aim of the research. Awareness of self was also important, 

during both the data collection and analysis, to ensure that my professional view was not 

imposed on the analysis process and subsequent findings. This was achieved through the use of 

a reflexive journal during data collection, reflective discussions with my supervising team at 

regular meetings, and the review of draft findings by my supervisors to ensure that the view of 

the researcher, and not the professional, was present.   
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Criticality and Integrity 

To ensure criticality, a study must demonstrate a critical appraisal of the different stages of the 

study (Whittemore, Chase & Mandle 2001). Each stage of the study was discussed with my 

supervising team at monthly meetings, providing an opportunity for critical examination of 

each step, ensuring that they were either appropriate or needed modification, to enable the 

purpose of the study to be met. Review of findings, input regarding draft codes and the themes 

also formed part of these supervisory meetings.  

Ongoing reflection and self-criticality of the research process was important for me as the 

researcher, to uphold the integrity of the study. Awareness of the risk of bias due to my dual 

role as a researcher and a CFH nurse was acknowledged prior to data collection, with the use of 

a reflexive journal seen as a way to counter potential bias. During the interviews, my CFH nurse 

role allowed me to be able to understand the health concerns, however, acknowledging it was 

the mothers’ story made sure the mothers were the experts regarding their retelling of the 

incidents. Following the interview, writing the journal allowed me to reflect on how it went and 

how it could have been different, and any concerns I had regarding the interaction. Being 

cognisant of the risk of bias during data analysis motivated me to regularly return to the 

transcripts and actual incidents, to be certain that the context of the story was being respected.  

By adopting these four qualities: authenticity, credibility, criticality and integrity, it was 

anticipated that rigour within the study could be demonstrated. 

Chapter Summary 

This chapter provided an overview of how the decision was made regarding the design of this 

study, methodology and method. The purpose of this study was to understand how, through 

the exploring of health-seeking behaviours, mothers learn to seek help or advice and, through 

these behaviours, increase their knowledge and health literacy. The use of health literacy 

defines the skills and actions undertaken as part of information-seeking and, as the study was 

exploring health-seeking behaviours to understand how mothers learnt to seek help, it was 

seen as an appropriate theoretical lens to be used to interpret finding. While a quantitative 

design could have measured and compared where and when the mothers sought help or 
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advice, it was their experience of health-seeking that the study sought to explore, and the 

reason a qualitative design was chosen. The richness of the data that can result from the use of 

a qualitative design also influenced the choice and informed the methodology.  

The CIT method was developed to examine behaviour as a way of informing possible solutions 

to any issue identified through the behaviour. The flexibility of the methodology procedural 

boundaries also made it compatible with the research aim, allowing the mothers to be the 

observers of their own behaviour. The use of this methodology and the methods resulted in the 

successful recruitment of mothers leading collection of data that were able to be thematically 

analysed. Rigour within the study was supported by the adoption of four qualities, authenticity, 

credibility, criticality and integrity.   

At the conclusion of the thematic analysis, four main themes were identified: asking other 

parents, connecting with health professional, e-searching and learning, and state of 

knowingwith associated subthemes also identified. The following four chapters provide a 

detailed and critical discussion of the findings, with quotes from the mothers used to illustrate 

both the theme and subthemes. The pseudonym assigned to the mother and which interview, 

that is first or second interview, have been placed in bracket with the mother’s pseudonym 

name at the end of each quote.   
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Chapter Four: Asking Other Parents 

Following the birth of their first child, it would not be unexpected for mothers to turn to their 

family or close friends to ask questions and seek advice about their babies. Over time, as the 

mothers connect with their community, who they turn to for this advice can change. When 

analysed, the mothers’ 3critical incidences indicated that they turned to other parents, which 

became a reoccurring thread, leading to the development of the theme asking other parents 

and the subthemes of: mothers’ groups, mothers within the family, and parents from social 

networks, as shown in Figure 5. 

 

Figure 5: Asking other parents 

Of the 14 research participants, only Mel did not mention asking other parents for advice or 

information in relation to her child during the first round of interviews and, in comparison, all 

10 participants in the second round of interviews spoke of asking other parents. It is worthy of 

note, but not surprising, that none of the mothers discussed seeking help or advice from friends 

who were not mothers.  

 

 

                                                           
3 The term stories will be used to denote components of a critical incident. 

Asking other 
parents

Mothers' 
groups

Mothers within 
the family 

Parents from 
social networks



 

76 
 

Mothers’ Groups 

Mothers’ groups are generally offered to all first-time parents who attend CFH services in NSW 

Health. The groups are organised by CFH nurse, with the group meeting for a defined period of 

time, such as six or 12 weeks, usually within a healthcare setting and then, if the mothers 

choose, they can continue to meet in other locations, for example in their homes. Only one 

mother, Emma1, mentioned that she knew about the mothers’ groups prior to being pregnant, 

through her sisters, but I didn’t really understand how they worked. For Emma, this lack of 

knowledge about the mothers’ groups also included a lack of knowledge about the CFH 

services,  

‘I really had no idea um of the breadth of services available until um the early childhood 

nurse came’. (Emma1) 

This lack of knowledge regarding CFH services highlights that there may be missed 

opportunities for maternity services to increase new mothers’ knowledge regarding the health 

service available to support them. Other mothers may also have known about the groups prior 

to their pregnancy but, unlike Emma, did not mention it in the first round of interviews. If the 

mothers did not know about the role of the groups, then it is also possible that they did not 

know about the opportunities these groups provide for learning and as an avenue to seek 

advice and support regarding their concerns.   

As previously mentioned, CFH nurses organise and facilitate the mothers’ groups. The role of 

the CFH nurse includes being available to answer any questions regarding child health, provide 

health education, such as child safety, and undertake child health checks. The role of providing 

answers to questions about child health was identified by the mothers as a forum to ask a wide 

range of questions, as indicated by the use of the word stuff 

I went there [mothers’ group at the CFH service] and asked the nurses stuff while I was 

there. (Naomi1) 
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In addition, mothers such as Emma1saw the nurse’s role as being able to clarify and 

contextualise information when required: 

…the nurses are there to help sort of keep things or put things in context or maybe 

correct somebody that has a bit of a um misunderstanding about or giving some sort of 

misleading advice…It’s current and I think that’s what’s really good about it, because I 

mean everyone wants to give you some advice. (Emma1) 

As Emma demonstrates, through her comment, new mothers can feel as if everyone wants to 

give advice. For first-time mothers, knowing which advice to follow can be difficult and, as she 

pointed out, the CFH nurses are able to gently explain why information may be incorrect and 

guide mothers to more appropriate or even safer strategies. Contextualising the information 

can also help increase understanding as it relates to the ‘here and now’ for mothers. Identifying 

that the mothers’ groups allows this exchange of safe and appropriate information to occur 

may also indicate that these qualities help make it a trusted source of information to be 

accessed when needed.  

Although not measured, it is possible that the mothers in the research study had varying levels 

of health literacy. The mothers’ stories demonstrate that they were able to increase their 

knowledge and understanding of their child through sharing experiences and asking questions 

in the group setting. New understandings could relate to their child’s growth, development or 

behaviour. Although these questions may seem at times minor, this was not so for the mothers 

who wanted to learn and fill gaps in their knowledge. Feeding can be one of the issues that 

cause concern that mothers want to understand and learn to manage.  

I thought it was really good to meet people and yeah, just to[ask]all those little things 

like, she’s a really quick feeder like five ten minutes and she’s done and I was kind of like 

‘oh is that long enough’ sort of thing. Just to hear other people asking the same 

questions saying ‘oh yeah my baby does that’ and oh so does my baby like just to know 

that it’s just a thing they all do and they’re just fine so [baby] that’s um that’s been really 

good.(Claire1) 
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For Claire, asking and hearing from several mothers, helped her understand that her daughter’s 

feeding was normal as ‘they all do it’. It is probable that this understanding helped Claire to no 

longer doubt her ability to breastfeed her daughter. 

Bowel motions can also seem like a minor issue, but can lead to the mother having concerns if 

they do not know what is normal, such as Naomi1who was concerned because her daughter 

had not had a bowel motion every day: 

it was going to the mothers’ group that sorted it out for me … because everyone sort of 

talked about it. One of the mums there said that her baby only pooped every …like five 

days or something and I thought oh okay that’s good to hear. (Naomi1) 

For Naomi, learning what is ‘normal’ was reassuring, ‘that’s good to hear’, and provided her 

with an understanding of when to worry in the future. 

Even when there were no concerns as such, the mothers were able to recognise that learning 

the information was equally important for themselves and their child.  

So when I attended last week the questions that were being asked were really relevant 

to me as well, she had some green poos so questions about that and um then just about 

her sleeping patterns as well.(Lisa1)  

Social Learning Theory proposes that a person may not need the information at the moment of 

learning but may hold it as a memory until they need to use it. For Lisa, while she did not have 

concerns about her daughter’s bowel motion, learning what was normal through the group 

discussion may have helped her feel confident about recognising what changes she should be 

concerned about. Kym was another mother who also spoke of learning vicariously from other 

mothers at the group. 

you know that everyone else has the same problems as you, but someone asks the 

question and you hear the answer...Problem solved. (Kym1) 

Although Kym did not explain why she had not asked a question, not knowing what is normal 

for babies, or not wanting other mothers to be aware of what you do not know, may have 
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made her hesitant to ask. Kym’s quote highlights that the mothers’ group was an opportunity to 

not only share with others but also to learn together. From the interviews, it was apparent that 

the mothers did not only learn from the questions being asked, as shown above, but also 

through other methods, as related by Helen1who spoke of how this sharing took place: 

Someone was talking about the acne and one girl showed a photo of her baby when she 

was young. (Helen1) 

Being provided with visual evidence of another baby with acne and seeing that the baby had 

now recovered would have assisted Helen to lower her level of anxiety about her baby’s acne 

and potentially increased her self-efficacy through gaining of new knowledge vicariously about 

the outcome for another baby who had acne. 

Through sharing her concern about her daughter’s crying with the other mothers in the group, 

Naomi1 was able to recognise that they had also experienced times when their babies were 

crying for no known reason.   

I’d talked to them like the mums about it and ‘oh my baby’s done that’ or ‘oh my baby 

cried for three hours and wouldn’t stop’ like we all sort of talked about the coping, how 

to cope with it... It was just good with the mums’ group hearing other mums saying like 

‘oh that’s happened to me, isn’t it awful’ and all of that. (Naomi1) 

As a result of the discussion Naomi learnt that this can be normal for babies and at the same 

time realised that I’m never going to guess what would I do about that[the crying]. Naomi then 

felt confident to try her own strategy based on what the other mothers had tried themselves, 

with evidence that her level of self-efficacy had increased through this example of vicarious 

learning is shown in the concluding quote: 

I put her in her room and closed the door and like went and sat on the lounge for four 

minutes and then went back, well that’s good ... The reassurance of like yeah it happens 

and isn’t it awful but you’ve got to sometimes you’ve just got to walk away and calm 

down. (Naomi1) 
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The mothers’ stories also indicated that learning through sharing their experiences continued at 

meetings beyond the initial groups held at the CFH services. Anna2shared her appreciation, 

when her baby was over six months old: 

we all talk about things our babies do and that’s really helpful to see if something is 

normal you know and if anyone else’s baby is doing it. (Anna2) 

As Anna has pointed out in her story, being in the group even when the babies were six months 

old allowed the mothers to ‘talk about’ and ‘see’ and, therefore, continue to learn. For 

mothers, being able to see the skills of other babies who are similar ages can allow them to 

compare their baby’s developmental stage with the other babies. This can lead to not only an 

understanding of what is normal, but also how to encourage their baby to achieve that stage: 

It is good mothers’ groups for like it sounds bad, for comparing your children but just to 

see if what they’re doing is the norm, not as in a competition compare, but um yeah, 

cause I sat her up one week and they were all ‘oh [baby] is sitting up’ and then the next 

week all the little babies were sitting up. (Jasmine2).  

While Jasmine saw that comparing babies helped understand ‘normal’, the other mothers were 

learning vicariously about sitting and that they could try to see if their own baby would do the 

same. They also learnt that sitting their baby would not cause harm, an important component 

of vicarious learning. That all the other babies in the group were then able to sit at the next 

meeting, only a week later, shows that all the mothers tried it themselves, therefore being able 

to replicate what they observed with Jasmine’s baby. Even though it was the babies that gained 

new skills, the mothers learnt that they could encourage their baby to develop this skill, and 

this may have led to an increase in their self-efficacy through performance accomplishment.  

 

On examining reasons why the mothers used and continued to use the groups for advice, one 

reason may have been the collective positive descriptions of the interplay between themselves 

and, when present, the CFH nurses. These positive outcomes, from asking questions and 

sharing stories, were reinforced over and over, leading the mothers to continue using the same 
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learning style when their group moved from the CFH service setting to a community setting. 

Although the mothers did not specify how many were in their initial mothers’ group, the groups 

would have required a critical mass to allow this almost reciprocal interplay to occur. 

Illustrating the influence of group numbers is found in Diana’s1 reflection of how, in her first 

group, there were only two of us and while she was able to have any questions answered, she 

felt that 

other people bring up other things and so that you can kind of think... okay well you 

know this baby is at 10 weeks old so maybe that’s something to be aware of when that 

happens, or... I think I really felt like I needed that kind of environment rather than just 

having almost a one-on-one, seeing other mums responding to different things. (Diana1) 

So even though Diana did not know how big or small mothers’ groups could be, she felt there 

needed to be more than just two people. Diana subsequently moved to another CFH centre 

where the mothers’ groups were larger. Beth1 also attended a group that only had one lady in it 

...so don’t really want to go (laughs) so it’s lucky that we’ve got lots of sources of support. 

(Beth1) 

In contrast to Diana, Beth did not move to another group. A possible difference could be that at 

the time of the first interview, Diana, her husband and son were staying with family, while Beth 

had been living in the local community for a period of time. Having ‘sources of support’ may 

have meant that Beth was confident of being able to find other sources of information aside 

from mothers’ groups. Mel was the only mother who did not mention during the interview 

attending or being in contact with mothers’ groups. That she was aware of CFH services was 

evident from her mention of contacting her local centre to ask about immunisation. In addition 

to contacting the CFH service, Mel actively sought information from other sources, mostly via 

telephone, which she may have been more confident using.   

 

Accessing information through asking questions during group sessions could also be called a 

reciprocal interplay between the mothers and/ or the CFHN, in seeking advice or help. 

However, this was not always successful. One mother Lisa2, who had spoken positively 
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regarding the groups at the first interview, attended a talk on feeding solids when her daughter 

was just over four months, which she found not useful. Asked to explain why, Lisa2 replied that 

it was ‘more like going to mothers’ group again’, 

it was more, ‘oh what do you do, what do you do’ and then there was not much 

information. (Lisa2) 

As a first-time mother, Lisa had accessed the CFH centre to obtain information on solids as she 

was not sure how to introduce them to her daughter. On this occasion, Lisa felt she was not 

able to access the information, as her story indicated that the CFHN relied on the mothers to 

share knowledge within the group rather than the nurse providing the information. For Lisa she 

was left to learn by trying it herself, which she described as ‘a bit of a stab in the dark’. The lack 

of success in using the CFH centre could influence Lisa using this source of information again.  

Crucially, mothers need to feel confident in undertaking actions and seeking help or advice, 

which could include not only attending the mothers’ group but also using the group as a source 

of information. This level of confidence in parenting ability can be influenced by different 

factors, such as prior life experiences, in being able to achieve goals and reassurance that they 

are a ‘good enough parent’, reinforced through sharing their experiences. Several mothers 

spoke about how being involved in mothers’ group increased their confidence and/ or 

reassured them regarding their parenting: 

I think it made me feel more confident in general going there every week. (Naomi1). 

Mostly it was reassurance thing ...You’re feeling like you’re not doing anything right ... 

and I’m exhausted and my child’s doing this ...Then you realise that they are all doing 

that and everybody feels the same way and that kind of made you feel kind of made you 

feel really good.(Gabby2)  

Gabby highlighted a major benefit of mothers’ group to feel really good. Affirmation occurred 

for the women as they became aware that they were not the only ones experiencing the 

difficulties of mothering, providing a form of collegiality between the women and an 

opportunity for normalising parenting experiences. 
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For mothers such as Helen2, who did not have any local family support: 

Mothers’ group stops that sense of loneliness is gone, [you] reach out as new mother 

you don’t have a lot of confidence and can get lots of information. 

Positive experience (and it could be argued positive outcomes) of asking for advice from other 

mothers led some to decide that the group members would continue as a source for advice. For 

several participants, the mothers’ group: 

Has probably been the best best thing that we’ve found. (Claire1.)  

It’s my main go to...so it my main sort of my tool ‘oh what about this’... I like all the chit 

chat with the mums ‘my baby’s doing this’ (laughs) ‘look at my head control’ you know 

it’s really funny, yeah its good.(Naomi1) 

I tend to use the mothers’ group first … because generally they’ll see [understand] 

straight away. (Fiona2) 

These quotes not only highlight the value placed on the learning and advice the mothers’ 

receive from attending the group, but also the enjoyment and social connection that is starting 

to form between the mothers. 

An awareness of the importance of the group as becoming the ‘go to’ place for information and 

advice could, for some mothers, be evident very early. Lisa1 did not have family in Australia and 

indicated during the first interview that she had wanted to connect with her local community, 

this may have been key to establishing trusted sources of information. Through her story, it is 

clear that Lisa did accomplish this goal of developing trusted sources, the achievement may 

have led to an increase in her level of self-efficacy and allowed her to feel confident that she 

could, in the future, seek trustful sources of information.  

It was really important for me to get involved with the mothers’ group because I think 

that will eventually turn out to be that place where I will go[for advice].(Lisa1) 

It is interesting that Fiona indicated in the second interview that she had joined an online 

mothers’ group that has been one of the ‘best things actually... no matter what’s happened 
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someone else has had that happen too’. At the first interview, Fiona indicated that she would 

not be attending the group at the CFH centre, as she felt that not knowing the immunisation 

status of the other mothers could put her daughter at risk. During the second interview, Fiona 

spoke of how she had, since the earlier interview, joined a local group that formed via social 

media, ‘I catch up with the local mothers’ group and we’ll meet at the park’. How long she had 

been part of the group was not mentioned, however describing them as the first place she 

would go for advice could indicate she had quickly established a relationship with the mothers 

that allowed her to feel safe going there first.  

The mothers attending the group for the first time may not know each other and may not have 

met the CFH nurse facilitating the group. Feeling comfortable and safe enables people to be 

able to reveal concerns and/or ask health questions. During the second interview, Helen was 

able to reflect on her introduction to the mothers’ group and the difficulty of meeting strangers 

when the group first met at the CFH centre: 

it was quite, I think that you are just in a shell-shock at the beginning I find. I found it 

quite hard to get to know them [to be part of an established group]. (Helen1) 

After just six months Helen had become established into the group that meets: 

nearly every Tuesday someone will host at their house and the whole mothers’ group is 

invited to come and you just sit around and all the babies play or sit on the mats and all 

the mothers just talk,talk,talk, yeah so it really is good.(Helen2) 

The mothers’ groups provide a venue where first-time mothers, in particular, are able to seek 

help or advice while at the same time learn without realising they are learning. The positive 

outcomes from asking questions reinforce the mother’s actions, leading her to continue to use 

these groups as a source of information and potential positive contribution to the development 

of maternal self-efficacy, through vicarious learning and mastery of skills and knowledge.  
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Mothers Within the Family 

The mothers’ stories indicated that they sought help or advice from other mothers within their 

extended family, including their own mother (baby’s grandmother) and sisters. Again, only one 

mother, Mel, did not mention seeking help or advice from other mothers within her family. 

None of the participants indicated that they had sought advice from any male members of their 

family (i.e. father or brother), although one participant, Anna, mentioned her father’s 

assistance during a health concern. The related action was initiated by Anna’s father, rather 

than Anna, so the incident did not meet the criteria of the CIT research approach.  

New mothers can benefit from family support while transitioning to parenthood; both physical 

and emotional support can also include the provision of advice. Fiona1 identified the need for 

support and was able to arrange to have family members with her: 

I knew that it was going to be difficult so very early on I got mum to come up [from 

Adelaide]before she [the baby] was born and help out. (Fiona1) 

Not all mothers had family in Australia, such as Lisa1, who discussed how she still had that urge 

to ask her mother even though she was on the other side of the world: 

Not having our families here makes you, like you don’t want to call your mum in the 

middle of the night and say this is happening, you don’t want to panic them. (Lisa1) 

The above quote from Lisa shows that she was torn between wanting to talk to her mother but 

knowing that calling at night could cause her mother to become worried. Lisa, throughout the 

interview, spoke confidently of how she was learning to parent, but the quote shows that, in 

spite of this confidence, being able to turn to your own mother at times for advice and/ or 

reassurance you are making the right decisions can still exist.  

The advice sought from a baby’s grandmother can be simple asClaire1explains, when her 

daughter was unsettled:  

I said something to my mum and she said ‘did I give her a bath?’(Claire1) 
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The following night Claire’s daughter was again unsettled so she followed the advice, giving her 

baby a bath was successful, as this calmed her down. Although Claire may still have used the 

advice if it had been given by someone other than her mother, having a close relationship and 

established role model in her mother may have played a role in following the advice. As Claire’s 

daughter did calm down, the successful outcome encouraged Claire to use the strategy over the 

next two nights, and allowed her husband to also use the strategy after witnessing the calming 

effect. So, in effect, Claire’s husband learnt vicariously, by watching Claire, how to use a bath to 

calm his daughter.  

While the mothers used family members, their stories indicated that for some issues there was 

a criterion for when they would or would not use their mothers or mother-in-law (the baby’s 

grandmothers). For Beth1, the need for information to be current meant that her mother was 

not always a source of information: 

Sometimes they give you very old information as well and so it can be discerning what 

information to take from them. (Beth1) 

Beth identified her need to take an active role in the final decision-making process about what 

advice to follow or discard. While for Gabby1: 

Mum’s been good as well although some things have changed since mum had us but um 

yeah she she’s good she’s not pushy. She not like this is how you do it but she’s there to 

give advice when you need.(Gabby1) 

Gabby was able to recognise that, although her own mother’s knowledge was not current, she 

was still able to provide assistance. That Gabby had gone to her mother for advice was 

demonstrated in the second interview, when asked if she could not work out what information 

to follow, she replied, ‘I think I would talk to my mum’.(Gabby2) 

But a grandmother’s knowledge could equally be relevant, as Imogene1realised when trying to 

treat her son’s nappy rash. 

We asked my mum about nappy rash. So, we are using cloth nappies and so you know 

we are putting the nappy rash crème on and we just weren’t sure and she used cloth 
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nappies and none [of] our friends are using cloth nappies so they don’t really know 

anything about them. So, we asked her about that so she said that she just smothered it 

on and so that really helped. (Imogene1) 

In addition to following her own mother’s advice to put her son in cloth nappies, Imogene1 was 

confident enough to make some adjustments, by using a disposable every so often, and as a 

result it kind of keeps it [nappy rash] under control. Seeing the nappy rash being controlled by 

using this strategy can further increase Imogene’s self-efficacy in being able to adapt advice to 

suit her son’s needs.  

The need for knowledge, advice or information to be current extended to mothers within 

families, such as sisters, as shown by Emma1who hesitated seeking advice from one of her 

sisters whose children were five years of age, because ‘things have changed so much and 

people forget things too’. (Emma1) 

Gabby1also spoke of this preference for seeking advice from sisters with younger children, 

turning to her sister whose baby was only six months older than her own, instead of her other 

sister whose children were older: 

[I’ve been] getting on the phone quite a bit to her and asking her advice on this and that 

so that’s been really good. (Gabby1) 

In spite of this, Gabby turned to her older sister, a doctor, for specific advice regarding what to 

take on a camping trip in case of illness: 

I sort of rung up and I said... look anything could happen while we’re away…she gave me 

a few ideas of just a couple of other little things to have just to be on the safe side. 

(Gabby1) 

The outcome, positive or negative, of asking for help or advice from other mothers regarding 

concerns, including mothers from within the family, could influence the mother’s decision to 

seek advice from that person in the future. Although Naomi1 knew that the number of wet and 

dirty nappies produced by her baby could indicate sufficient breast milk supply, she sought 

confirmation from her mother: 
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I don’t know like I’d never had a baby before so I’ve got no idea and when mum said she 

looks fine and she’s healthy, probably mum made me feel better. (Naomi1) 

For Naomi the outcome of her asking her mother removed doubts she had about feeding and 

reinforced to her that she was right, which would have led to an increase in her self-efficacy 

level.  

Verbal encouragement, that they are doing a good job, can add to positive outcomes from 

seeking advice and, as Gabby’s story indicated, does not have to come from a health 

professional, it can be your mother. Although verbal persuasion is not always effective, for 

Gabby2 it was and could mean that she would continue to seek the reassurance from her 

mother.  

 You have days like that when you just get tired and frustrated and you think you’re 

doing it all wrong…mum’s been great, she’s a great sounding board so any time you sort 

of think like that she laughs at you and reassures you or whatever she needs to, so the 

confidence it’s still shaky some days but that’s going to happen I think for all the way 

through this life. (Gabby2) 

While for Gabby, advice and reassurance increased her confidence, for some mothers, advice 

from family members could lead them to feel confused. 

Course you’ve got your parents and aunties and I think that’s a big thing, they all give 

different advice [about sleep and feeding]… this is no good, so you go into [a] panic. 

(Helen2) 

For Helen, lack of confidence in being able to know which advice to take could have contributed 

to the sense of you go into panic. Being able to discern which advice is correct can be difficult if, 

like Helen, a mother has not yet gained that knowledge, which in this instance was about 

sleeping and the introduction of solids. If a mother is able to see how, for example, to offer 

solid foods to an infant, then they can learn how it is done so that no harm occurs, such as 

choking. Just being given verbal advice without a demonstration of how to do something can be 

difficult. Lack of confidence or self-efficacy can make mothers, such as Helen, ‘go into a panic’ 
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about being able to successfully complete a task, or stop them attempting it for fear they will 

fail. Helen felt confident to turn to other sources of advice, in this instance her mothers’ group, 

asking what do you feed yours, what time of day? 

 

Successful outcomes from seeking advice from other mothers in the family were not uniform 

across the mother’s stories. A week after coming home with her daughter, Beth1noticed white 

dots on her daughter’s tongue. Unsure of what they were, she asked for advice including from 

her parents, as she was unsure if the milky patches were thrush or breastmilk, and they’d say, 

oh it looks like milk don’t worry. (Beth1) 

Due to hot weather, the thrush flourished with Beth only having her concerns confirmed when 

a girlfriend, also a mother, came to visit and agreed that it was thrush. Beth indicated that she 

found the delay frustrating, as she felt her daughter ‘was in pain when she was feeding’. At the 

time when she was first concerned, Beth had already had a visit from her midwife and a home 

visit from the local CFH nurse. As the local CFH centre was open only part-time, this in effect 

was almost a barrier to seeking advice.  

While mothers sought advice or help from their families, at times who they sought advice from 

was based on what appeared to be the need for knowledge to be current. For some mothers, 

this was also balanced by the recognition of the experience held by others, such as their own 

mother.  

Parents from Social Networks 

Turning to friends to discuss personal issues or to ask advice is a common practice across 

society, so it was not unexpected that the mothers’ stories indicating their use of social 

networks lead to the development of the final subtheme, parents from social networks. As in 

the previous subtheme of mothers within the family, the mothers’ stories again indicated that 

who they sought advice from within their social network was again based on a number of 

deciding factors or criterion. There were a number of differences, for instance, the age of their 
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friend’s children was not as rigid, with the mothers seeking advice from parents whose children 

were aged from eight weeks to 12 months.  

I’ve got a friend she’s got an 8 week old baby and I’ll often ask her what you know, I 

asked about the growth spurt as well cause um she said yep they may want to feed all 

the time. (Helen1) 

Talked to my girlfriend a lot I’ve had two girlfriends that have one-year olds now so that 

was a huge amount of help so I went and talked to them. (Fiona1) 

If the mothers received a positive response from asking advice from certain friends, then this 

successful outcome could lead to repeated contact, as indicated by Helen1, I’ll often ask her, 

and Fiona1, talked to my girlfriend a lot. 

 

The importance of shared experiences with their children again featured in the mothers’ 

stories, although in these instances it appeared that these experiences did not necessarily need 

to be concurrent, they could be a past experience. As well as not needing to be a current issue, 

seeking advice was not confined to mothers. Kym1 had concerns that there is a slight problem 

with reflux, as her daughter was vomiting and generally unsettled, so she turned to a male 

friend knowing he had a child with serious reflux, so talking to him and he was like, yeah that 

what it sounds like. 

Kym also sought confirmation from her family doctor, who reassured her that the vomiting was 

normal and while that did go some way to reducing Kym’s concerns, her daughter’s crying at 

night increased her concerns. During these episodes Kym felt that her daughter was in pain and 

tried to resolve the issue by giving a common over-the-counter medication used to treat mild to 

moderate pain and it has worked she is within 5 minutes she is smiling and happy. But during 

another episode of crying, Kym1 utilised a strategy provided to her by her friend, which was to 

elevate her daughter’s mattress: 

One night she [the baby] just lost it and we did that [elevate the mattress] and put her 

down and it was like a switch, it just made her better. (Kym1) 
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As part of learning how to deal with her daughter’s vomiting and crying, Kym tried several 

strategies with successful outcomes reinforcing the use of that strategy in future episodes.  

The lack of shared experiences with their children was viewed as a barrier to seeking advice 

from certain parents within a social network, as highlighted by Beth2: 

she got really constipated, like every five days maybe started getting longer. So, in the 

end, we ended up going to the doctor and asking for help, because our friends went ‘oh 

no our kids all seem to go once a day’. So we knew that it was not great. (Beth2) 

It appears from Beth’s quote that she regularly used her friends for advice or information when 

she recognised a gap in her own knowledge, but in this instance she was not able to do so as 

they had not had a similar experience with their child’s bowel motions. While it cannot be 

confirmed, it is possible that Beth concluded that her daughter was constipated based on her 

friends saying their children go once a day and, as a consequence, she realised it was not great. 

As none of her friends could advise her, Beth then turned to her local family doctor to fill the 

gap in her knowledge and to seek help for her daughter.  

Interestingly, Beth1 had also experienced this lack of shared experiences when her baby was 

younger. 

But it’s still like sometimes they [other mothers] didn’t know because their baby didn’t 

do it [have the issue] as well. (Beth1) 

Beth was able to recognise that her friends did not always know and she had the confidence to 

continue seeking advice, which in both instances was her family doctor.  

Again, as with asking mothers within their family, turning to friends for advice frequently 

resulted in reassurance, as explained by Claire1: 

My best friend has a toddler and is pregnant with her second one. So, she’s actually been 

a good like support as well. Like just like things when I started breastfeeding and it was a 

bit hard and like I was talking to her and she was like ‘oh don’t worry I had the same 
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problem’ and that so that’s been...she’s been a good...It’s good to have someone to ask 

just those little questions of as well. (Claire1) 

There are diverse sources from which mothers can seek help or advice and at times may need 

to locate them through established connections, including friends. One example was Fiona1who 

was having difficulties in the first six weeks being able to breastfeed her daughter and felt that 

‘everyone out there [health services] says you have to breastfeed’. This construct of lack of 

support made Fiona turn to her friend whose mother was a lactation consultant.   

My girlfriend’s mum she actually a lactation specialist so that’s where I got in touch with 

her and that was good because I felt quite comfortable because I had met her before it 

wasn’t a stranger out the blue coming around.(Fiona1) 

It is possible that Fiona chose to seek help through her friend as she had previously met her 

mother and she also felt comfortable with her in the house, and that she also saw her friend’s 

mother as being an expert. While Fiona found stopping breastfeeding hard, even now I still feel 

guilty this was balanced by wanting to do the best thing I can for her, at end of the day. (Fiona1) 

The sense of shared experiences in parenting, as a criterion for seeking advice, also extended 

beyond friends to other social network groups, including work colleagues, church communities 

or even next-door neighbours, all of which were accessed by the mothers at one time or 

another.  

Shared experiences and a perception of expertise lead Imogene1to talk to mothers within her 

church community: 

one of the other ladies at church, so she has just had her fourth baby, so she knows lots 

about babies...We were talking about you can’t let your breasts get so full like you might 

just have to express [breast milk] sometimes. (Imogene1) 

On returning to work, Imogene’s knowledge increased through incidental discussions with a 

work colleague: 
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there’s a girl I work with and her son is he must be a year and a half older…we spend all 

day talking about our kids so that’s quite useful. (Imogene2) 

For Helen2 and Beth2, neighbours and even other mothers at their fitness centre also formed 

part of a wider social network, but it appeared this type of contact was more a supportive role: 

the girl over the road…she’s got a baby girl and for instance she came over yesterday 

and dropped something off and straight away we were like ‘what’s your baby doing’ and 

you’ll ask and just to know that what they’re going through and usually it’s very similar 

because they are similar age. (Helen2) 

there [are] some mums that come and even older mums that come to the gym…so I can 

ask them lots of questions as well, so they’ve been a really nice support. (Beth2) 

In both quotes, the mothers elude to the social support these visits or activities provide through 

their informal and unplanned encounters. 

Chapter Summary 

Asking other parents about concerns mothers may have regarding their child can be an easy 

and accessible route for practical information and support at different ages. Family and friends 

who are mothers are easily accessible sources of information that the mothers utilised soon 

after birth. But currency of knowledge was important to the mothers, with some having strict 

criteria regarding who to ask, with mothers whose children were several years old considered 

as not having current knowledge. Mothers’ groups, in particular, appeared to be a valued venue 

for mothers to seek advice, share experiences and learn about child health for future reference. 

For the majority of mothers, the groups became their go to place for information by the time 

their children were six months old. In particular, the groups provide an opportunity for the 

mothers to learn by watching how other mothers interact with their child and then try to 

replicate the same action(s) with their own child. The expert knowledge of the CFHN can, 

during the mothers’ groups, clarify and explain information to help the mothers learn what 

normal child health is and challenge risky parenting practices. This sharing and learning through 

a mothers’ group can continue being a resource past the period when the groups are held by 
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the CFH services. Other mothers within social networks can be seen as experts, regardless of 

the age of their children. As with other themes, the mothers appeared to have criteria as to 

who they would seek advice from, based on contextual and contemporary knowledge, as well 

as criteria about the range or scope of advice they would ask.  
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Chapter Five: Connecting With Health Professionals 

Connecting with health professionals was identified as a formal pathway for mothers seeking 

help or advice. The range of health professionals contacted included paediatricians, family 

doctors, emergency departments, CFH nurses and health telephone helplines. When examining 

how the mothers contacted health professionals, two main pathways were identified, the first 

was the mother being referred by another health professional, either during pregnancy or in 

the postnatal period once mother and baby had been discharged. The second was self-referral 

by the mothers when they identified an issue of concern. By self-referring to a health 

professional, the mothers had already identified a concern and decided that they would seek 

help, for example, from their family doctor. While the reasons for seeking help from a health 

professional can vary widely, it could be argued that the mothers have an expectation that the 

health professional is a source of expert knowledge and can help with their concern.   

The mothers’ interviews revealed that for this theme of connecting with health professionals a 

number of elements needed to be in place when health-seeking. These elements, depicted in 

Figure 6, are reflected in the four subthemes: explaining to understand, coping with conflicting 

advice, collaborative relationships, and negative or unexpected outcomes. It could be argued 

that this theme and subgroups themselves, when examined as a group, replicate elements 

within health literacy – obtaining information, understanding and then being able to action the 

information.  

 

Connecting with 
health 

professionals 
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Figure 6: Connecting with health professionals  
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Explaining to Understand 

As part of health-seeking, mothers may be provided with information, either written or verbal, 

and/ or a management plan to resolve any identified health issue their child is experiencing. In 

order to be able to utilise or action any information or advice, a mother firstly needs to 

understand the information or advice. The inability to understand could impact the mother’s 

willingness or ability to action any agreed intervention plan or recommendations, which in turn 

can adversely impact either the mother’s or infant’s health outcomes.  

One advantage of obtaining information from health professionals is that they can explain the 

information or management plan during a face-to-face session or when using a digital health or 

telehealth service. This interaction provides an opportunity to support the mother in her 

understanding of and willingness to utilise information and implement any agreed plan. The 

health professional’s explanation and the mother’s understanding could have a flow-on effect 

of laying the foundation for forming an ongoing collaborative relationship between the health 

professional and the mother. This type of interaction has the potential to enable the mother to 

develop confidence and competence in her parenting, to undertake any recommended actions. 

The mothers in this study were aware when health professionals did or did not take the time to 

explain. For example, Gabby1 had attended a CFH service concerned about her son’s reflux: 

You could just tell as soon as he came off the breast how uncomfortable and in a little bit 

of pain so she [CFH nurse] was showing me other techniques, um my flow apparently is 

very good so he was having trouble dealing with so much flow as well um, so she was 

just showing me different techniques and how to cope with that...She spent ages with us 

actually and it was amazing the time... It’s just really nice to know that they are not just 

to ‘okay you’re here to get a weight check, do the weight check and it’s see you later’. 

It’s the fact that they are caring about every element with both him and myself. (Gabby1) 

Gabby was aware that the CFH nurse took the time to explain to increase her understanding of 

breastfeeding as shown by the way Gabby remembered that the nurse indicated that the initial 

milk flow was fast and why her son was showing the behaviour that caused her to visit the 

clinic. But, while Gabby was able to increase her understanding, the reverse could also occur; a 
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lack of explanation could negatively impact on the mother’s confidence and competence, 

reducing her ability to accept the advice and support provided by the health professional.  

Jasmine1 had been staying with her mother when she received a home visit from the CFH nurse 

when her daughter was four days old. Following advice from the maternity hospital, Jasmine 

was using pillows to support her daughter while she fed but was then questioned by the CFH 

nurse about their use: 

she said what have you got all the pillows for, cause the nurse in the hospital told me to 

use pillows, she said do you even need them. Well I don’t know, I haven’t fed her without 

them. She said she[daughter] is too hot, you need some more air around her, so I got rid 

of the pillows and I just sat there feeding her but then since then that has always been a 

concern of ours that she is too hot.(Jasmine1) 

 Jasmine received no explanation to help her understand why she should not use the pillows 

nor was she shown any alternatives, which is in contrast to Gabby’s experience. In addition, 

Jasmine was also told her daughter was too hot and through her story it is apparent that it was 

this issue, rather than the feeding, that impacted on her confidence. As the CFH nurse did not 

explain about what hot means or why it could be a risk, Jasmine expressed concerns about the 

possibility that she could have harmed her daughter: 

she been this hot every time I have been feeding her, have I done something wrong, is 

her brain been cooking in there because she is too hot. (Jasmine1) 

At the time of the first interview, Jasmine’s daughter was seven and a half weeks old; that 

Jasmine still had this concern that she had done something wrong for nearly seven weeks 

speaks of the impact on her confidence.  

The range of health professionals the mothers contacted varied, with some mothers confining 

their help-seeking to family doctors and CFH services, both of which were within their local 

area. Another health professional contacted by three mothers, Anna, Beth and Fiona, was their 

local pharmacist. Anna’s baby had commenced anti-reflux medication while still in hospital, she 
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sought further information from her local pharmacist, as she had concerns regarding when she 

would see a change in her son’s condition: 

We wanted to know when the medication would start to kick in…they [pharmacist] 

explained what the medication did and that you know it can take a few weeks to kick in. 

(Anna1) 

Providing a timeframe for the mother enabled more realistic expectations about the impact of 

the medication and the timeframe for the medication to take effect and start to influence the 

baby’s behaviour. 

Contact with health professionals did not always take the form of a face-to-face interaction. 

The telephone was often used by the mothers to seek information as an alternative source of 

health professional contact. This telephone contact was often in the form of a parent helpline. 

Mel1 contacted the Tresillian Family Care Centre’s (an early parenting facility) parent helpline to 

discuss her concerns around her baby’s play and sleep routines, as she was unsure what do I do 

with you now? Contacting the parent helpline had several positive outcomes for Mel, as she 

found that the helpline gave good advice on what we could do with her, which she found really 

helpful. So, while Mel was able to increase her knowledge about her sleeping and play patterns, 

the other outcome related to Mel’s sense of accomplishment at successfully seeking help. Being 

able to contact the helpline, describe her concern and obtain advice will have increased Mel’s 

self-efficacy and, as she found it was helpful she may return to the helpline on another 

occasion.  

In this study, the mothers described how verbal communications were combined with other 

methods to help them understand, so they could feel empowered to follow through with a 

management plan. When Diana’s son experienced sleep issues at four months of age they 

attended a local CFH Day Stay unit where the nurse used the closed-circuit monitoring system 

to help her understand her son’s sleep process.  

Being in the other room ….just sort of talking with the nurse about okay when would you 

go in… and she’d sort of explain how all the noises he’s making is because he’s trying to 

get to sleep.(Diana1) 
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In this instance the CFH nurse used a combination of verbal communications and modelling to 

explain Diana’s baby’s sleep process. Being able to observe the outcome of the agreed 

intervention, through the settling being modelled by the nurse, provided significant information 

about her baby’s behaviour. This vicarious experience would lead to an increase in Diana’s self-

efficacy and can be reflected in how she spoke positively in being able to do the same at home, 

as she could see that no harm came to her son and that the intended outcome, sleep, was 

achieved.  

Naomi1 described an interaction that included both an exploration of her concern and then 

visual information that resulted in an increase in her knowledge. During a weekend away, 

Naomi was changing her daughter when she noticed an insane red raised rash all over her 

abdomen. After working through her knowledge of what may have caused the skin rash, Naomi 

decided that: 

I sort of thought if it was like a heat rash maybe it’d be from the car seat but then I 

would think it would be on her back cause that’s what she sits on and I said to my 

husband I don’t know what this is I think we should get this checked out and he’s like I’m 

sure it’s probably nothing and I said yeah but look how red it is I don’t know what if it’s 

bloody meningococcal or something. I’m not going to sleep unless we get it checked out. 

(Naomi1) 

Naomi and her husband took their daughter to the local emergency department and were seen 

by two doctors. The first doctor after examining the baby, reassured Naomi and her husband 

that the rash was not meningococcal and explained why by gently pressing on the rash to 

provide visual proof– if the rash had been related to a meningococcal infection that would be 

different. The difference would have been that the meningococcal rash does not disappear 

when gentle pressure is applied. Unsure as to what had caused the skin rash, the baby was then 

seen by another doctor, who explored with Naomi what may have lead to the appearance of 

the rash, concluding that it was probably an aggravated heat rash. After recommending an 

over-the-counter skin cream, Naomi and her husband were able to return to their hotel where 

they reflected on what had happened: 
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I said to my husband I’m really glad that we took her like. I know you didn’t want to take 

her and he said ‘oh yeah I’m glad like you know we took her so you feel better and 

stuff’... I was just scared like you hear about these babies with meningococcal. (Naomi1) 

Explaining the difference between a meningococcal rash and other rashes helped Naomi and 

her husband increase their health literacy regarding this infectious disease. Additionally, the 

doctor exploring what may have contributed to the original rash developing enabled Naomi to 

understand that when her daughter’s skin got a bit red this last weekend it was because it’s 

been so hot. An additional positive outcome for Naomi and her partner was the ability to 

discuss the incident that had occurred. The father was able to identify and talk about why he 

had been reluctant about taking their baby to see a doctor, due to being just scared. Naomi was 

also able to see that the cream recommended by the doctor did ease the rash and when it 

reoccurred didn’t stress about it, put the cream on, that’s fine, you’ll be fine. (Naomi1) 

Being able to successfully master treating the same rash when it reoccurred, without having to 

go the doctor, would have increased Naomi’s self-efficacy. In addition, her words to her 

daughter you’ll be fine, indicate that she had confidence in her ability to manage similar 

situations.  

Although mothers may have concerns identified by a health professional, if the management of 

the issue is not explained to the mother and/or she does not understand it, a reduction in her 

ability to action any recommendations may occur and ongoing concerns are likely to continue, 

as happened with Helen1. Following her son’s diagnosis of positional talipes and being told by 

the paediatrician that it would come right Helen was referred to a hospital physiotherapist, in 

anticipation of receiving exercises for her son. Rather than seeing her in person, the 

physiotherapist spoke to Helen on the phone and never demonstrated the exercises, just 

described them. Although Helen had spoken to the physiotherapist twice, there was no face-to-

face follow-up at the time of the first research interview with Helen at six weeks post birth. 

Both Helen and her husband were concerned that their son may have a club foot and that: 

In a few years then he has problems with you know needing a …what do they put in a 

shoe, orthotics or something. (Helen1) 
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Rather than resolving her concerns, the lack of explanation from the physiotherapist has kept 

the concern in the forefront and led to Helen considering the need to seek further advice.  

I’ve got it in the back of my mind whether I should make an appointment…cause I 

haven’t been given any exercises to do or whether it is okay and I don’t want to sort of 

make a deal of it you know.(Helen1) 

The outcome of this concern may have been different if a more comprehensive explanation had 

been provided about talipes with a demonstration of how to do the exercises, and Helen even 

being observed doing the exercises by the physiotherapist. Reassurance from the 

physiotherapist that she was doing them correctly may have resulted in Helen’s confidence 

increasing. 

Where mothers’ stories indicated that they had contacted health professionals as part of their 

health-seeking, many of them described varying degrees of explanation and understanding. For 

Kym, her concern centred on her daughter’s tongue-tie, which was noticed by a midwife, who 

she had not met before, during a home visit. Rather than providing an explanation, the midwife 

just told her that the baby was a bit tongue tied it will probably be fine. The lack of explanation 

sent Kym looking for information from other sources. Resolution of her concern only occurred 

when the midwife who had cared for her during the pregnancy subsequently visited her. 

I asked her about it and she sort of talked me through it and said she is feeding it’s really 

not a problem.[She] told me about you know how to help her by helping her stretch it 

out and by the time she is talking it will either be fine or we can go to a speech 

therapist.(Kym1) 

The first midwife had created a concern in Kym’s mind about her baby having a tongue-tie 

without an adequate explanation about the issue. While the second midwife provided 

additional information, it was at the prompting of Kym who had already located information on 

the Internet but wanted further explanation, which the midwife provided. Kym waited until she 

met with the midwife who cared for her during her pregnancy to ask for more information 

about the tongue-tie. Through her words and tone of voice Kym indicated that she had 

developed a trusting relationship with this midwife. This trust then allowed her to ask further 
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questions. The fact that Kym did ask further questions can also demonstrate that she had an 

adequate level of self-efficacy that enabled her to continue asking questions until she received 

the information and outcome she needed. If Kym had a lower level of self-efficacy, she may 

have just accepted the first midwife’s lack of explanation and not asked any further questions – 

this is likely to have left her feeling unsure and concerned.  

Anna2, in contrast, was not able to have her concerns resolved, I still don’t know the answer 

was the conclusion Anna reached after her experiences with her local medical practice. After a 

febrile episode lasting several days, Anna was encouraged by a telephone health helpline to 

take her son to her family doctor. Over the space of two days Anna saw two different doctors; 

both recommended an anti-pyretic medication, but with different administration intervals. 

Neither of the doctors explained why they recommended different administration times for the 

medication, which confused and frustrated Anna. What also frustrated her was that no one 

would give her an answer about how long she should treat an elevated temperature at home 

before seeking help. 

I still don’t know the answer to those questions and I just hope that I don’t have to be in 

that situation again to have to find out. (Anna2) 

Being able to increase their understanding and, therefore, knowledge of health concerns can 

assist mothers in being able to successfully undertake recommended treatments and further 

develop their health literacy. Having access to sources that offer meaningful information 

potentially increases the mother’s confidence in being able to deal with similar issues in the 

future. If health professionals do not provide adequate explanations, the outcome maybe that 

mothers seek information from other sources that are not always reliable. Future relationships 

may also be negatively impacted, as a trusting relationship has not been developed in such 

scenarios. 

Coping with Conflicting Advice 

As part of any health-seeking episode, mothers are usually provided with advice or 

recommendations either verbally or in the form of printed materials. This information can then 

be used to make decisions, understand health issues and, consequently, increase health literacy 
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and enable mothers to action any recommendations or management plans or treatments. 

Alternatively, if a mother is given conflicting advice, being able to achieve any of these 

aforementioned outcomes would be difficult and may impact on a mother’s perception of 

either a clinician or health service. The range of services where mothers reported receiving 

conflicting information were not confined to one health discipline and occurred in both hospital 

and community settings.  

A number of mothers reported that the conflicting advice they encountered was related to 

breastfeeding, in what could be described as the early days, either while still in maternity units 

or during the first few weeks of their baby’s life. As Helen and Lisa experienced, different advice 

from different midwives can occur within a short period of time; for first-time mothers, 

knowing what is right can be hard.  

There were a few times where there was conflicting advice from the midwives so we had 

to … sort of...had to take some of it with a grain of salt…You’re sort of like a new mum 

and you’re thinking I don’t know. (Helen1) 

when you talk to two different midwives they[say] something different. (Lisa1) 

For Helen, the conflicting advice was accepted with a grain of salt and in the interview didn’t 

appear to be annoyed by the differing advice. Lisa also appeared to be accepting of the fact that 

she had encountered differing advice, but then in the interview reflected that with conflicting 

opinions, 

you could easily become just so overwhelmed and get really confused and not 

know...you start to doubt yourself, then you know things just become very overwhelming 

and you are not just going to make a choice, I think, I am the type of personality that 

listens and then I will make my own decision. (Lisa1) 

Lisa’s confidence in her ability to be able to analyse the differing and conflicting information 

that can be provided to mothers is demonstrated by then I will make my own decision but other 

mothers lacking her confidence could struggle. This, Lisa stated, could make you start to doubt 

yourself. 
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When discharged, this conflicting advice regarding breastfeeding can continue, as Imogene1 

experienced: 

I was on the group practice ...so we get different midwives and some of them had 

different, not totally different ideas, but it was frustrating because obviously they are 

trying to give us lots of information and different ideas to try but none of it seemed to be 

working ...There was no consistency. So that was a little bit frustrating. (Imogene1)  

Imogene’s language in the interview was reflected in her tone, indicating that she had been 

frustrated by the differing advice, which continued when she moved across to CFH services: 

The early childhood centre midwife came and she gave us like totally different advice... 

the midwives at the hospital were saying that two to three hours ...she was like ‘no’ that 

he could feed every four hours you could set a routine now...You could feed him and this 

type of cry is a sore belly cry and this type of cry then he is hungry and so we were like oh 

we are only meant to be feeding him every four hours not every two[hours]and so then 

we had this day that we were like not really, are we meant to be doing four[hours]or are 

we meant to be doing two [hours] so that was really confusing. (Imogene1) 

The impact of the differing advice can be seen in the last part of the quote, where she describes 

spending a day not knowing how often she should be feeding her son. Not only was there an 

impact on Imogene but also on her son and her husband. Imogene describes how her son just 

spent a lot of time screaming again because he was just hungry that day and her husband was 

frustrated by the inconsistency of information. First-time mothers with no breastfeeding 

experience rely on receiving appropriate information, but for Imogene and her husband, they 

found that it was really up to us to filter that [information]. Imogene and her husband had the 

confidence to appraise the information to decide what to use, but for families who are not able 

to do this, the frustration of conflicting feeding advice could result in them stopping 

breastfeeding or ceasing contact with the person who provided the advice.  

Mothers such as Mel were aware that the advice given to them by health professionals can be 

incorrect, however, new mothers often lack the experience and confidence to be able to 
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challenge the health professional. After contacting a helpline about her daughter when she had 

not passed a bowel motion for nearly 10 days, they suggested Mel take her to a doctor: 

She wasn’t so helpful and said to me ‘well if she hasn’t pooed by the next day take her to 

the hospital’… now everyone has said that 10 to 14 days is normal for a breastfed baby 

even the lady that I saw the week before when I rang her to get my blood test 

result.(Mel1) 

Mel did not go to the hospital as advised, but instead went to her local CFH centre, who 

reassured her it was normal and on day 10 her daughter passed a bowel motion and since then 

it has been kind of every two or three days. Mel admitted that the doctor’s advice had been 

unhelpful as it was hard not to be a worrier and that you try to be  

very confident for your little one, but you are wanting to do everything the best that you 

can for her...and to be told that she should be taken to the hospital was a bit scary. 

(Mel1) 

Although Mel doubted her ability to make a correct decision about the need to take her 

daughter to the hospital, she was able to disregard going to the hospital and went on to seek 

further information, as the doctor’s advice conflicted with advice she had received from other 

sources. This proactive approach demonstrated she had an adequate level of self-efficacy to 

confirm or disregard advice. Mel was able to recognise that it was worrying, but her 

determination to do the best for her daughter made her continue to seek help.  

For Naomi1, being told by a doctor that she should be treating her daughter’s cradle cap was 

confusing as it sort of undermined like what I’d heard before and that perhaps that previous 

advice was out of date. While Naomi didn’t feel that not treating the cradle cap was hurting her 

daughter, it did make her doubt her parenting skills, I thought oh my gosh am I being negligent. 

Even with her doubts, Naomi had the confidence to check the advice, in part as she didn’t want 

to buy the shampoo recommended by the doctor, as I’m sure it will be all big chemically thing. 

The checking occurred when Naomi next attended her local CFH clinic, where she was able to 

be reassured that what she had been doing prior to seeing the doctor was appropriate. 

Although the conflicting advice did, as Naomi described, undermine my confidence, the 
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presence of another source of information that Naomi had previously used, that is the CFH 

clinic, enabled her to resolve her concern. 

Conflicting advice can extend to health promotion situations. For example, immunisation, as 

Diana found when she was trying to decide whether she should have the whooping cough 

vaccination during pregnancy to protect her newborn. An illustration from Diana, who had four 

different opinions, follows: 

Talked with the family doctor, talked with midwives um NSW Health website with the 

guidelines um. Mum spoke with her family doctor as well who had conflicting 

information. So it was a bit of a mishmash of information um. Yeah so we sort of found 

that challenging early on. (Diana1) 

Diana recorded her concern regarding not being able to find consistent information during her 

pregnancy and, although at that stage it was a concern, she added that it was a bigger issue 

before he came along and haven’t really had time to think about it since. This example of 

conflicting information shows that it can occur during pregnancy but have the potential to have 

flow-on effects after birth. It is also interesting that three health professionals were not able to 

provide information regarding vaccination recommendations in line with that of NSW Health.  

During the second interviews, mothers were asked if they had encountered any barriers when 

seeking help or advice when they were concerned with their infant’s health. For Jasmine, a 

barrier was conflicting advice. Interestingly Jasmine, after six months of motherhood, had come 

to the conclusion that: 

Conflicting information, it kind of helps with my confidence because you, nobody knows 

it all, just they make up rules to suit. I don’t know the majority of babies but they’re all 

different and all the rules can be bent and yeah some things suit some babies and not 

others. (Jasmine2) 

While Jasmine had developed a very philosophical view of conflicting advice from the early 

interviews when the infants were only several months old, the impact of conflicting advice was 

evident through one participant’s summary: frustrating. (Imogene1) 
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Collaborative relationships 

As discussed earlier in the chapter, the mothers who had contact with a health professional 

revealed that they either initiated the connection themselves or had been referred by another 

health professional. But regardless of the mother’s route or reason for this linking, differences 

appeared in the mothers’ stories as to how they perceived their interaction with the health 

professionals. The stories where words such as trust and trustworthy were used, when talking 

about their interactions with some health professionals, highlighted the importance to some 

mothers of working in a collaborative manner. For other mothers, where there was no 

collaborative relationship with their health professional, they experienced a tick the boxlike 

process or they felt like ‘just another number’, such as described by Mel. Following a 

haemorrhage during the birth of her daughter, Mel needed to be reviewed by a doctor: 

Doctors don’t, aren’t concerned with your kind of mental thoughts about the whole 

thing, [the haemorrhage] they are concerned with your health. They’ve fixed you that is 

good they go yeah off to the next person. (Mel1) 

 

Developing a relationship where the mothers collaborated with health professionals emerged 

as being not only important but also influenced future health-seeking episodes, with mothers 

using the same health professional. While mothers who did not perceive the presence of 

collaboration may continue to contact the health professional, it is possible that they may do so 

out of necessity. For example, Helen felt that a doctor in her local practice did not assist her 

adequately during her pregnancy, yet still attends the practice but, 

I did get him once... but [I’m] not keen, I’m not adverse to going to him now; I think he 

would definitely be able to help me with anything with his sickness. (Helen2) 

So, while Helen continues to see the doctor through necessity, her language indicates that 

there is little, if any, collaboration.  

The collaborative relationships the mothers discussed did not appear to be time specific in their 

development. Family doctors can be important as a first contact for families with young 
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children and a number of the mothers indicated that they had an existing collaborative 

relationship with them prior to motherhood: 

It’s taken me years to find a really good family doctor and now I’m sticking with her… I’d 

rather pay the money and have the same doctor that I trust that gives me good 

information that listens. (Fiona1) 

My husband grew up here so he’s been going there since he was a kid...Knowing the 

family doctor as well as we do, he’s really dry and straight to the point so as soon as he 

said ‘just to feed her’ we knew we were doing okay.(Beth1) 

She has been a good source of information. She’s got two kids herself and um she did a 

stint in Westmead [children’s hospital] as well. So, I think she’s got all the very broad 

knowledge beyond just being a family doctor. (Diana1) 

 

These collaborative relationships can take time to develop, as shown above by Fiona it’s taken 

me years and Beth describing how her husband had being going there since he was a kid and 

the presence of certain elements or characteristics are required for it to be established. Trust is 

one element Fiona used to describe her family doctor and, although Beth did not specifically 

use the word trust, the phrases she used of knowing the family doctor as well as we do and we 

knew we were doing okay would indicate that trust was present. Diana also did not use the 

word trust, her words indicate that she felt she could identify with the family doctor as she’s 

got two kids herself and broad knowledge. Another element was two-way communication– 

listening and giving information– which Fiona and Diana both identified that their family doctor 

provided. 

If someone listens in a respectful, non-judgement manner and is able to provide assistance, 

including information, then trust can develop. Both words, trust and listen, were used by these 

mothers. When working in collaboration, how to resolve issues can be discussed and feeling 

part of these decisions being made can positively influence self-efficacy. That these mothers did 

seek help and advice from their family doctor on several occasions and used words such as they 
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were fantastic (Beth1) could indicate that going there resulted in positive outcomes. These 

positive outcomes build on self-efficacy and can influence them to use the same service for the 

next concern.  

Collaborative relationships; or lack of them, was not confined to family doctors. As Emma was 

taking thyroxin during her pregnancy, her son needed to be referred to a paediatrician 

following birth for review, due to the risk of the thyroxin passing across the placenta. However, 

no one at the hospital worked collaboratively with her in the management of his care: 

I didn’t even know why I was seeing a doctor ...You know the whole like can it affect the 

baby like that didn’t even come up in conversation ...I just kind of trusted that the 

doctors just you know they were just doing what they needed to do and if there was 

something important that I would be told about it. Looking back, I was a bit naïve about 

stuff ...in hindsight oh maybe I need to ask more questions. (Emma1) 

It appears that the actions of the hospital staff in not working with her made Emma question 

her level of trust that she would be told what care her son required after birth. This expert, 

rather than collaborative, approach can make increasing knowledge and understanding 

difficult, as Emma’s story indicates.   

While collaborative relationships require certain elements, such as trust, to be present, the 

time taken for these qualities to develop will vary. Gabby’s story contained two examples of 

this type of relationship that formed over different time periods, one long and the other short.  

Gabby1was monitored closely during her pregnancy as her blood tests indicated that her son 

had low hormone levels that could impact on his growth. This involved regular check-ups at the 

antenatal clinic where, although she had her checks done by a number of different students, 

she also always had the same midwife overseeing her care. As part of monitoring her son’s 

growth, Gabby needed to have ultrasounds done regularly during the pregnancy, at a different 

hospital to where she was receiving her antenatal care. She did not find this onerous, as she 

reflected I knew that they were looking after me so well to the extent that, 
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I was quite overwhelmed actually with how much care I was given um. The quality of 

care. (Gabby1) 

Following ultrasounds, Gabby recalled that a doctor came and took 

the time to sit down with me and discuss it [the result] and allow me to understand 

where exactly where we were up to with everything and then answer any questions. 

(Gabby1) 

Gabby also recalled that at one point her son’s growth started to get a little bit more 

concerning. At which time the doctor said don’t worry we’re here we’ll look after you which for 

Gabby made me feel really special. 

It could be argued that, although Gabby was seen by both midwives and doctors during her 

pregnancy, a collaborative relationship developed that enabled her to follow the health literacy 

pathway of accessing, understanding, appraising and applying. Enabling her to keep on the 

pathway were important elements of collaboration, including trust I had so much trust in the 

system. This statement implies a level of respect that was accorded to Gabby during her 

antenatal testing. This is further extended when Gabby states I’ve never felt like a number with 

them ever – this could be interpreted as showing empathy towards Gabby that was evident in 

the doctors taking the time to explain the ultrasounds. If these elements of collaboration were 

not present, Gabby may have decided to make other choices, including not to have regular 

ultrasounds.  

In the other example, Gabby1described her interaction with a CFH nurse as fabulous and was 

able to, in contrast to her pregnancy, develop a collaborative relationship after just one visit. 

The nurse used modelling by showing me other [breastfeeding] techniques to increase Gabby’s 

breastfeeding knowledge and teaching me some more settling techniques. She was also aware 

that the nurse spent ages with us actually and it was amazing. The outcome of the contact with 

the nurse was that Gabby realised that the service was not just there to do weight checks but 

that they are caring about every element with both him [baby] and myself. 
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While mothers may have established a collaborative relationship with one health professional, 

as seen in Gabby’s story, there can be times when they need to consult with one they do not 

know, such as with Anna2. On contacting a helpline over concerns about her son, it was 

recommended that Anna2 take him to a doctor, but as her regular GP only worked part-time 

she had to see two different doctors …on the Thursday and one of on the Friday at the GP’s 

office and they both had different advice regarding how to treat her son’s temperature. During 

the interview, Anna was still clearly frustrated by the manner in which both doctors dealt with 

the situation, recalling that the first wanted to just put him on antibiotics. When Anna indicated 

that she did not want to put her son on antibiotics unless I have to rather than trying to 

understand her concerns, the doctor indicated that Anna should bring her son back the next 

day. The following day, her son had not improved and was referred to hospital by the different 

GP, who again did not try to explain why.  

Asked if she felt the outcome would have been different had she been able to see her regular 

family doctor, Anna2 agreed: 

Yeah I would have trusted her because she would have, when she tells me something I 

generally believe it. (Anna2) 

Interestingly, although Anna indicated that she trusted her regular family doctor more than the 

other doctors in the practice, she did not go to her for advice regarding her son’s reflux, 

preferring to go to his paediatrician. For Anna, her son’s paediatrician is the one who is dealing 

with that [reflux]. It may be that because Anna had positive outcomes from having the 

paediatrician treat her son, she had developed a level of trust in that partnership and did not 

want to change it.  

Helen1also used a local medical centre, but she did not see the same doctor at each visit. As she 

required a routine test for Down’s syndrome, Helen was reliant on the doctor to help her during 

what was an anxious wait and felt he was not very good in that respect [giving information]. She 

went on to state that he was really late getting the results back and he didn’t seem to think it 

was an issue. While this did make Helen feel a bit in the dark she continued to attend the 

medical centre during the pregnancy and, when asked at the second interview, she indicated 

that she still attended the centre, but 
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I’ve only really been going for the immunisations…I’ve been to three different doctors 

there… I’m not keen. (Helen2) 

For Imogene, there was a sense that she also had difficulty in being able to develop a trusting 

relationship, following a consultation with her family doctor regarding a rash that appeared 

around her son’s penis. Imogene felt that the doctor was dismissive of her concerns, a bit blasé 

and that she and her partner were kind of left to work it out for ourselves. Her conclusion about 

her interaction with the family doctor was that they are not very helpful. Not validating 

concerns could lead mothers to question if they were wrong and while it could be argued that 

Imogene had a high level of self-efficacy that led her to resolve the issue herself, mothers with 

a low of self-efficacy may not be able to resolve issues related to their child’s health and, in 

turn, they lose confidence in their future health-seeking ability.   

 

The trust that can develop between a doctor and their patient can at times be questioned, as 

Emma discussed when her son was referred to a paediatrician soon after his birth. 

Unfortunately, the reason for her baby’s referral was not explained to her by the maternity 

hospital and it was only when the paediatrician explained that it was due to the medication 

taken during pregnancy that she realised. 

I didn’t really have an appreciation of like the risk factors then you know the whole like can it 

affect the baby. (Emma1) 

During the interview Emma reflected: 

I just kind of trusted that the doctors just, you know, they were just doing what they 

needed to do and if there was something important that I would be told about it. 

(Emma1) 

So, while Emma thought she had a good relationship with her doctors during her pregnancy, in 

retrospect, following the lack of information about medication effects, she reflected that 

perhaps I needed to be more outspoken and ask more questions. 
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For the first-time mothers in this study, having a trusted health professional to go to when they 

had concerns about their baby was important. They valued being listened to and being treated 

as a partner in caring for their baby’s health. Having a health professional assist them achieve 

the outcome they expected not only assisted them increase their self-efficacy and health 

literacy, but also meant that they would seek help or advice in the future, further developing 

the relationship with the health professional. 

Unexpected and Negative outcomes 

Barriers to seeking help or advice can include a lack of services, not being able to access 

services, not being able to afford services, and, for some, language. Some mothers revealed 

that the behaviour of the health professionals, from whom they had sought help or advice, 

resulted in a barrier developing that impacted on their future health-seeking ability.  

Several days after Fiona’s daughter received her six-week immunisations, her baby started to 

become more and more unsettled, to the extent that 

She just screamed and screamed and screamed and screamed and the body’s arching 

and you know trying to get her to settle and oh you could tell she was in pain. (Fiona1) 

With an established relationship in place, Fiona sought the advice of her local doctor who 

considered that the signs could indicate either colic or constipation, but also suggested having 

the baby reviewed at the local emergency department. When her baby was reviewed by a 

paediatrician, Fiona was told that she only had colic, great thanks for that no information about 

what colic is, nothing. (Fiona1) 

From Fiona’s perceptive she felt that the staff: 

Didn’t really care, the doctor that came around she was more concerned of getting us 

out and getting the bed free for someone who really needs it and she actually said yeah 

…and we can use the bed for someone who needs it.(Fiona1) 

Although several weeks had elapsed since the incident, at the time of the interview Fiona 

remained angry at what she described as the lack of empathy from the paediatrician for her 
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baby’s condition. As a result of the behaviour Fiona decided that if either she or her baby 

needed to go to an emergency department, she would utilise a private hospital. Fiona 

knowingly made the decision to restrict where she would seek help or advice, understanding 

that it would entail a cost, but for mothers who could not afford the cost of an alternative, the 

outcomes could be different. Mothers who cannot afford private services, could put their 

child’s health at risk if they choose to avoid using services, due to previous experiences, and 

instead wait to see if their baby’s health issues resolve by themselves over time.  

As discussed earlier, Mel1 had been advised to take her daughter to be checked by a doctor as 

she had not passed a bowel motion for seven days. During the consultation, Mel and her 

daughter experienced behaviour that was unexpected and several weeks later, when being 

interviewed, this remained an event that affected her. Mel described how the doctor examined 

her daughter and without explaining why, or asking for consent, undertook a digital 

examination of her daughter’s anus: 

This poor little girl screamed blue murder and of course I made, you know, shocked 

dropped the dummy on the floor and…ran her out to the car after screaming and ran her 

out to the car and sat in the front seat feeding her because this comforted [her]. (Mel1) 

As a result of the doctor’s actions, Mel stated I won’t go back to her and again, like with Fiona’s 

story, the unexpected behaviour for Mel resulted in a reduction in the number of health-

seeking options in her local area. But unlike Fiona, who continued to have a strong relationship 

with her family doctor, Mel now would need to locate another medical centre. Unfortunately, 

Mel was not able to be contacted for the second round of interviews, so it was unknown if she 

was able to connect with a new family doctor.  

This unexpected behaviour was not confined to medical practitioners. Beth1 attended a CFH 

service with her three week old baby to ask for information about an anti-reflux medication 

that had been prescribed by her local doctor, as the baby seemed to be unsettled. Rather than 

being provided with this information, Beth was told: 
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She [the baby] was feeding too much and that we were giving her tummy aches and that 

she actually told us that if she kept feeding the way she was that she’d end up in 

hospital. (Beth1) 

Beth related this experience made her: 

terrified like we just we don’t want to be making it worse[but that] you sort of like three 

weeks in we were starting to feel like we had an idea of what we were doing and then all 

that sort of confidence sort of like just went out the window. (Beth1) 

Although all the advice about breastfeeding that Beth had received to that time contradicted 

what the nurse said, Beth followed the advice and changed her baby’s feeding routine, which 

resulted in the baby becoming extremely unsettled, to the extent that Beth and her husband 

were so worried that they sought advice from a telephone helpline, as it was a weekend as an 

interim measure. Rather than returning to the CFH clinic, Beth arranged an appointment with 

her local doctor and was reassured that what she had been doing prior to seeing the nurse was 

appropriate and, on reverting to their previous feeding routine, the baby settled. In contrast to 

Fiona and Mel, who decided never to seek further help from the particular health service, Beth 

continued to attend the CFH clinic, but because of the previous visit, decided not to see the 

same nurse: 

I guess I don’t feel like I could trust her now like we’ve got [go] to back for our six-eight 

week check-up and I thought she can weigh her and do everything but I am not going to 

listen to what she says, which is sad in a way like but another community nurse is going 

to be doing the appointments and I was like yeah I felt a bit letdown I guess. (Beth1) 

Two other mothers had experiences that centred on lack of communication that were 

unexpected, both of them occurring in the first weeks of their child’s life, one soon after birth 

and the other prior to discharge from the maternity unit. Diana’s son was diagnosed with 

Transient Tachyponea of the Newborn within 24 hours of his birth, and he was taken away for 

medical screening, including x-rays, but there was no kind of discussion about what do we want 

to do as the parents. As a health professional, Diana1thought that:  
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you consent parents before you make decision [and that] they shouldn’t be doing… 

making all these decisions without us being involved’. (Diana1) 

During this time, Diana and her husband had not spoken to the treating paediatrician and it was 

48 hours before they were able to do so. Instead, the midwives [were] kind of telling us 

information from the paediatrician. The behaviour, in this case fragmented communication, 

became a barrier, limiting Diana and her husband’s ability to understand what was happening 

and being able to participate in the management of their baby’s health.   

Inadequate communication also impacted on Gabby’s son who required an ultrasound after 

birth to check for the presence of abdominal calcifications that were noted during pregnancy 

ultrasounds. When the family went to have the ultrasound done at the maternity hospital, the 

staff had no information about him, as the initial ultrasound had been done at another hospital; 

nor did they have the equipment to perform an ultrasound on her baby. As a consequence, 

He was tiny and it was just a big mess and he was distressed and I was pretty 

upset…because that’s where the communication was completely broken down between 

all the hospitals. (Gabby1) 

Unable to perform the ultrasound, Gabby subsequently needed to take her son to a dedicated 

children’s hospital where again they were confronted with poor communication, as no 

information had been provided to the staff. It was only that one of the staff also worked at the 

initial hospital that the original report of the first ultrasound was able to be obtained. Poor 

communication resulted in Gabby’s son requiring two ultrasounds, which may have been 

avoided if the correct information had been provided.  

While the behaviour did not, for Gabby and Diana, result in them deciding to seek help 

elsewhere in the future, if examined from the perspective of self-efficacy, not being able to 

achieve the desired outcome could erode the mothers’ self-efficacy for future health-seeking.  

Chapter Summary 

The mothers sought help or advice from health professionals, either through referral from 

another health professional or self-initiated when they became concerned with their child’s 
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health. Regardless of how the mothers contacted the health professional or why, for mothers 

to be able to achieve an expected outcome, a number of elements needed to be present. If 

examined using a health literacy framework, having decided where to seek help/information 

the next step is being provided with information either orally or in print form. To be able to 

move to the next step in health literacy, the mothers need to be able to understand this 

information. Being able to understand your child’s health issue can increase health literacy, 

enabling the mother to participate in any management plan, increase their parenting 

confidence, and identify the issue if it reoccurs. For this to occur, the health professional needs 

to provide an explanation of the health issue, the intervention needed and the expected 

outcome. If this information is not provided, as seen from the subthemes, mothers will seek the 

information from other sources or try to work it out for themselves.  

If not fully informed, many mothers seek other information sources; especially if they are 

unable to make a decision or if they are unable to understand or use the information that has 

been provided by the health professional. The same applied for instances where the mothers 

were provided with conflicting information, which resulted in confusion and frustration. 

Mothers that had high levels of self-efficacy were able to either find another source or dismiss 

the information. Another strong underlying element was the presence of a collaborative 

relationship with their health professional. A sense of trust can both contribute to the 

development of a relationship and be the result of a successful outcome, leading mothers to 

seek help again from the same source while building confidence in their parenting. Without the 

sense of partnership, the mothers may seek help only for routine care, such as immunisation, 

and/ or not use information received, including any recommended treatment.  

Barriers to successful health-seeking do exist and for some mothers in this study the behaviour 

of the health professional became a barrier to future use of the health service and/or use of the 

information obtained. Importantly, it could also impact on parenting confidence regarding 

future health-seeking behaviour.  
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Chapter Six: e-Searching and Learning 

Mothers in this study used the Internet as a frequent medium for sourcing information, which 

was not unexpected given that Internet usage is part of everyday life. This was reflected in the 

language used in the mothers’ stories, such as I’m a wiz (Fiona1) just Google (Jasmine1 and 

Kym1), or I’ve Google[d] it a million times (Anna1). Use of the Internet by the mothers to locate 

information as part of their health-seeking led to the development of the theme e-Searching 

and Learning. 

Three subthemes, as shown in Figure 7, were then developed: checking and confirming, 

identifying and decision-making, and social networking. This theme is similar to asking other 

parents, in that the mothers frequently appeared to utilise another informal method of seeking 

help or advice through the use of social media. A number of the mothers talked of using the 

Internet, by saying that they had ‘Googled’, but for the purposes of this analysis the term 

Internet was used rather than the title of their search engine, as the use of digital approaches 

goes beyond the use of search engines and includes blogs and other forms of social media. 

 

Figure 7: e-Searching and Learning 

 

Mention of accessing information from the Internet was located in both the first and second 

round of participant interviews. During the first interviews, 13 out of 14 mothers discussed 

eSearching and 
Learning 

Checking and 
confirming 

Identifying and 
decision-making 

Social 
networking 
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searching the Internet to locate information, with some mothers mentioning use of the Internet 

more than others. For example, Naomi mentioned the Internet only once while Helen did so 16 

times. During the second round of interviews, all of the mothers’ stories included using the 

Internet as one of their health-seeking strategies. 

Of the 14 mothers who participated in the first round of interviews, only Beth did not mention 

using the Internet, but did so during her second interview. At the second interview, when her 

daughter was about seven months old, Beth2 reflected that as a new mother, not being able to 

judge which websites to visit was difficult, as you don’t know which [are] good websites. The 

result, she said, was that we over researched it and freaked ourselves out and you know it 

wasn’t helpful. This may indicate that Beth had actually used the Internet during the first few 

weeks of her daughter’s life, but did not include it in her story. 

The mothers’ stories indicated that the information sought had both commonalities and 

differences. The commonalities were breastfeeding and skin issues, such as rashes, and the 

differences focusing on particular issues the infants were experiencing, such as reflux and 

Transient Tachypnoea of the Newborn. In the second round of interviews the type of 

information needed by the mothers changed, with sleep and food information now being 

searched for on the Internet. Due to the infants’ changing development stage this was 

expected, as the infants were now between five and eleven months old and had reached 

different milestones. Individual health issues again guided some Internet searches, such as 

neuroblastoma. 

Using the Internet could be seen to be easy and simple as mothers are able to search using 

phrases or questions, as if they were asking verbally. This eliminates the mothers’ feelings that 

they are asking a ‘silly’ question. Simple topics that were explored by the 

mothersincludeDiana1, who Googled some newborn rashes and saw different rashes. Jasmine 

framed the search as a question around an issue and her baby’s age: 

Googled, 6 week old feeding every two hours and lots of other people had written it too. 

 (Jasmine1) 
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During the second interview, Jasmine again described how she searched the Internet based on 

her baby’s age: 

I wrote four-month old [and] suddenly and all the little prompts come up ‘not sleeping 

through the night’ um and I clicked on it and read about what is called the four-month 

sleep regression. (Jasmine2) 

It is possible that the mothers’ familiarity with using the Internet to search for information was 

higher than their familiarity in knowing where, as first-time mothers, to seek help within the 

health services at the time of the first interviews. The mothers’ stories indicate that once 

trusted sources of information, such as mothers’ groups or CFH services have been established, 

mothers access them in preference to the Internet: 

you can keep going back to [CFH service] that you have got the confidence in. If there’s 

any issues even if they’re small questions um that they’re going to be happy to give you 

the answers so you don’t feel like oh should look up Google... just one stable place to 

keep going back to and having complete confidence in.(Gabby2) 

Checking and Confirming 

Information provision is part of the health literacy cycle and a key element in a mother’s health-

seeking. This information can be either oral or written and could, for example, be provided by a 

health professional. Once information has been received the next step is being able to 

comprehend that information. Being able to comprehend information can allay concerns and, 

in addition, can form the basis of any decision-making that is required. If mothers have 

expectations regarding the amount or type of information they should receive when accessing 

health services and these are not met, they could either request further information from the 

service or actively search for additional information.  

The ease of accessing information makes the Internet a useful tool and it provides a way of 

searching for information that mothers felt was not provided as part of a health consultation. 

When diagnosed with gestational diabetes during her pregnancy, Fiona was referred to a 
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medical specialist for ongoing care, as she required twice daily insulin injections as well as a 

strict diet. Fiona described the specialist as being very good at testing, but 

[he] didn’t actually explain much, most of the information I actually ended up 

researching online to get more information about bits and pieces and food and I got on a 

forum with other people that had gestational diabetes. (Fiona1) 

In this quote, Fiona demonstrated her ability to identify that she needed more information 

about her diet and she had an adequate level of self-efficacy, or confidence, to investigate 

alternative sources using the Internet. Fiona then described that using the forum to ask 

questions of other mothers with gestational diabetes was how I started to learn. In this 

instance, Fiona was able to increase her knowledge through self-directed learning via the 

Internet.  

At the same time as increasing knowledge, Fiona1could also have increased her confidence 

vicariously in being able to achieve her diet through the other mothers’ experiences, indicating 

that hearing from them was actually good. This use of forums to obtain information that Fiona 

used during her pregnancy reduced when her daughter was born, indicating that she had sort 

of tapered off the forums as her baby was more settled I haven’t had to go looking for 

information as much. (Fiona1) 

Recognising that she was comfortable with her knowledge could be indicative of Fiona’s 

confidence with being able to care for her daughter at that current stage of her development.  

During the interview, Fiona also revealed feelings of guilt that her health status may have 

affected her daughter. She was given some leaflets by the diabetes educator, who she 

described as: 

lovely but again he’s too many people [to see] and not enough time...I did have to go 

Internet searching again to try and find what effects and what causes this could have on 

my child. (Fiona1) 

The impact of this lack of information again led Fiona to feel that she needed to do her own 

research, which was apparent through the language used: 
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… searching again; I ended up doing more; [and]…I sort of had to go out find more which 

was hard. (Fiona1) 

Critically, there was also a sense of anger and frustration in her voice during the interview, 

regarding the need for her to look for the information rather than it being provided by the 

health professional caring for her. 

Kym2did e-searching prior to her daughter having a contrast MRI to screen for cancer, in an 

attempt to understand any side effects of the contrast medium. This search located information 

about the test that had not been provided by the health professionals caring for her baby. Kym 

became concerned about her ability to care for her baby after this procedure, as the 

information she located explained that she 

…wouldn’t be able to change her nappies without gloves and a mask on because of this 

radioactive dye. (Kym2) 

Feeling confident that you can undertake an activity can be influenced by vicarious experiences, 

such as watching someone else do the activity with no adverse results, including doing no harm. 

For Kym, rather than being able to observe how she would be able to manage to change her 

daughter’s nappies while wearing gloves and mask, she had to conceptualise the information 

she located on the Internet. Understandably this did not diminish her concerns about the MRII 

was a bit like is this real or is this imagined. (Kym2) 

Rather than allow these concerns to go unanswered, Kym checked with the staff where the 

procedure was due to be done and they were able to explain the risks and reassure her that the 

Internet information was inaccurate. 

Checking could also be used to better understand management strategies for ongoing health 

issues, including medication. Anna’s1 baby was diagnosed with reflux soon after birth and 

commenced on gastric reflux medication while still in hospital: 

There[is]a support association there’s lots of information on the Internet which [has] 

been helpful and is helpful in explaining what exactly… what the medications do and 
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how much can be done by medical intervention...Yeah so I’ve done a lot of Google[ing]on 

the subject. (Anna1) 

While Anna found the information on the Internet helpful, as compared to Kym who did not, 

Anna had been caring for her son for over six weeks at the time of the interview and would 

have had opportunities to learn how to deal with his reflux during that time. Mastery of tasks 

can lead to increased confidence and for Anna, the Internet information may have added to the 

information previously provided. This potentially acted as extra reassurance about her son’s 

condition. Accessing websites of associations linked to the condition may have given Anna 

reassurance, as the information provided through the website was usually overseen by people 

whose children also had the condition.  

Several of the mothers, including Diana1 and Jasmine2, wanted to confirm the accuracy of 

information that had been provided by health professionals. For Diana, the Internet was used 

to confirm what the maternity staff had told her about her son’s medical condition after birth, 

‘we Googled it’.  

During her daughter’s six-month child health check, Jasmine2was told by the CFH nurse to 

commence giving her daughter very specific volumes of water via a cup every day. At the 

interview, Jasmine recalled that her daughter doesn’t like the water, spits it out [and] she pretty 

much chokes and spits most of it out. (Jasmine2) 

This unsuccessful attempt at giving her daughter water prompted Jasmine to do an Internet 

search to confirm both the recommendation and if she was doing it correctly: 

I looked up six-month old refuses to drink water and there was lots of stuff on that and 

heaps of people saying, why are you giving your six-month old water they don’t need 

water? (Jasmine2) 

 As a result of checking she decided not to pursue the recommendation of giving her daughter 

water: I’m just going to not push the water issue, she doesn’t want it, she doesn’t want it. 

(Jasmine2) 
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When examined, it would appear that the CFH nurse had provided the information as verbal 

persuasion that is persuading Jasmine that she can give the water via the cup. What did not 

occur was the nurse demonstrating to Jasmine how to offer the water. Verbal persuasion is not 

as effective as providing visual demonstrations, when supporting people to feel confident in 

being able to undertake the task. Rather than losing confidence, Jasmine started to learn 

experientially regarding what strategies would work to get her daughter interested in using a 

cup, including to play with her water bottle, the sippy cup so that she gets familiar with it. 

(Jasmine2) 

Identifying and Decision-making 

For a first-time mother, concerns regarding her baby’s health can be about trying to not only 

understand, but also be able to identify what is or is not normal. Understanding what is normal 

in a child’s growth or development, or a child’s health, can come from actively seeking out 

information. The Internet can be one of a number of tools to facilitate this health information-

seeking and subsequent learning process. As Kym1pointed out, sometimes mothers go online 

not to actually find out what was wrong, just to know that it is normal. (Kym1) 

As mothers get to know their child, they can sense when something may be wrong but, in some 

circumstances, the mother may not always be completely confident in identifying what is 

wrong or what if anything they need to do. This uncertainty can lead mothers to using the 

Internet to assist with the process of identifying and decision-making, with the stories of eight 

of the mothers in the study indicating that they had taken this path. Finding out that what is 

occurring is within normal expectations for a child can also bring assurance, such as with 

Lisa1who checked online about hiccups ‘just to reassure myself’. 

 

For new mothers who have never breastfed, knowing what is ‘normal’ can be difficult. For 

example, Diana, 

[was having] difficulty in how to [ensure the baby had] a big wide open mouth during 

breastfeeding. (Diana1) 
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At first she talked to the hospital midwife over the telephone, who provided some helpful 

information. Diana1supplemented this information with an Internet video sharing website, 

which assisted her to learn what was ‘normal’ when attaching her baby to the breast: 

 I did actually check out some breastfeeding stuff on YouTube and the Breastfeeding 

Association [website] they had some videos and they were really helpful actually the day 

I did that just to watch other people do it just to see how other babies were doing it. 

(Diana1) 

Rather than having to rely only on verbal information about breastfeeding or on written 

information located on the websites, Diana was able to watch feeding being modelled by other 

mothers in an online video. Watching the other mothers allowed Diana to view how they 

attached the baby to the breast and the baby’s feeding behaviours. Seeing mothers successfully 

breastfeed may have contributed to increasing Diana’s breastfeeding confidence and led to her 

sense of mastery in being able to breastfeed.  

Imogene1, who was breastfeeding her son, searched for information when she was concerned 

she may have had a blocked milk duct, to confirm that she needed to see her family doctor, 

but I didn’t look up too much information as we were going to the family doctor the next 

day and I didn’t look up too much. (Imogene1) 

Once the diagnosis was confirmed, Imogene did return to the Internet, this time she looked up 

a little bit online on how to manage [the mastitis]. (Imogene1) 

But rather than just relying on the Internet for information, Imogene also used other sources, 

including a breastfeeding booklet provided by the maternity unit and asked other parents. 

When interviewed for the second time, Imogene revealed that she had experienced mastitis 

five times: 

I know straight away whether or not I have just a blocked duct or if it’s mastitis because 

it feels very different[and]so I’d go to doctor and say ‘oh I’ve got mastitis’.(Imogene2) 
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Through increasing her health literacy, Imogene was able to recognise the signs of mastitis. Her 

previous successful visits to the doctor to resolve the issue increased her confidence to the 

extent that she was able to tell her doctor she had mastitis and she needed antibiotics. In this 

instance, Imogene used a combination of the Internet, her doctor, other printed materials and 

other parents to increase her knowledge. 

Helen also experienced concerns with her breastfeeding when her son was ten days old, after 

Helen1and her husband became concerned that he may have wind, we had one really bad night 

and where he just screamed the place down. (Helen1) 

Helen and her husband were eventually able to calm their son but the next day an incidental 

conversation with her neighbour about food and babies being unsettled triggered an Internet 

search on foods to avoid while breastfeeding. They found citrus was one of these foods an 

Helen remembered that she had drunk several glasses of orange juice prior to the crying 

episode. She had also expressed some breastmilk, which was still in her refrigerator, and when 

she checked she found it was 

actually really quite orangey and I thought that’s really interesting um so it’s really just 

been wind issues. (Helen1) 

Helen was learning experientially what the colour of breastmilk was and how it could change 

colour at different times and through different influences, including food. Being able to 

understand the information on the Internet regarding maternal diet and its possible impact on 

a child’s behaviour enabled her to link this information to what she had seen happen with her 

breastmilk. This experience had assisted Helen to increase her knowledge. This knowledge in 

turn enabled Helen to troubleshoot, when her son again displayed the same signs, by reflecting 

on what she had recently eaten: 

Basically I had everything I probably shouldn’t have [and decide that it]… may just be a 

fluke but it definitely seems [the reason]. (Helen1) 
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Helen also felt assured enough to alter her diet, avoiding foods that may have caused wind in 

her baby. Helen’s confidence may also have been the result of being able to successfully action 

these strategies, increasing her sense of mastery in being able to care for her son.  

While going online can help decide what actions they should take, it can also lead to confusion 

about choices and how to treat some issues. Naomi1had concerns when she noticed a skin fold 

around her baby’s neck, 

[it] was all red, it looked really sore and stuff and um I didn’t know why. (Naomi1) 

To find the answer she went online to access forums where other mothers described similar 

conditions with their child, reassuring Naomi okay well she’s not the only one. But while hearing 

other mothers’ stories reassured her, the variety of advice given by them confused her, did not 

reduce her concerns, and she continued to be worried about it. Being confronted by the variety 

of information and fearing that her daughter may be at risk of a skin infection became a catalyst 

for Naomi to seek more formal advice. In this instance, Naomi called a health affiliated 

parenting advice telephone line and spoke to one of the staff, who advised how to treat the 

skin using an anti-fungal powder. While the advice line was not able to visually demonstrate 

how to apply the powder, the manner in which they described how to do it may have allowed 

Naomi to create symbolic representations of how to apply the powder. Naomi then described 

how she applied the powder: 

every time I changed her for a few days and after a few days it started to clear up heaps. 

(Naomi1) 

Being able to see the outcome of her action in applying the powder made a difference. This 

outcome may have influenced Naomi’s self-efficacy through performance accomplishments.  

Naomi mentioned she had started to apply the powder to other skins folds when she noticed 

any redness, demonstrating that she was able to make associations to another situation and 

that she was gaining mastery of the task. This could indicate that Naomi’s health literacy had 

increased to a level where she could recognise and undertake an action without having to seek 
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further help or information, in regard to redness in her baby’s skin folds. Finally, Naomi was 

also able to reflect that she wouldn’t have known what to do if I hadn’t called.  

Trying to identify what may be wrong also triggered Emma1 to undertake a Doctor Google 

search when her son was becoming unsettled passing bowel motions that were green ones, 

mucousy ones. At first she thought that the motions were her fault, I [was] eating, is it 

something that I’m doing have I got too much breastmilk. (Emma1) 

Her Internet searches led her to conclude: 

they were talking about having lactose overload having an imbalance with foremilk and 

hindmilk and that sort of thing and I was convinced oh this must be the problem, I was 

convinced oh this must be the problem. (Emma1) 

As Emma was attending a mothers’ group she also raised her question with the group, which 

could indicate that she was not totally convinced by the website information. The CFH nurse 

reassured her that babies’ bowel motions can be that colour and this was normal. Unlike the 

Internet, the CFH nurse was able to provide an explanation and, if needed, could have 

explained the meaning of any medical terminology to help Emma understand and enable her to 

make an informed decision. If Emma had not had the opportunity to ask for professional advice, 

it is possible that the Internet information could have resulted in her making a decision to stop 

breastfeeding, as she thought her son was in pain from the breastmilk. Interestingly, Emma 

made no mention of considering taking her son to her family doctor, even though he was 

screaming in what she thought was pain. It is possible that she considered the CFH nurse: to be 

[more] trustworthy I think just because they’re dealing with women every day. (Emma1) 

Although the mothers indicated they used the Internet to help identify normal to abnormal 

child health and development and/ or to make decisions to seek further advice, they also used 

it to make preventative health decisions. For two mothers, this related to decisions regarding 

vaccination. This was both for themselves for whooping cough [checked the] NSW Health 

website with the guidelines (Diana1), and their child I basically did online research for that one 

[vaccination]. (Mel1) 
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Health literacy is not confined to seeking information for acute illnesses but also about how to 

search for information regarding preventative health decisions. For Mel1, she first sought 

information on the Internet and then rang the early childhood centre for further advice. As the 

CFH service cannot recommend vaccinations, the decision to immunise is the parents’. 

Following that contact, Mel did further Internet searches: 

there are lots of information on there about it, um, and there have been quite a few 

things of research done…There is also no proof that the vaccinations that the 

homeopathic companies use are actually strong enough because they have been diluted 

so much…There is no proof that it actually works, but studies haven’t been done and it 

would take too long to and by the time they proved it work it would be quite a few years. 

In the meantime you are kind of risking of your child or other children by introducing 

some of these things that have been gone for ages if we don’t vaccinate…Yes it was 

helpful doing that research. (Mel1) 

Mel’s story demonstrates the health literacy pathway or sourcing information that can enable a 

person to make a decision, which in this instance was to vaccinate her daughter, even if the 

information is located on the Internet. Through describing that there was no proof that 

homeopathic vaccinations are effective, it also demonstrates that she was able to understand 

and appraise the information and, as she did proceed with the vaccination, apply the 

information.  

During the interviews, several mothers also discussed when they would not use the Internet to 

help them make decisions. Kym1mentioned that she would not use it to search for serious 

medical issues and Helen1 also indicated that if her son started getting really sick we’re not 

going to be Googling. (Helen1) 

Interestingly, a number of the mothers spoke of how they would access information on the 

Internet to help them decide not to take their child to the doctor: 

should I talk to a doctor about this, is this something that I need to worry about? 

(Emma1) 
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it is only little things like it’s not really something like you’d probably make a doctor’s 

appointment. (Claire1) 

you don’t want to take a baby to the doctor if they’re not really sick. (Diana2)  

Rather than undertake random or wide ranging Internet searches, as described earlier by a 

number of mothers, some mothers related how they went to government websites or ones 

recommended by health departments. For example, Lisa2used an Australian Government 

sponsored website as I know that are trustworthy. While Kym2accessed information regarding 

her daughter’s heath issues from government sites, both Australian and international, as they 

were a little bit more legitimate rather than some random forum or just anonymous people. 

Social Networking 

During the first round of interviews, none of the mothers specifically mentioned visiting or 

using social networking sites, such as Facebook, as part of locating or collecting information. 

But during the second round of interviews, five out of the ten mothers discussed how they had 

begun to use Facebook to connect with their mothers’ group. Through these Facebook groups, 

the mothers were able to collect and distribute information. Rather than having to search for 

information, mothers have an option where they can post it on there and they’ll get back to you 

as well, so yeah. I know I can reach [them] that way. (Beth2) 

Two of the mothers, Fiona and Imogene, used local Facebook groups as opposed to those that 

were separate to the CFH service facilitated mothers’ groups. But while Fiona2wentonline to 

share and provide practical tips that work Imogene2, in contrast, would only read the responses 

and things due to the fact that I don’t know them [people posting]. 

Once the mothers’ group meetings organised by the CFH nurse had finished, mothers were able 

to keep in touch now with Facebook which is good (Diana2). In addition, the mothers found that 

using this medium meant that they could share information: 

I know a lot of the other girls, there a few of the other girls and they write on it quite a 

lot to see what’s happening, so its I guess another outlet. What do you do um they write 

about a lots of things, routines, what do you do when they are awake and all that sort of 
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stuff. [It’s] huge it goes from oh little ailments to how do you entertain them or just like 

sharing information. If you find out something we’ll put it up there so everyone else 

knows so I think yeah. (Lisa2) 

Lisa’s story shows that once the mothers’ groups has moved into the community setting they 

can become a source they can each use to access information, the first task in health literacy. 

Knowing each other, as Lisa further explained, was also very important: 

you can put a face to a person and you can put a personality and you can put yeah you 

can put a personality to someone and you know that they make the right choices, you 

can trust them, I think it makes a big difference.(Lisa2) 

During the first interview, Helen described being hesitant to view a local Facebook group as a 

way to find information regarding child health. She went on to describe herself as being a 

Googler. Between the two interviews she had developed networks within her local community, 

again through a mothers’ group, which had also created a Facebook page to keep in touch. This 

opportunity to easily communicate assisted Helen2 when she had concerns with her son’s 

breathing due to a cold and wanted to purchase a nasal spray, but was unsure where a night 

chemist was located. Helen decided that the quickest way I [could] get the information would 

be by going onto her mothers’ group Facebook site to ask for assistance, and within a few 

minutes: 

They all came back, what do you need, just come around, like there were about three or 

four girls said you know I’m just around the road whatever you need.(Helen2) 

 

The other mothers on the Facebook site provided additional advice about how to deal with 

colds, including using vaporisers. As a result of the influx of information Helen remarked, I just 

felt supported at that time when I felt quite vulnerable. (Helen2) 

By using the Facebook group, Helen went to people with whom she had developed a 

relationship with and trusted the information they gave to help her take action to treat her 

son’s cold. Helen has taken the first two steps in health literacy, accessing information and 
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being able to understand it, through communicating with those she trusted. Interestingly, 

Helen described not only using Facebook to find information for herself but also to give back 

information to other mothers if you’ve been through it. (Helen2) 

Helen’s stories also indicated that as she developed these social networks, her reliance on the 

Internet to search for information decreased, from the 16 times it was mentioned in the first 

interview to three times in the second interview. Helen had, during the first six months of her 

son’s life, moved from learning how to parent to be able to model behaviour to other mothers. 

Chapter Summary 

The Internet is a convenient tool that provided the mothers in this study with quick access to 

needed information or to seek help or advice at any time during the day or night. It appeared 

the mothers searched the Internet for information that was not provided by a health 

professional or to check or confirm provided information. In addition, using the Internet may 

assist mothers in their learning about normal infant behaviour and health. This information 

contributed to the decision-making process, often providing motivation for mothers to seek 

further health professional help or advice. The Internet also provided an online community that 

enabled a different way of communicating with other mothers to share and learn from each 

other.  

When the Internet is used by itself as a way to access information confusion can occur, as 

mothers are not able to clarify or ask questions to enable understanding and, hence, increase 

health literacy. Sites that were interactive or, more importantly, where visual modelling 

behaviours occurred, appeared to be an effective method of increasing maternal health literacy 

and confidence. The best use of the Internet would appear to be when it was used with other 

learning methods, including vicarious experiences and explanations from health professionals 

either via the telephone or face-to-face. These combined learning modalities then allowed the 

mothers to replicate tasks and gain mastery, and importantly, confidence in being able to 

repeat the task or attempt new ones.  
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Chapter Seven: State of Knowing 

It can be argued that knowing there is something wrong with your baby is the critical first step to seek 

help. Once mothers have identified a concern, they can then make a decision about the need to 

seek help or advice and, if so, where to go and how to go about it. The mothers’ stories had a 

strong presence of knowing. There are different forms of knowing identified as important to the 

mothers, leading to the development of the final theme, State of knowing with associated 

subthemes of not knowing, knowing my baby, self-knowledge and growing in confidence, as 

shown in Figure 8. 

 

Figure 8: State of knowing theme and subthemes 

 

This theme, a state of knowing, differs from the other three themes, as it did not capture 

elements running through the mothers’ stories regarding who the mothers turned to for advice 

or help, or why. Instead it captures the processes of awareness and understanding that 

precedes seeking help or advice and the mothers’ recognition of the change. While the 

awareness and understanding may be internal, knowing can also be due to external influences, 

with both being described by the mothers.  

Not being able to recognise that there was a concern may be the result of low levels of health 

literacy regarding child health, or mothers not feeling confident in their knowledge and/or 

being able to seek help. A number of different factors, including mental health status, cognitive 
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impairment and language difficulties, could influence the ability to take on new knowledge 

(Baker 2006). Regardless of the reason, the inability to move from not knowing to knowing can 

impact on the child’s health outcomes. None of the mothers’ stories indicated that they were 

not able to find ways of gaining new knowledge, and in fact the opposite was evident, as 

demonstrated in Chapter 6. 

Not Knowing 

All the mothers in the study were first-time mothers and, as such, had no previous experience 

as a mother. Neither did they have previous personal experience utilising maternity hospitals, 

paediatricians or CFH services; although two of them, Diana and Jasmine, had professional 

knowledge due to their roles in health services. Several mothers spoke of their first contact 

with a CFH service, including Lisa1and Emma1: 

the nurse from the early childhood centre came to visit. (Lisa1) 

early childhood nurse came when he was a week old. (Emma1) 

But only Emma1 identified that she was not really aware of what the service did: 

they don’t really explain much about the early childhood centres when you’re pregnant. 

(Emma1) 

 

While the mothers were not aware of the service, the relevance of not being aware of the 

service and its role was not raised as a concern during the telling of their stories 

What did concern them was not knowing. During the first round of interviews, a number used 

the words I don’t know in relation to their child but only two of the mothers, Helen1 and 

Naomi1, used it almost as a reflection of themselves as a new mother: 

You’re sort of like a new mum and you’re thinking I don’t know. (Helen1) 

I don’t know like I’d never had a baby before so I’ve got no idea. (Naomi1) 
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Interestingly both Helen1and Naomi1used the statement while reflecting about their 

breastfeeding experience. Helen used it to describe how she felt when faced with a situation 

where a midwife questioned her about her breastfeeding patterns while still in Maternity, even 

though she had been following the advice of another midwife. For Helen it is possible that a 

lack of confidence may have contributed to her thoughts, as could acceptance that as a new 

mother you don’t always know. Whether this was the case or not is difficult to ascertain, but 

what can be seen from this part of Helen’s story is that there was very little or no opportunity 

for her to learn about breastfeeding and move away from not knowing. Helen did not repeat 

the phrase I don’t know in relation to herself in either the first or second interview. 

Naomi used the statement at the conclusion of describing concerns she had about her 

daughter’s weight gain during the first two weeks and if she was having enough wet nappies, 

prior to being seen by the local CFH service.  

I didn’t know like how much her weight had increased or anything during that time. 

(Naomi1) 

Naomi addressed this gap in her knowledge by keeping a tally of her baby’s bodily functions: 

I had a big tally for a few days like this many wet ones and this many poop ones that sort 

of thing and I thought this looks alright.(Naomi1) 

In addition, she also spoke to her own mother about trying to understand how to know if her 

daughter was receiving enough breastmilk. The use of the tally and decision to talk to her 

mother showed that although Naomi recognised her lack of knowledge as I’d never had a baby 

before, she demonstrated a sense of confidence in being able to seek out information. In turn 

this enabled a growing depth of knowledge, connection and further confidence in knowing that 

her baby was receiving enough breastmilk. In these two examples, Helen and Naomi used the 

statement when linking their lack of knowledge to them being first-time mothers but they, like 

a number of other mothers, also used not knowing with particular concerns regarding their 

children.  
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For Jasmine1, her not knowing centred on whether to try to put her seven-week-old daughter 

into a feed-sleep routine: 

My concern is that, I don’t know, I am concerned about whether I should be putting in a 

routine or just doing demand[feeding].(Jasmine1) 

Having been able to identify what she did not know and that it was a concern to her, Jasmine 

then tried to move away from not knowing to learning by trying like a three hour routine, three 

hour feed[ing] routine. (Jasmine1) 

At the second interview, when her daughter was six and a half months old, Jasmine again 

mentioned sleep, but rather than describing it as a concern or that she didn’t know, Jasmine 

merely described how she often feeds her to sleep at night but sometimes she fusses and, 

just kind of saying ‘just let me lie, let me lie down I’m tired’, so I just put her in bed and 

she went to sleep. (Jasmine2) 

By trying to learn what would work when her daughter was seven weeks old, Jasmine gained 

confidence through successfully being able to judge when she needed sleep and instead of I 

don’t know it was now I just. 

Diana also had concerns with her son’s sleep: 

knowing how much sleep he should have...[as] settling at night is a big thing at the 

moment and um I guess yeah he’s quite heavy to lift and carry and move around a lot. 

(Diana1) 

Like Jasmine, Diana tried increasing her knowledge of how much sleep her son should have 

through different techniques, to work out how much sleep her baby needed: 

trial and error and just persisting with things. (Diana1) 

‘Troubleshooting yourself’ through experiential learning can lead to mastery and increased 

confidence that results in a task being successfully completed. But as the sleep concerns 

continued, Diana also reached out to others, including family, her family doctor and other 
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mothers, as well as searching online. Towards the end of the first interview Diana was 

questioning her next step: 

whether I continue to seek information or I just keep trying the same techniques I’m not 

sure, I mean I guess I sort of thought I’d be making these decisions with my husband as 

well, about how we might do things but we rarely have time. (Diana1) 

At the second interview six months later, Diana explained, sleep as well with [baby] has always 

been difficult thus indicating that there had been no change despite her efforts to learn how to 

help him settle. Diana also described: 

there was one point where he was 4 months old and he was waking every 45 minutes. 

(Diana2) 

This realisation led her to seek help from her local CFH service: 

we did actually end up going to sleep school for that because I was just exhausted. 

(Diana2) 

From the time that she recognised that she didn’t know how much sleep her son should have 

each day, Diana tried to move away from not knowing to knowing through seeking different 

information; but had not been able to easily find success. Diana did have the confidence to 

keep trying as she was able to acknowledge that it was a concern.  

On the other hand, not wanting to acknowledge to others that they do not know could turn 

into a barrier for mothers, as described by Beth: 

I guess a little bit of our own, like ah it’s not like a fear of asking for help but there’s like 

…I don’t want to seem like an idiot or an over-concerned mum over something stupid. 

(Beth1) 

As a first-time mother, gaining knowledge can come from asking questions, but as Beth pointed 

out you do not want to seem like an over-concerned mum and in the end she concluded, 

you need to ask for help so it’s finding that balance. (Beth1) 
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Moving from not knowing to knowing does not only entail asking questions, but it can also 

come through mastery of new tasks and a sense of confidence when a mother successfully 

completes the task.  

Knowing Your Baby 

Health literacy not only encompasses being able to access, understand and action information, 

but is also influenced by a person’s knowledge of how the human body works. This in turn can 

have some bearing on when they decide to seek help for a health issue. For mothers, this also 

includes knowing their child and being able to understand if their baby is unwell. Knowing what 

is normal for their baby can assist mothers to identify when there is a health problem. For a 

new mother, understanding her baby’s personality and normal growth and development can 

take time. As Mel1explains, it requires time and is a critical part of the maternal learning 

process:  

just trying to work out what normal is for this little one. (Mel1) 

The reason for a mother’s need to recognise what is normal for their child is that ‘normal’ can 

be different to that of another child. Anna’s son was diagnosed with reflux soon after birth and 

was the only child whose mother took part in this study who was actively treated. Anna’s story 

of getting to understand her son and his condition was a major feature of her first interview, as 

she described: 

he seems in pain, you know not sleeping and you know vomiting a lot and things like 

that ...it’s not nice knowing when you know his oesophagus is burning... I don’t 

understand why there’s not more that can be done for it you know, it’s a horrible thing 

for little babies. (Anna 1) 

During the interview Anna appeared very tired and breastfed her son for almost the entire 

interview, as he was only in a calm state if he was feeding. Although her son was being treated 

for the reflux and was scheduled for regular reviews by his paediatrician, Anna seemed to be in 

the process of understanding his condition at nine weeks of age, how it affected him and how 

she could get through the day with his feeding and sleeping. Anna was trying to get to know her 
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son, but it was difficult. The difference at the second interview was very marked. Anna was 

much more relaxed as her son, now nearly nine months, moved around the room vomiting.  

So, we have lots of vomit yeah; lots of vomit, just a normal part of life for us. It doesn’t 

matter it happens all day constantly, every day. (Anna2) 

Anna also went on to describe: 

 he’s a very happy boy now, he’s very active and he’s very happy, but yeah his reflux is 

not causing as much problem as it used to, it’s now just vomiting and just making sure 

we give his medication on time every time. (Anna2) 

This knowing and understanding what was normal for her son had taken Anna several months 

to learn and enabled her to be more confident in her parenting; it helped her recognise when 

he was not well when he was about 10 weeks of age: 

he was just screaming so badly one day I didn’t know what to do, it was just all day like 

he always screamed a lot, but this was particularly bad and he wouldn’t feed or 

anything. The whole day like he was you know, I was worried because he hadn’t fed or 

anything. (Anna2) 

As a result of being able to recognise what was not normal for her son Anna sought advice from 

her sister and then a health helpline, who recommended he be taken to hospital to be checked. 

Fortunately, the doctor could not find any health issues and Anna was able to take him home.  

Although mothers can feel that they know their child, knowing what is normal for the different 

growth and developmental stages is also important. At the first interview Kym described: 

what I am learning is that there is not really a normal with a baby, but there is a normal 

to your baby, so if you notice a huge change within her behaviour that’s when you worry. 

(Kym1) 

This gap in understanding was demonstrated by Kym2 and her daughter at the four-month 

mark. During the second interview, Kym used her journal to recall how for the first several 
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months she had described her daughter as a very placid child and that her parenting had so 

[far] been, it’s been very easy. (Kym2) 

Nor did she have any concerns as she didn’t look ill and had been feeding and sleeping well. 

Unbeknownst to Kym, her daughter had not gained any weight between six weeks and four 

months of age and, as she had not been weighing her on a regular basis, she was not aware of it 

until she attended her local doctor for a routine check prior to her four-month immunisation. 

After being referred to a children’s hospital at six months, Kym’s daughter was subsequently 

diagnosed as having a vitamin B12 deficiency. For Kym2, her daughter had been doing what she 

thought was normal and expected during the four months I wasn’t concerned, she didn’t look ill. 

(Kym2)As a consequence, Kym had no reason to seek help or advice.  

Knowing your baby can assist mothers to understand what is normal for their child and being 

able to recognise when there are deviations from this normal pattern that could indicate that 

the child is unwell. All children have their own personality and it can take mothers a period of 

time to understand this and then, once they do, they can use their knowledge to filter 

information, as Jasmine2 did when reading a baby app: 

I think I guess because we’ve been with each other longer now, I know her behaviour 

more so I can, I often already know what the problem which would enable me to critique 

an app more, where as earlier…if we hadn’t established our relationship that much then I 

might trust the app more. (Jasmine2) 

As Jasmine points out in the quote, she now feels as if she knows her daughter well enough at 

seven months that she can look at the information contained in the app and decide if it is 

relevant to her. But if that relationship had not been as established, that is if she did know her 

as well, then she may have had more trust in the information in the app. Getting to know her 

daughter was important and so too  was Jasmine’s confidence that she did know her behaviour.  
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The mothers’ stories also show that while they know their baby, as they grow there is the need 

to keep learning about their child as their development changes. Lisa2reflected that she was 

recognising the different needs of her daughter now at age six months, compared to when she 

was much younger, 

it’s just so easy, they were either hungry or they were tired, needed to go to the toilet or 

needed a change. (Lisa2) 

Now with her daughter growing and developing new skills: 

there’s just so many different things... learnt to sit up, oh she learnt to roll, sorry, at the 

beginning and then to sit up and she’ll kind of put her, she’ll lean against the couch. 

(Lisa2) 

Beginning to be able to recognise changes that were occurring in a child’s development can 

assist in increasing the mother’s health literacy and understanding of the different 

developmental stages and skills, such as sitting, that accompany these stages.  

Self-knowledge 

Mothers will have a basic understanding of health that has been developed through their own 

experiences as a child and then as an adult, and can be described as self-knowledge. What 

emerged from the mothers’ stories was the influence of this prior, or self-knowledge, on how 

the mothers acted in response to their child’s health concerns. This self-knowledge can be used 

to decide when or how to seek help or advice, but it can also be used to judge if a person needs 

to obtain advice or if they are able to resolve a health concern through treating the issue 

themselves at home.  

A number of the mothers’ stories from both the first and second interviews detailed 

occurrences where they had used their own knowledge to treat their child at home, rather than 

seeking external help or advice. 
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Claire1felt that her role as a childcare worker provided her with knowledge and understanding 

about how babies communicate that they are tired: 

knowing that you know, just knowing those signs that she was overtired and like I could 

tell … It was a couple of hot days, that she was hot and that and just knowing that you 

know that children can’t communicate [with]you … so the way they do it is by crying. 

Like I think that sort of helps like helped me stay calm. Like I was just it’s okay, you just 

have to give her a cuddle and wait until it passes sort of thing. So I think that has 

definitely helped, like yeah just knowing you know that’s their way of telling you they’re 

upset. (Claire1) 

By using her professional knowledge and experience as a childcare worker, Claire was able to 

settle her daughter when she was crying. Her knowledge and experience enabled Claire to stay 

calm due to knowing that you know. Although crying could be seen as a minor issue, during the 

first months of life a baby’s crying can escalate and feel like a major issue to mothers trying to 

understand what is happening and how to deal with the situation. Claire was confident in her 

knowledge to not have to seek information or help from other sources, but to deal with it 

herself.  

While in this instance Claire used knowledge gained through her professional life to resolve a 

concern, she also used knowledge gained through other means, to not be concerned regarding 

another issue. Claire’s baby was diagnosed with a clicky hip after birth and referred to have an 

ultrasound and a review by a paediatrician, when she was around six weeks of age. During the 

interview, Claire1 related that she was not worried as my sister had it, she was born with it. 

(Claire1) 

By watching how her sister’s clicky hip was treated, Claire had learnt vicariously that it could be 

treated with no adverse outcomes; subsequently Claire was able to be relaxed about her 

daughter’s diagnosis. Claire did add that she would have been worried, if her daughter: 

had to have the brace [for hips] it’d just be a panic. (Claire1)  
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Through her past experience, with her sister who did not need intervention in the form of a 

brace, Claire had no knowledge regarding possible alternative treatments or outcomes.  

Being aware of the limitations of self-knowledge could be said to be essential and, in the 

previous example of crying, as an incident. Claire was able to utilise her knowledge to 

successfully calm her daughter. She was also aware when she did need to seek help. Concerned 

about the impact of ‘wind’ on her daughter, Claire related that she had: 

spoken to two different doctors about that...just said not to worry. (Claire1) 

It is possible that the fact that Claire’s partner was worried may also have influenced the 

decision: 

her dad said to me like should we give her something for the wind. (Claire1)  

Getting to know their baby’s normal behaviour, such as feeding patterns, over the first weeks 

and months can help mothers recognise changes in their baby’s behaviour, and the changes 

frequently triggered help-seeking activities. Also assisting mothers is their understanding or 

knowledge of common illnesses, including signs and symptoms that may occur in children. 

Developing this knowledge could come from the mothers having at one time being unwell 

themselves, seeing other children with similar symptoms, or from professional knowledge. As 

babies are unable to verbalise how they feel, a mother has to tune into her baby’s cues, 

behaviours, or signs or symptoms, which is where this self-knowledge is utilised. The ability to 

transfer knowledge from one situation to another is a useful skill for mothers. This is 

demonstrated by Kym1 as she talks about her own illness, was feeling a bit sick and just sort of 

like cold symptoms. (Kym1) 

Kym assumed her daughter was feeling those [symptoms] as well due to the mother also having 

similar signs and symptoms. Although she did not need to seek help, Kym’s awareness of what 

having a cold was like for her, alerted her to monitor her daughter.  

Gabby’s son also suffered from a cold in the first few months, which she was able to recognise: 
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he’s got a cold, very small cold at the moment. I’m just watching making sure there is no 

fever. (Gabby1) 

Gabby1 had purchased a saline nasal spray as his nose is a little bit blocked but had not needed 

to use it as at the moment he’s sleeping okay so I’m not really worried. (Gabby1) 

Kym and Gabby’s self-knowledge about colds is an example of health literacy. Importantly, it is 

how they gained this self-knowledge, by drawing on their past personal experiences in 

recognising the early signs and symptoms of a cold and how to treat it.  

Imogene2 also used knowledge about her own health issues, I get asthma to treat her son when 

the family were concerned he might have had a cold,  

we’ve just used a vaporiser and the normal cold things…baby Vicks and a bit of Panadol. 

(Imogene2) 

But while Imogene’s knowledge gained through her own health experiences allowed her to feel 

confident in treating her son’s cold, she was also able to increase it through advice from her 

friends: 

they were like ‘you don’t have a vaporiser?’ (Imogene2) 

As a result, Imogene then purchased a vaporiser and next night needed to use it for her son: 

that was a good decision. (Imogene2) 

Imogene’s level of self-efficacy allowed her to take an action, which was buying a vaporiser, and 

then using it. Successfully using the vaporiser could have further increased her self-efficacy in 

being able to find information to help her son’s cold and initiate treatment to alleviate the 

symptoms. 
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While these incidents described by the mothers could be categorised as minor childhood 

illnesses, it can be proposed that the experiential learning gained from treating their own colds 

increased their ability to feel confident in being able to recognise signs and symptoms, and 

treat their own children at home rather than visiting a local doctor.  

Like Claire, Fiona1used her self-knowledge she had obtained, in this instance through working in 

the health industry, to manage what she described as her daughter’s health issue. After 

persisting to try to breastfeed for six weeks, Fiona ceased breastfeeding and moved her 

daughter onto formula feeding, but her daughter continued to have what Fiona described as 

issues with wind: 

we had a lot of problems with wind and she would be in excruciating pain and then the 

back end would go a little bit, [passed wind] and then she’d settle for a bit, and she’d 

scream again and the back end would go a little bit, and then that was how we worked 

out about the lactose issue. Then we put her on the lactose-free formula, the screaming 

and the wind went down, taper off the lactose formula the screaming and the wind 

would go up. That was how we worked out about the lactose issue. (Fiona1) 

Fiona’s confidence through working in health enabled her to change the type of formula her 

daughter was being fed to try and deal with the screaming and the wind. By trying different 

formulas herself, Fiona was able to conclude that the issue was related to lactose and that by 

changing to a lactose-free formula, the crying was reduced.  

Growing in Confidence 

As discussed above, mothers may seek help or advice if they are unable to identify what is 

wrong with their child and/or recognise that their child is not behaving normally. But these 

actions need to be underpinned with confidence that they can successfully action their health-

seeking activities. Although some mothers may quickly develop confidence in knowing, and in 

their overall parenting, including health-seeking, for others this can take time to develop.  
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During the first round of interviews, only Naomi1 described feeling tentatively confident. She 

linked this confidence with supporting her daughter’s development: 

I’d sort of feel confident about that I can do this with her. (Naomi1) 

But she was the only mother to mention confidence in the first round of interviews. While 

Naomi was confident about her parenting, she linked her growing confidence with her mothers’ 

group. Being able to see other mothers modelling how to support their child’s development in 

turn gave Naomi confidence that she could also support her daughter.  

For other mothers it was only during the second round of interviews that they discussed how 

their confidence in being able to know when to seek help had grown over the preceding 

months. Beth2 discussed how her confidence increased, even if she at times didn’t know 

everything: 

you start to um get confident in your own. Like even though I don’t know everything I get 

confident in that I can try, if it doesn’t work or try something else. Where before you’re 

kind of like nervous that you’re going to do something wrong. But now even if it does go 

wrong, you’re like she will be right, we’ll fix it. I don’t know you’re just not as um, the 

anxiety’s out of it you know she’s going to be okay. (Beth2). 

By trying to resolve her concerns, Beth was learning expediently and through it, she was able to 

reduce her anxiety and increase her level of confidence.    

For Fiona, her growing confidence was linked to her low baseline confidence in her mothering 

skills during the first interview: 

what am I doing wrong, so you really do feel like at times you’re no good at this. (Fiona1) 

Then at the second interview, she was able to reflect back and consider: 

I think a lot of it was lack of confidence to start with you don’t know if there’s something 

wrong or whether um you’re being silly or over-reacting or bits and pieces, but now I 

don’t care. If I’m not sure, I’ll just ring up my family doctor and say can you squeeze me 

in or one of the other doctors there and I’d just take her. (Fiona2) 
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From questioning her skills Fiona had, in the months between the interviews, developed 

confidence in her ability in being able to complete a health-seeking action if she was concerned 

about her daughter’s health. Mothers, like anyone, can identify actions they need to take to 

resolve an issue and for the mothers in this study it centred on resolving concerns they had for 

their child. Occasionally those actions were not successful and for those mothers who have high 

self-efficacy or confidence, they would try to resolve what may have stopped the action being 

successful or find an alternative resolution. Fiona provided an example of how she would 

demonstrate her sense of self-efficacy if she felt her daughter needed to be checked by her 

family doctor, but there were no available appointments, by asking: can you squeeze me in? Or 

as an alternative ask to be seen by, one of the other doctors (Fiona2), to ensure her daughter 

was seen. 

For Beth and Fiona, their confidence grew over the months but for Lisa1, who described herself 

as being quite confident as a new mum during the second interview was able to reflect how she 

felt her confidence was linked to developing pathways to take when concerned: 

I think a safety net is established … I’m confident to go to those places to get the help if I 

need to, yeah I think that is absolutely been established …But I suppose it takes time to 

establish those too… and given she is seven months they are established now. (Lisa2) 

Among the research participants were three mothers whose immediate family did not live in 

Sydney. One of them, Fiona, had arranged for her mother to stay with her until her daughter 

was several months old. Lisa’s family lived overseas and the first section of the quote ‘a safety 

net is established’ indicates that Lisa has developed connections within her community that she 

feels could help or advise her when needed. It may be that the awareness of not having her 

family close by may have motivated her to reach out into her community. These connections 

would not take the place of her family but would be trusted sources that she could access. But, 

as the quote also indicates, developing this safety net has taken time.  

Chapter Summary 

This theme was developed through the strong presence of knowledge throughout the mothers’ 

stories as part of their health-seeking behaviours. The knowledge the mothers spoke of was not 
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strongly related to knowing where to seek help, but more the acknowledgement of not 

knowing what was wrong, the need to know your baby, using their own health knowledge and 

having confidence to know when to seek help. Being able to recognise that you don’t know 

what, if anything, is wrong with your child, or how to deal with unknown situations such as 

breastfeeding, could be said to come prior to health-seeking and the mothers were able to 

identify that this did indeed occur, whether it was related to feeding, sleeping or immunisation. 

Influencing this recognition by the mother, that they ‘do not know’, is usually the starting point 

to understanding what a child is trying to tell their mother, or the mother ‘knowing their baby’. 

The important step for mothers knowing their child’s behaviour can enable them to recognise 

situations outside of their normal behaviour. This process of getting to know their child did not 

happen immediately, but by the second interviews when the children were between six and 

eleven months of age, the mothers were confident that they now knew their baby.  

A number of mothers’ stories indicated that they were able to recognise that their child had a 

health issue, such as a cold, through signs or symptoms and felt confident in being able to treat 

them at home rather than seek help from other sources. This maternal knowledge developed 

through having experienced the same illness themselves or as part of the mother’s profession. 

The mothers whose profession did provide them with knowledge were also able to recognise 

when their concerns were outside of their expertise. Growing in confidence enabled the 

mothers to be able to know when there was a concern with their child and be determined to 

seek help and/ or try to resolve the issue themselves. But this confidence, like knowing their 

baby, took time.  

 Through the mothers’ stories, the state of knowing consists of four components, recognising 

that you do not know what is wrong or how to resolve the issue, which can be based on 

knowing your baby, and from there determining that you can either resolve it yourself or need 

to seek help from other sources. Finally, moving from not knowing to knowing, through 

understanding their child, helps to grow the mother’s confidence to seek help and decide 

where to seek help. These steps underpin the other themes and are in turn changed through 

them.  
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Chapter Eight: Discussion 

Introduction – Research Aims 

The aim of this study was to understand how first-time mothers learnt to seek help or advice 

and how, through this learning, increased their knowledge and health literacy. This study 

demonstrated that first-time mothers are motivated learners actively seeking help or advice 

through a number of different avenues, often soon after birth. In addition, mothers access 

several different sources for the one issue and when provided with information will critique it 

before accepting or actioning. Over time, where and how the mothers access information 

changes as their knowledge and self-efficacy increases, and as they become more connected to 

their local community. This chapter focuses on key points related to the mothers’ experiences 

of health-seeking: the informal and familiar sources of advice and/ or help that exist within 

their environment, how the mothers gain new knowledge through co-production, and moving 

to become the expert. The chapter concludes with the study strengths and limitations, 

conclusions, recommendations, and suggestions for future research.   

Informal and Familiar sources 

First-time mothers can use informal and familiar sources for information (Aston et al. 2017) and 

unsurprisingly, the mothers in this study used these sources during the early weeks for advice 

until their knowledge and trust of other sources were established.  

Social networks 

Social networks provided informal and familiar sources and included mothers from within their 

immediate family and circle of friends; these finding resonate with the existing research 

literature (Allen, Dyas & Jones 2002; Criss et al. 2015; Neill et al. 2014; van der Gugten et al. 

2016). Within these sources, the mothers had a defined criteria for who they turned to first as 

their most trusted information sources, with currency of knowledge identified as an important 

criterion (Neill et al. 2014). Currency of knowledge was seen by some mothers in this study as 
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being associated with mothers whose children were under two years of age. Although the 

baby’s grandmothers may be recognised at times as lacking this currency, culturally, asking 

advice from your parent can be considered as respectful, regardless of currency of knowledge 

(Neill et al. 2016). Mothers may seek advice from family members who they see as being 

experts either through their own parenting (Criss et al. 2015) or profession, such as childcare 

(Allen, Dyas & Jones 2002). In addition, these mothers identified other mothers outside their 

family as having expert knowledge they can utilise due to their experiences, such as 

breastfeeding. A contradiction that occurred was when the mothers had friends who had 

experienced similar issues, such as gastric reflux. In this case, the need for currency of 

knowledge was replaced by shared experiences, even if the other child was several years old. In 

addition to being a familiar source of information, in many situations family and friends were 

also seen as a trusted source (Allen, Dyas & Jones 2002; Criss et al. 2015)that they had 

previously used to ask for help or advice on other issues. 

The use of family members for advice may not always be possible for various reasons, including 

the family being overseas as was the case for two mothers in the study. Mothers with no local 

family support can utilise other sources of information, such as the Internet (Criss et al. 2015), 

parent helplines or local health services in the early parenting weeks. Although mothers can 

access information from these other sources, it is the social support, such as emotional support, 

that accompanies the advice that can be of value, with their own mother often seen as the 

person most frequently providing that support (Leahy-Warren 2007). This family support can 

also enhance a mother’s level of self-efficacy and positively influence the mother’s mental 

health (Leahy-Warren, McCarthy & Corcoran 2011). As the mothers became connected to their 

community, in particular mothers’ groups, these support networks and sources of information 

expanded.  

None of the mothers in this study described using family or friends when seeking help or advice 

if they felt their child had an illness, but instead turned to health professionals including their 

family doctor and/ or their local hospital emergency department. This is in contrast to findings 

from other studies, where mothers report using family members prior to accessing health 

professionals for face-to-face assessment and reassurance (Neill et al. 2014; van der Gugten et 

al. 2016). 
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Mothers’ groups 

Although mothers’ groups may not be a familiar source of advice immediately after birth, by 

the time their child was six months old, these groups were described by the majority of the 

mothers in the study as the ‘go to place’ for information. For the two mothers in the study who 

did not have local family support, joining a mothers’ group allowed them to move away from a 

sense of isolation and loneliness to being part of a local network of mothers. There are a 

number of other benefits of groups that have been found in previous research, including 

‘forging friendships and community connectedness’(Strange et al. (2014, p. 2838). The mothers 

identified that participating in groups provided an informal space where they could ask 

questions without being judged and share their parenting experiences, which has been a 

finding in other studies (Johnson 2014). Through sharing experiences, the mothers in the study 

were informally sharing knowledge leading to increased health literacy. As well, groups create 

an opportunity to increase their confidence as mothers (Glavin et al. 2016), which was also seen 

in the current study.  

Participation in a mothers’ group provides opportunities for learning through behaviour 

modelled by other mothers (Bandura 1977). Once the mothers have observed the behaviour 

and have seen that it has no negative impact on the other child, they then use this newly gained 

approach to care for their infant, thus gaining experience and expanding their mothering skills 

and abilities(Bandura 1977). The modelled behaviours are frequently memorised by the mother 

to be used in the coming weeks or months when they are in the same situation with their own 

child. An example provided in this research was where a mother observed another mother 

helping her child, who was several weeks older than her own, into a sitting position, then when 

her child reached the same age remembering how it was done and attempting the same 

behaviour.  

The majority of the mothers’ groups are auspiced by the CFH services with CFH nurses 

facilitating the group over a defined period of time. After this time, the group then moves into 

the mothers’ community where the sharing of knowledge and learning can continue. While the 

mothers in this study spoke of the success and benefits associated with their groups, they also 

identified barriers that have also been identified by other researchers, including the size of the 
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group, both too large or too small (Johnson 2014). Other difficulties in the cohesiveness of 

groups can be due to conflicting personalities or the need for the mothers to return to work 

(Barrett, Hanna & Fitzpatrick 2018).    

By supporting mothers’ groups, CFH services provide opportunities for first-time mothers to 

move into their community and develop a support network and friendships through the 

commonality of shared experiences with other mothers. As important as these groups are in 

providing opportunities for learning and reinforcement of self-efficacy, they are also important 

in allowing the mothers to develop non-hierarchical relationships, providing them with a unique 

support network (Price et al. 2018).  

The use of mothers’ groups to increase health literacy was the focus of a journal article, 

provided in Appendix 12. 

Johnston, R., Fowler, C., Wilson, V.,& Kelly, M.2015,‘Opportunities for nurses to increase 

parental health literacy: a discussion paper’, Issues in Comprehensive Pediatric Nursing, vol. 38, 

no. 4, pp. 266-281, DOI: 10.3109/01460862.2015.1074318:  

Using health professionals 

A number of the mothers in the study discussed using their family doctor for reassurance, 

advice and/ or treatment regarding identified concerns and, in comparison to family or friends, 

family doctors were identified as a more formal but familiar source of help. For several of the 

mothers, the local doctor they regularly consulted was spoken about as a familiar source of 

help, where they created a collaborative relationship that allowed the sharing of knowledge as 

a respectful, trusting process.  

If considered from a health literacy perspective, effective communication allows understanding 

and appraisal of information that has been provided, and subsequently the application of the 

information(Australian Commission on Safety and Quality in Health Care 2014). For mothers 

that do not have a regular family doctor, this does not necessarily mean that they are less likely 

to access a family doctor for advice, but it may be more difficult for them to trust the 

information received from them. Lack of confidence in the doctor due to previous negative 
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experiences or poor communication may make mothers delay seeking help (Allen, Dyas & Jones 

2002; Neill et al. 2016). If there is ineffective communication, mothers may not verbalise their 

disagreement with the family doctor regarding advice but simply choose not to apply the advice 

(Reid et al. 2011). In contrast, ineffectual communication may lead the mother to follow the 

advice, even if they do not fully understand the advice being provided by their health 

professional (Shanley, Reid & Evans 2008). 

For several of the mothers in the study, a lack of information and inadequate explanations from 

health professionals led them to locate information themselves to assist with necessary 

decisions during the early months of parenting. Conflicting information from health 

professionals, when it occurred, confused and frustrated the mothers in this study. For first-

time mothers, inconsistent information provided by health professionals potentially impeded 

the acquisition of knowledge and required judgement about what advice to try, or to continue 

searching until they find information that makes sense (Aston et al. 2017). 

Digital information-seeking 

Another familiar, but informal, source of accessing information is digital media. As in other 

studies, mothers are accustomed and comfortable engaging with this at any time (Lupton 

2016), including through their smartphones, which can allow them to breastfeed and search at 

the same time (Guerra-Reyes et al. 2016). Mothers within this study are digital natives, being 

part of the 86% of females over the age of 15 years who access the Internet (Australian Bureau 

of Statistics 2018). The majority of mothers in this study utilised the Internet to search for 

information, as have mothers in other studies (Jaks et al. 2019; van der Gugten et al. 2016). 

Although mothers may browse the Internet during their pregnancy (Slomian et al. 2017), after 

the birth of their baby the type of information and where they search differs, as reflected in this 

study.  

The information needs or range of topics searched by the mothers will, as demonstrated in this 

study, have the child at the centre but may also involve the mother, such as the need to find 

out about postnatal depression (Slomian et al. 2017) or establishing breastfeeding. The Internet 

can also be used to locate information on specific symptoms (van der Gugten et al. 2016) or 
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child development (Jaks et al. 2019).In addition, the mothers in this study also searched for 

information on other parenting issues, such as infant sleep. Accessing the Internet allows 

mothers to not only locate information and ‘...create a better sense of knowledge’ (Lupton & 

Maslen 2019, p. 8), but also to provide reassurance and friendship.  

The mothers in the study often turned to the Internet to answer their questions, allowing them 

to bypass the need to wait to speak to health professionals to answer the same question. Using 

the Internet can also allow the mothers to remain anonymous and free from being judged by 

others, including health professionals (Johnson 2014). But it can also be used in addition to 

consulting with other sources, such as family or their family doctor (Lupton & Maslen 2019) or 

supplementing information received from health services (Bouche & Migeot 2008). The 

availability of different media on the Internet can provide mothers with different ways to learn, 

either through interaction, such as forums (Cowie, Hill & Robinson 2011),or through a 

combination of explanation and observing (Walker et al. 2017). On several occasions, the 

mothers found watching videos on specific topics, such as breastfeeding, provided a successful 

way to enhance learning. 

The current study demonstrated that the mothers confidently accessed multiple sites and 

sources in locating information, which is reflective of previous literature (Slomian et al. 2017; 

van der Gugten et al. 2016). Internet use provided mothers with a wide range of information, 

requiring them to filter the relevant from the irrelevant and the trustworthy from the 

untrustworthy. Trustworthiness of information is important for mothers (Khoo et al. 2008) and 

that the mothers were able to filter and appraise the information, even when their babies were 

only several weeks old, may be indicative of their understanding of how information on the 

Internet is constructed. For example, several mothers in this study described how information 

on the Internet can be akin to Chinese Whispers; this did not stop them using the Internet but 

indicates their awareness of the need to be critical of any information provided by many 

Internet sites. For mothers who are not able to judge the relevance or trustworthiness of the 

information, having opportunities to turn to other sources of information to help them 

understand is important, a number of the mothers in the study did so, including seeking 

clarification from health professionals.  
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Websites that are developed and maintained by health departments, both at a national and 

state level, are often those accessed by parents (Jaks et al. 2019; Neill et al. 2014; Slomian et al. 

2017).These websites were identified as providing evidence-based information, while at the 

same time providing a level of trustworthiness. A number of the mothers in the current study 

preferred to use government websites, which they saw as trustworthy. The mothers discussed 

the ease of using the Internet as it provided an added advantage of supporting them to feel 

reassured and empowered (Lupton & Maslen 2019).Importantly, the mothers had control over 

where and when they searched for information.  

The disadvantage of the Internet is the requirement for mothers to be able to understand the 

content, without access to a health professional to provide an explanation of the possible 

contra-indications and potential negative outcomes that can occur when incorrect or confusing 

information is provided. The exception for this was through the use of live sites, such as forums 

or social media platforms, being able to provide opportunities for mothers to ask questions to 

clarify meanings and enable understanding. 

How or why mothers use the Internet to locate information in the early weeks of parenting to 

assist with health-seeking can change, as mothers become more confident and connect with 

other sources of information and support, such as their local CFH service and mothers’ group. 

As the mothers develop a supportive network within their community, the Internet can then be 

used to share knowledge or distribute information to other mothers in their community. In 

doing so the mothers are themselves assisting other mothers to increase their health literacy.  

 

Co-production of knowledge  

Knowledge is an influencing factor in health literacy conceptual models, including the one 

designed by Sørensen et al. (2012), where knowledge as well as competence and motivation 

are central to a person’s ability to seek information. The Baker (2006) model proposes that an 

individual’s capacity, which includes prior knowledge, will influence their health-seeking ability. 

This prior knowledge includes a conceptual knowledge of health and healthcare.  Mothers 

come to parenting with a range of diverse knowledge and skills that can be built on through 
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their health-seeking actions, with this study illustrating how learning occurs and health literacy 

develops.  

As discussed earlier, mothers will often turn to familiar sources, such as family and friends to 

seek advice and the Internet to seek and clarify information. For a mother’s knowledge to 

increase, she needs to be able to understand and then replicate an action from this knowledge. 

Although the mothers in this study were able to and did ask their family and friends questions, 

it is uncertain if they needed to ask their family or friends to explain the information to support 

their level of understanding. The other source of information and learning described above can 

occur through mothers’ groups. These groups provide an environment where mothers are able 

to increase their knowledge through shared experiences, with learning occurring vicariously 

often through observing behaviour modelled by other mothers(Bandura 1977).In addition to 

learning through observing, during the period when the groups are taking place in the CFH 

clinics, the presence of the CFH nurse enables the mothers to ask clarifying questions, with 

further explanations allowing the interplay of discussion, leading to a joint construction of 

knowledge (Forslund Frykedal & Rosander 2015).In several critical incident reports, the mothers 

in the current study extended the use of the group for informal support and learning beyond 

the group, by contacting each other to clarify shared information,  ask for additional 

information, and to ask for or offer support or advice. 

 

While this learning took place through a group setting, the mothers also accessed health 

professionals in various other settings as part of their health-seeking. The opportunity for the 

joint construction or co-production (Fowler et al. 2012) of knowledge provides an opportunity 

for this to occur at every contact. But for this co-production of knowledge to occur, other 

factors need to be present, including rapport and from this trust. Rapport between a client and 

a clinician can be established through effective communication and is important as it leads to a 

level of trust (Crawford, Roger & Candlin 2016).To support the building of trust and rapport, 

practitioners can undertake a number of actions, including providing reassurance, the 

opportunity for clients to ask questions and the explanation of any results. Added to this is for 

mothers (patients) not to feel judged and for them to be part of decision-making around their 
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care (Dang et al. 2017).Trust is a dynamic process that once established can also be damaged, if 

there is a failure to understand the information needs of clients (Dinç & Gastmans 2013) or in 

the case of a lack of respect (Leslie & Lonneman 2016). The presence of empathy can also be 

seen as a basis for the development of a relationship (Cunico et al. 2016) and, where present, 

empathy allows an understanding of the patient’s (mother’s) lived experience(Crawford, Roger 

& Candlin 2018). Mothers can sense when there is a lack of empathy and may not expand on 

their concerns, and this will limit the development of rapport and trust (Crawford, Roger & 

Candlin 2018).Both these issues occurred to mothers in this study, when a breakdown in 

communication led to damaged trust in a health facility or with a health professional.  

The current study provided examples of where the presence of the enablers of rapport, trust, 

empathy and respect supported a collaborative relationship, allowing for the co-production of 

knowledge between mothers and health professionals. CFH nurses can utilise opportunistic 

‘spaces for learning’(Fowler et al. 2012, p. 9) that may occur when mothers present at clinics for 

assistance. Several examples from this study demonstrated how mothers used CFH nurses for 

support and to increase their knowledge and understanding, and therefore health literacy. But, 

while there were examples of knowledge co-production through face-to-face interactions, the 

study also demonstrated the possibility for this to occur over the telephone via parenting 

helplines.  

 

While the presence of these enablers can support the co-production of knowledge, the 

presence of barriers, as experienced by a number of the mothers in this study, can impede not 

only help-seeking but also the mother’s ability to increase their parenting knowledge. Barriers 

experienced by the mothers included conflicting or confusing information, people not willing to 

work collaboratively, or unexpected and disrespectful health professional behaviour. This 

unexpected and disrespectful behaviour included dismissive language or blaming the mother 

for a child’s unsettled behaviour through over-feeding.  

Conflicting information provided by health professionals caused a point of tension in several 

instances, reducing the ability for the mothers to use the information, as they were unsure or 

confused as to which piece of information was accurate. The ensuing frustration can lead 
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mothers either to not go ahead with preventative care, such as immunisation during pregnancy, 

or trying to make the decision by themselves. Where the mother has a trusted source, such as 

their family doctor or CFH nurse, she may use them to clarify the confusion, as was the case in 

several critical incident reports provided by the mothers.  

 Health literacy conceptual models(Sørensen et al. (2012) consist of influencing factors that are 

modified and those that cannot be modified, such as the environment. It could be argued that 

knowledge, competence and motivation are able to be modified. The co-production of 

knowledge can occur from successful health-seeking in the presence of respectful, trusting and 

collaborative relationships. This success can lead to a sense of achievement and to an increase 

in the mother’s self-efficacy to similarly achieve health-seeking goals in the future, and support 

them to feel that they have become an expert in their child’s behaviour, care and what is in 

their child’s best interest.  

Becoming the expert  

Becoming a parent for the first time is one of the most significant changes that will occur in a 

person’s life, with the period following the birth of their baby often being described as 

transitioning to parenthood (Barimani et al. 2017; Deave, Johnson & Ingram 2008) or an 

adjustment to parenthood (Harwood, McLean & Durkin 2007). Previous research has described 

this transitioning or adjustment period as occurring in an ordered sequence (Carolan 2005). 

During this time, mothers can be caught between two disparate discourses, ‘one that 

mothering is intuitive, and the second, that mothering is learnt through the expert knowledge 

and guidance of health professionals’ (Price et al. 2018, p. 1557). 

None of the mothers in the current study expressed the view that they should know what to do 

intuitively and were able to recognise that they lacked knowledge, with several expressing that 

they ‘didn’t know’ or wondering how as first-time mothers they were supposed to know. In the 

early postnatal period mothers can question if they are ‘doing things right’ (Henshaw et al. 

2018, p. 1617) which can lead them to search for information. This was reflected in the current 

study where the mothers demonstrated that they were capable of seeking advice during the 

early weeks following their baby’s birth, to enable them to increase their knowledge, 
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competence and parenting capacity using pre-existing skills. Through bonding with their baby 

(Mares, Newman & Warren 2011), they also began the process of getting to know them and 

learning to be able to recognise when they may be unwell, triggering the need to seek advice.  

Rather than being a defined transition period or a forward moving stepped process, mothers in 

the current study moved towards becoming the expert through a series of help-seeking 

episodes and experiential learning. In the early postnatal period, mothers are frequently 

learning how to parent and breastfeed (Kronborg, Harder & Hall 2015). Being able to 

breastfeed can be seen by mothers as intuitive or natural and part of mothering, while not 

being able to breastfeed is disempowering for the mothers who can feel that they failed as a 

mother (Williamson et al. 2012). None of the mothers in the study spoke of breastfeeding as 

something ‘that they should know’, but for one mother her aim to breastfeed was not met. For 

this mother, there was that sense of guilt and failure from not being able to breastfeed her 

daughter, while at the same time anger at what she perceived to be lack of support and 

pressure from health professionals to breastfeed. The clinical expertise of health professionals 

to recognise the need to spend time with mothers to support their breastfeeding can in turn 

become a learning process while not recognising the need to spend time can have a negative 

impact (Gleeson, Flowers & Fenwick 2014).  

The mothers in this study demonstrated that they wanted to be involved in their child’s care 

and were critical of health professionals who did not or who were dismissive of their concerns, 

which for one mother centred on being able to breastfeed. Health professionals need to 

recognise when mothers are moving towards becoming the expert and spend time with them in 

supporting their learning. While the mothers acknowledged that others, including health 

professionals, are ‘experts’, through their support mothers are able to learn to trust that they 

do know what is normal for their child (Kronborg, Harder & Hall 2015). This was reflected in the 

current study where the mothers were able to describe the process of getting to know their 

baby, they are becoming the expert in relation to their child. 

Self-efficacy can, through parenting experiences, increase during the first few months following 

the birth of their infant(Porter & Hsu 2003). During the early postnatal period, a mother’s belief 

that she can manage problems, such as excessive crying, will assist her to develop maternal 
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self-efficacy (Bolten, Fink & Stadler 2012).Performance, being able to complete an action and 

increase mastery are the most reliable sources of self-efficacy development(Bandura 1997). 

By the time their babies were six months old, the mothers in this study were connected into 

their community, confident in knowing their baby and where they would go for help or advice if 

they had concerns. The mothers also recognised that as their baby grew, the knowledge and 

skills required to care and protect their baby would change. As they became confident in their 

parenting, they allowed themselves to try and master new skills enabling them to learn and 

safely care for their baby. 

Key Findings 

The mothers demonstrated that they are not merely passive learners but are active and 

motivated learners, often accessing multiple sources to locate information that they will 

critique before accepting or actioning this information. The mothers want to be involved in 

their care and are critical of health professionals who do not involve them, or who are 

dismissive of them, their knowledge or concerns. The importance of mothers’ groups was 

highlighted in both providing opportunities for the mothers to observe modelled behaviour 

from which to learn and in the development of a support network that can continue for many 

years.  

Importantly, the study demonstrated that over time where and how mothers seek help or 

advice changes as they become connected with their community and their self-efficacy 

increases.  

Conclusion 

Health literacy represents the cognitive and social skills that determine the motivation and 

ability of individuals to gain access to, understand and use the acquired information. This 

includes being able to seek help or advice when health concerns occur and to make decisions 

regarding preventative health measures, such as immunisation. Central to health literacy is the 

presence of a number of influencing factors, including the mothers’ knowledge. 
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The first-time mothers in this study would have possessed different levels of health literacy but 

all had previously gained knowledge and skills that were transferrable to their current and 

future situations. This knowledge and these skills can be, and were, utilised to increase their 

learning and ability to care for their babies. This learning occurs firstly through using familiar 

and trusted sources for advice. These sources change as the mothers become connected to 

other sources of advice or help in their local environment, such as mothers’ groups or the CFH 

nurse. The learning was frequently facilitated vicariously through the observation of modelled 

behaviour, experientially as they successfully mastered new tasks, and/ or through a co-

production process, most likely with health professionals. Co-production of knowledge enabled 

the mothers to contextualise, adapt and implement proposed parenting and child health 

interventions to their baby’s and family’s needs. 

The presence of barriers, such as failing to explain information or lack of trust, can stop or 

impede a mother’s health-seeking. In addition to knowledge, the presence of self-efficacy can 

motivate a mother to feel confident in being able to seek help or advice. Self-efficacy was 

enhanced as the mothers began to master parenting tasks, had confidence in their knowledge 

and successfully sought help and advice. While the mothers were able to seek help or advice 

and subsequently increase their health literacy independently, increasing health literacy ability 

should also be seen as a shared responsibility between parents and health professionals. 

 

Conceptual model 

To understand how maternal health-seeking behaviours can result in increased health literacy, 

a conceptual model based on the findings from this current study was developed and is 

presented in Figure 9. The development of this model was influenced by Sørensen et al. (2012). 

This conceptual model demonstrates (a) how prior knowledge and skills will influence mothers 

being able to identify concerns or questions and can, in turn, be built on through health-

seeking; and (b) where the mothers access information, including through unintended 

observing or modelled behaviour. This task is influenced by the mother’s level of self-efficacy 

but can be blocked by the presence of unexpected behaviours, such as dismissal of maternal 
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concerns by others. The next task (c) requires the mothers to be able to understand the 

accessed information, which can occur through a co-production of knowledge and explanation 

of the information. Conflicting or confusing information can act as a barrier to the mothers 

being able to understand the information. Once the mothers have understood the information 

they are able to (d) apply it, through experiental learning, which can result in increased health 

literacy and self-efficacy. For mothers who have experienced negative or unexpected outcomes 

to their health-seeking, there may be a resulting lack of change or even decrease in their 

healthliteracy or self-efficacy. This may result in feelings of disempowerment as a mother. 
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Implications for Child and Family Health Nursing Clinical Practice 

Health services, and in particular CFH services, are well placed to provide both spaces and 

opportunities where mothers are able to increase their health literacy through an empathic co-

production process. The value of mothers’ groups as a method of supporting the increase in 

maternal health literacy and self-efficacy has been highlighted in this study. This significant 

learning and social network opportunity for mothers should not be ignored by CFH services. 

Mothers’ groups need to be offered to all first-time mothers and other mothers new to the 

local community. In particular, the value of participation in mothers’ groups needs to be 

actively reinforced and encouraged, to support and enhance the sharing of maternal knowledge 

and skills, and for their potential to assist mothers develop an active community of social 

support. Due to the importance of these groups, CFH services need to ensure CFH nurses have 

current knowledge regarding clinical practices and group facilitation skills. Opportunities to 

undertake further education to develop nurses’ facilitation skills and their ability to review 

clinical evidence, as well as the development of mentoring programs to support their ongoing 

learning and skills development, remain essential to the provision of quality and contemporary 

CFH services.  

Mothers will continue to search for information via digital media sources and consideration 

should be given to the development of local CFH websites, as a means of communicating with 

families. The use of this medium to provide evidence-based information or best-practice 

information should be seen as an additional avenue for increasing health literacy.  

To enable nurses and other health professionals to work within this digital medium, strategies 

and programs to increase competence in the critical assessment of digital information and 

websites need to be developed and made readily available. As mothers and their families 

continue to increase their reliance on digital communication, CFH services should consider how 

current services could be provided via digital platforms, such as telehealth. Alternatively, where 

the development of websites is not feasible, mothers need to be provided with links to 

recommended websites by their local CFH service.  
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To help support the best health outcomes for children, it is recommended that promotion of, 

and education in, health literacy becomes a key planning strategy for all CFH services. This 

education must include how to support mothers to learn and develop these health literacy skills 

and to be able to critique information, including that provided on the Internet.  

Study Strengths and Limitations 

This qualitative study allowed the exploration of how first-time mothers sought help or advice 

through the mothers being able to tell their own stories through a focus on critical incidents. 

Importantly, as the study enrolled first-time mothers while they were still pregnant, this study 

was able to capture how the mothers increased their health literacy during the first twelve 

months of their infant’s life. In addition, as there was no restriction on when or where they 

sought help or advice, an understanding of the range of information sources was also gained. 

The mothers’ health literacy levels were not measured at either the beginning of the study or at 

its conclusion, and this needs to be acknowledged as a limitation.  

A convenience sampling approach was used, resulting in 14 mothers consenting to be part of 

the study for the first round of interview, with loss of contact reducing this to 10 mothers 

participating in the second round of interviews. This small sample was balanced by following 

the CIT method, which defines the sample size as the number of incidents identified; in this 

study there were 124 incidents, as stated in Chapter 3, and this is in excess of the required 

suggested incidents to provide adequate rigour to the study (Flanagan 1954).It is intended that 

work such as this study will seek to understand individual experiences or views, rather than aim 

to generalise the findings. In addition, strategies to optimise trustworthiness of the data were 

employed, such as asking the mothers to diarise the incidents as they occurred, and joint 

verification by members of the supervisory team of the analysis of interview data and the 

generation of themes. 

While the mothers were encouraged to diarise their concerns, the details of these entries may 

have been incomplete, leading some of the mothers to use recall in the discussion of their 

concerns and health-seeking. To reduce any risk of recall bias, if there was any indication that 

the health-seeking episode was not complete, it was not included. Finally, it is important to 
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acknowledge that there were no mothers in the study from culturally or linguistically diverse 

backgrounds. The mothers were from a limited geographical area within Sydney, meaning that 

the findings may not be reflective of the community in general.  

Future Research 

While this study examined the health-seeking behaviours of first-time mothers, at least three 

further research studies are required. The first study needed is one with a focus on first-time 

fathers; this would enable comparison with how fathers seek help or advice and develop their 

health literacy for parenting. The second study is the examination of health-seeking from the 

perspective of mothers from different cultural and linguistic backgrounds. This study would 

further inform the development of tools to assist these mothers in their decision-making, 

providing support for the enhancement of maternal self-efficacy and health literacy. The third 

study would focus on mothers with low literacy levels and/ or from low socioeconomic areas, to 

examine how and/ or if they are able to overcome these barriers to seek help or advice and 

increase their health literacy.  

Chapter Summary 

First-time mothers come to their new role with knowledge and skills that can be built on, to 

enable decision-making regarding when and how to seek help or advice when concerned with 

their child’s health. This study has contributed to the understanding of how first-time mothers 

increase their health literacy through examining how they sought help or advice to resolve 

concerns for their child’s health. This now completed research project has demonstrated that 

mothers will seek help or advice within their local community and through digital technologies, 

in what could be described as a health literacy pathway. The mothers were able to increase 

their health literacy through a reciprocal interaction with their environment that includes 

health services, where the presence of a collaborative relationship enabled the co-production 

of knowledge. A key feature of the study findings was the role of mothers’ groups in providing 

an opportunity for knowledge generation through the observation of modelled behaviour, 

especially from other mothers with children of similar age. Health literacy is a continuous cycle, 

as parents will be caring for their child at different ages, but the development of a foundation 
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for seeking new parenting information and knowledge can lead to mothers feeling confident in 

being able to access help and advice into the future.   
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Appendix 5: Research Participant Information Sheet and Consent 
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Appendix 6: Proposed Questions for Semi-structured Interview 

MATERNAL HEALTH-SEEKING BEHAVIOUR:  A QUALITATIVE STUDY 

PROPOSED QUESTION FOR SEMI-STRUCTURED INTERVIEWS. 

Research participants will be able to use journals provided to record occasions when they were 

concerned with their child’s health. These occasions will be explored further with the mother 

through the use of two semi-structured interviews, to track the mothers’ changing/ developing 

decision-making and health-seeking skills.  

The mothers will be invited to use their journal entries to recall incidents when they became 

concerned with their child’s health.  Encouragement to further expand the incident will be 

through the use of the below questions. For mothers who choose not to record any incidents, 

the questions would be used to assist them in recalling the occasion(s).  

 Questions used at the 8-10 weeks and 6-9 months interviews to assist the mother to further 

explore in depth the incident she is describing will include: 

 Can you describe what happened next? 

 How did that make you feel? 

 What did you expect should have happened? 

 Why did you take that action?  

 How confident were you that it was the right action to take? 

 If you think back over those actions would you change anything? 

 What knowledge and skills did you draw when you took that action? 

 During that time, who did you felt helped you most and do you feel there were any 

barriers? 

At the 6-9 months interview, additional open-ended questions will include: 

 How do you think your parenting has changed since our first interview? 

 Since we first met, do you feel your level of confidence has changed? 
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 As a mother, are there specific skills and knowledge that you have developed over 

the past months in making decisions and health-seeking for your baby? 

 Within your support networks, who have been the people that may have 

contributed to the development of your decision-making and health-seeking ability? 

Can you explain how they achieved this contribution? 

 

  Maternal Health-Seeking                           
Master Copy Version 2 December 2012  
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Appendix 7: Journal Example 

MATERNAL HEALTH-SEEKING BEHAVIOUR: A QUALITATIVE STUDY 

JOURNAL EXAMPLE 

 

Research participants will be provided with a journal to record occasions when they become 

concerned with their child’s health. As the journal will be returned to the participants at the 

completion of the study, it will be similar to a baby book to allow mothers to record a variety of 

additional information about their growing baby, such as their first smile or laugh.  

 

The mothers will be asked to record: 

 Why they were concerned? 

 How old was their infant? 

 Where or who they turned to for help or advice, such as family, friends, health services 

or the Internet; and 

 What was the outcome of these actions? 

 How did it make them feel as a parent? 

 

Drawings and or photographs can be also included in the journal as memory aids or for mothers 

who prefer to record the incidents visually, rather than using the written word.  

 Alternatives to a paper-based journal are being considered, such as an i-phone or android 

journal/diary application. 

Recorded incidents will be photocopied and the journal returned to the mothers.  
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Appendix 8: Summary of Literature Review Findings 

 

First Author/ Year of 

publication  

Aim & Method  Participants  Key findings  

Gross, G.M 

(2001) 

 

To explore the processes mothers use to 

make health decisions for their children.  

– USA 

 

Quantitative - Cross-sectional  

 

114 mothers – 44% - 

first-time mothers  

 Most decisions were based on the mothers’ 

perceived degree of seriousness, degree of fear for 

child’s condition, attitude of health care provider, 

previous experiences and social support for the 

mother. No significant differences between mothers’ 

experiences and decision-making processes when 

using the decision-making factors. All mothers had a 

significant other person to ask for advice. 

 

Mbagaya, G. 

 (2005)  

To document presence of illness in 

preschool children and determine 

mothers’ health-seeking behaviour 

during the illnesses. – Kenya  

 

Quantitative- Cross-sectional   

172 households with 

102 preschool aged 

children  

Responses and actions influenced by perception of 

severity of illness. Fever was the most common 

illness reported- only 28% considered fever severe. 

Little or no action taken as assumed would heal 

without intervention. Length of illness found to be 

associated with health-seeking behaviour. Distance 
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 from care facilities, poor quality services and the 

cost of private services common reasons.  

 

Hay, A.  

(2005) 

 

Describe symptoms and consultative 

prevalence, and identify associated 

socioeconomic factors.– UK 

 

Prospective cohort 

 

 13 617 preschool 

children  

Younger maternal age and lower parity was strongly 

and consistently associated with higher consultation 

rates –prevalence of consulting doctor fell as child 

aged, which was interpreted as increasing 

confidence – not asked if had consulted other 

sources of information – recall bias – or where 

consultations took place – or if parent not able to 

recognise that pre-verbal child did or did not have 

cold, etc. 

Taffa, N. 

(2005) 

 

Analysis of data for children under 5 

years - assessing child health-seeking 

against socio-demographic, economic 

and disease-related factors– Nairobi 

 

Quantitative - Cross-sectional  

 

999 children under 5 

years  

Only 60% sought advice outside the home. Barriers 

to seeking help - lack of money and perception that 

illness not serious. The younger the child, the more 

likely to seek help, decreased as the child became 

older. Older mothers less likely to seek advice. 

Predictors for seeking help – diarrhoea, over cough, 

but if fever present then both.  
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Luque, J.S. 

(2007) 

To identify factors determining timely 

maternal health-seeking for acute 

respiratory infections. – Ecuador 

 

Quantitative – Cross-sectional  

 

91 caregivers – 92% 

mothers of children 

with their youngest 

aged under 5 years  

Caregivers with experience with children with 

pneumonia were more likely to identify signs of 

rapid breathing and indrawn chest as serious and 

needing to be seen by doctor. Major barriers to 

seeking help – money and transport.   

Allen, J.  

(2002) 

 

To identify how parents and carers of 

children 1-5 years felt about common 

symptoms in their children, what 

information they needed to 

appropriately manage symptoms. – UK 

 

Qualitative 

29 mothers –majority 

with more than one 

child 

Mothers felt anxiety when child ill, but those with 

more than one child less anxious. Family and friends 

seen to have expertise ranked highly and were used 

following negative experiences when seeking help 

from health professionals.  

 

Neill, S.J. 

(2014) 

 

Explore parents’ use of information 

resources during decision-making in 

acute childhood illness and why. –  UK 

 

Qualitative- Grounded theory 

27 parents with 

children aged under 5 

years - different 

socioeconomic groups 

- Midlands England 

Internet report as default information source to 

check self-diagnosis, avoid visiting health due to 

inconvenience or avoid criticism. Also use ‘family 

experts’ – often grandmothers. Face-to-face provide 

reassurance. Low levels of literacy can create 

problems.   
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Neill, S.J.  

(2016) 

 

How parents use information to make 

decisions during acute illnesses at home - 

further analysis of data collected in 2014. 

– UK 

 

Qualitative – Grounded theory 

 

27 parents with 

children aged under 5 

years – different 

socioeconomic groups 

- Midlands England 

Social factors identified in the data as influencing 

help-seeking. Decision-making during acute 

childhood illness was influences by personal, social 

and health service factors, such as nature of child’s 

illness, parents’ experience and knowledge of 

childhood illnesses, social support, access to health 

services, trust in health professional, and social 

expectations of parents during acute illness.  

 

Jaks, R. 

(2019) 

 

Examined the digital media behaviour 

and reasons of use in the context of 

child’s health and development. – 

Switzerland. 

 

Cross-sectional  

 

Parents with children 

aged 2 years or less – 

there was a mix of 

both first and second 

and subsequent 

mothers – 769 data 

responses  

Nearly all parents in the survey used digital media 

for seeking information on their child’s health and 

development, with the main reason being the 24/7 

availability. Search engines and webpages for 

parents were the most popular. Internet perceived 

as a good resource, but large percentage were 

sceptical regarding correctness of the information. 

 

Slomian, J. 

(2017) 

Assess the Internet as a source of 

information used by women after 

349 women, both first 

(54%)and second and 

Mothers used the Internet to seek information, but 

no significant difference in use between mothers 
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 childbirth to meet their information 

needs. –Belgium  

 

 

Quantitative - Cross-sectional  

 

subsequent child, with 

children under 2 years 

of age  

 

who had one or more children. Before using the 

Internet, women sought advice from family and 

friends. Most frequent reason for using Internet 

including finding information themselves. Women 

felt that the Internet helped with decision-making 

and increased confidence in making decisions. Many 

women often or always found information 

incomplete or wrong – but continued to use the 

Internet.  

 

Criss, S. 

(2015) 

 

Explore how health information sources 

inform decision-making among Hispanic 

mothers during the first 1000 days of 

their infant’s life. – USA  

 

Qualitative 

 

49 women of babies 

aged 2-14 months  

While mothers trusted healthcare providers, the 

need for immediate information lead them to use 

family and friends as well as Internet, and for some 

mothers the television. Mothers with older infants 

also rely on their instinct.  



 

187 
 

Astle, T.  

(2015) 

To assess help-seeking behaviour of 

mothers for children with acute 

respiratory infections.- Ethiopia 

 

Quantitative - Cross-sectional  

773 children age 0-59 

months 

Only 27% of children were taken to health facility 

Help-seeking influenced by socio-economic factors 

in rural areas, higher for younger mothers as well as 

smaller family. 

Henshaw, E.  

(2018) 

 

Explore common challenges along with 

support and education needs 

experienced during the first 6 weeks 

postpartum. USA 

 

Qualitative 

 

33 parents – both first 

and second and 

subsequent – children 

under 2 years 

Low confidence can cause parents to question their 

skills – linked to finding information. What 

information to trust was challenging and finding it 

left them feeling confused and conflicted, and more 

concerned doing it right. Trusted sources included 

family, medical providers, books, websites. 

Mukiira, C. 

(2015) 

 

Examine heath care seeking practices of 

care givers of children under 5 with 

diarrhoea. – Kenya  

 

Quantitative -Cross-sectional  

 

1656 children under 5 

years   

More than half of caregivers provided inappropriate 

health care seeking which included providing no 

care. 81% of children aged 0-24 months had 

diarrhoea. Longer delay before treatment lower 

likelihood seeking help. More likely to seek help for 

children aged 24-35 months. 
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Aston, M. 

(2017) 

Examine how first-time mothers in Nova 

Scotia identified and prioritised their own 

postpartum needs and where they went 

for information and support. – Canada 

 

Qualitative – feminist poststructuralist  

37 mothers – focus 

groups (rural and 

urban)  

Infants less than 12 

months of age  

Mothers searched for information from a variety of 

sources but identified the need for face-to-face and 

in-person support. Would not automatically trust 

the advice of one person or resource, but critiqued 

and compared advice - conflicting advice caused 

them to seek out further advice – some mothers 

confident they could do this, others confused and 

overwhelmed. Some mothers experienced tension 

when trying to determine what was right for them 

and their baby. 

 

Guerra-Reyes, L. 

(2016) 

Explore early postpartum information 

needs of low-income mothers, describe 

their information-seeking behaviours and 

use of mobile technologies to fulfil the 

information needs. USA 

 

Qualitative  

 

10 low-income 

mothers with at least 

one child younger 

than 48 months old 

Online searches often prompted by desire for 

reassurance about child’s health-related issues.  

Breastfeeding issues central to immediate 

postpartum needs. Internet searches were described 

as a more readily accessible and faster source of 

information than medical professionals. Books, 

family and friends also cited as sources of 

information. Facebook also used for information and 

reassurance. Mothers looked for website 

recommendations from people or groups they 
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trusted.  

 

van der Gugten, A. 

(2016) 

Explore parents’ perceptions of the use 

of the Internet, the way the Internet met 

their needs and the way the Internet 

information had influenced their health 

care utilisation. The Netherlands  

 

Qualitative  

 

10 parents - infants 

under 18 months – 

60% first-time parents  

Parents wanted information about their children’s 

symptoms and the Internet was a major resource. 

But only physician could provide reassurance. 

Internet did not play a role in decision-making.    
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Appendix 9: Thematic Mapping Example 1 
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Appendix 10: Thematic Mapping Example 2 
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Appendix 11: Case Study – Example of Identification of Critical Incidents 

 

CASE STUDY – EXAMPLE OF IDENTIFICATION OF CRITICAL INCIDENTS. 

 

Introduction 

As discussed in Chapter 3, the current study used the CIT method, as it is a technique that 

allows exploration in a way to provide an understanding of the behaviour and how, or if, this 

behaviour allowed the mothers to learn. 

The following case study provides the incidents in full, to demonstrate the three components of 

an incident as described in Chapter 3 – what lead up to the incident, discuss what occurred, 

that is the actions or behaviours, and the outcome. Quotes from this incident has been included 

in Chapters 4-7. This case study were seen as an opportunity to demonstrate how these 

components were identified within the mothers’ stories. This includes what lead up to the 

incident, a discussion of what occurred, and the outcome.   

Case study - Kym 

Kym was interviewed when her daughter Emily was around eight weeks old and was busy 

settling into her new house, completing renovations and juggling the care of her baby. During 

this first interview, Kym identified that she had had only minor concerns for her baby, including 

tongue-tie and possible reflux, with Kym seeking advice from her midwife, friends and her 

family doctor, with none requiring any intervention.  

 

Arranging the second interview with Kym was delayed, as Emily was being investigated for a 

neuroblastoma. As a consequence, the interview took place when Emily was about 11 months 

of age and, not unexpectedly, Emily’s health, especially the incident regarding the 

neuroblastoma, was the main concern and dominated the interview. 
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Kym related that she had taken Emily to her family doctor for her four-month immunisations 

and at the visit the doctor had weighed Emily. 

we went to her six-week check-up at the doctor …and then it was her four-month 

vaccination…she hadn’t actually put on any weight in that time so she was born pretty 

big at the 85th percentile and was still at around the 85th percentile at her six weeks, but 

then didn’t actually put on any weight and that’s, they’re supposed to be having a 

growth spurt. So, she had crossed down into the 10th percentile... and he said failure to 

thrive. What!  He said she looks healthy everything looks to be working okay she does all 

the right responses, she’s eating and all that, …[but]it’s silly not to check this out 

because we do these measurements so we can find if something’s wrong, and she’s not 

tracking along normally so let’s just go to  the paediatrician 

 

The starting point to the incident was the family doctor weighing Emily and subsequently 

identifying the health concern. At this stage Kym herself was not concerned, as Emily was not 

displaying signs of illness and was feeding well, sleeping through the night and appeared to be a 

very contented baby. It may be possible that Kym’s lack of concern was underpinned by her 

relying on the doctor’s expert knowledge rather than her experience as a mother.  

In health literacy, an individual firstly accesses information, which then needs to be understood 

and actioned. Although the family doctor identified the concern, it was Kym who actioned the 

recommendation to take Emily to the paediatrician.  

we went to the paediatrician the week later and he again had a look and said she looks 

to be doing okay within herself. She’s calm, she sleeps, nothing that you’re telling me 

makes me think that anything is wrong, but by this point it’s several weeks that she 

hasn’t put on any weight... because she was eating … the paediatrician and the doctor 

both said she looks fine this might only be an anomaly. 
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Kym proceeded to take Emily for the blood tests, but remained unconcerned as again, the 

doctor, in this instance the paediatrician, was also unconcerned because Emily appeared well. 

When Kym returned to see the paediatrician a month later, Emily now five months old had 

gained some weight, but her growth continued to track downwards.  

At this visit the paediatrician reviewed her blood tests and found that, 

most of her blood tests looked okay. There was elevated ferritin level which means that 

her body’s fighting off an infection, but she hadn’t been looking sick at all um, so he said 

to just go and have some more blood tests done and we went and had them done at 

Westmead [children’s hospital]this time and, I think that was when they took a urine 

test as well. 

 

Again, Kym followed the recommendation of the paediatrician. But this time her actions 

included not just taking Emily for more pathology tests, but also having to travel to the hospital 

and navigate the hospital site. This navigation of health sites, such as hospitals, is also part of 

health literacy and individuals with low self-efficacy may feel that they are unable to access the 

health site and not follow the referral. Kym did not indicate that she any doubts about her 

ability to access the hospital.  

In between visits to the paediatrician, Kym returned to her family doctor for Emily’s six-month 

health check and immunisations, and again he felt that she looked healthy, but was just small. 

On returning to the paediatrician, he informed Kym that he had only reviewed the tests he had 

ordered a month prior that day, telling her that Emily had, 

tested positive for neuroblastoma, so you’re going to need to go and have some tests 

done. 

Not unexpectedly Kym felt completely blindsided, but not only by the diagnosis but also as she 

felt that she had no recollection that the paediatrician had ordered the tests for 

neuroblastoma, as he wasn’t telling me that anything was wrong. 
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The following week Kym and her husband went to a major children’s hospital for further tests 

on Emily that included an x-ray and ultrasound. At this stage Kym used the Internet to confirm 

what the paediatrician had told her about neuroblastoma. The medical imaging subsequently 

came back negative for neuroblastoma. But prior to receiving the results, Kym was contacted 

by the haematology department at the children’s hospital telling her that Emily had alarmingly 

low levels of vitamin B12 and that she needed to come into the hospital the following day.  

Again, Kym returned to the hospital for further tests to confirm the diagnosis and then to have 

a consultation with the haematologist, the fourth doctor that Emily had seen, who 

subsequently explained the role of vitamin B12 in the body. The haematologist determined that 

the low levels were as a result of Kym’s vegan diet and Kym also having very low levels of the 

active component of B124. Emily and Kym’s low B12 levels were treated through injections of 

B12, described by Kym as not pleasant, and both commenced on dietary supplements of B12.  

Up until this stage, Kym had only searched the Internet to confirm what the paediatrician had 

told her about neuroblastoma, but after seeing the haematologist, Kym asked a friend to search 

for journal articles relating to low B12 in children, to help increase her knowledge of its impact. 

Kym said that most of the articles stated that the worst outcomes for neurological delay were 

for babies that were exclusively breastfed to 12 months and/ or late identification, which made 

her feel a lot better as Emily had been eating family foods from four months; 

knowing we weren’t going to be in the worst case I mean luck always has a way of 

twisting things around, but we weren’t going to be in worst case because all these other 

things hadn’t happened, it had just, timing had worked out better. 

 

                                                           
4There are three carrier proteins involved in the transport of Vitamin B12 around the body – Intrinsic 
Factor (IF), transcobalamin (TC) and haptocorrin (HC). When transcobalamin and haptocorrin bind 
Vitamin B12 the resulting complexes are known as holotranscobalamin (HoloTC) and holohaptocorrin 
(HoloHC). Holotranscobalaminis the only form of Vitamin B12 that is taken up and used by cells of the 
body, hence it’s other name active B12. 
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As low B12 levels can affect muscles causing hypotonia, Emily started to be seen by a 

community paediatric physiotherapist and the following quotation sums up how she has 

progressed since her diagnosis: 

since we’ve put her on the B12 she’s like a new child. Didn’t realise anything was wrong 

because she looked okay, but she looks so much now. She wasn’t moving a lot she 

wasn’t... she’s just getting stronger. She still wasn’t putting any weight on her legs until 

oh she was about 8 months old and you just try and stand her on her legs and her legs 

wouldn’t take any weight at all, and she could roll over from front to back but that was 

it, ah and now she rolls both ways and rolls around and she’s sort of commando 

crawling. 

Rather than be a mere passenger on the journey, Kym started to actively increase her 

knowledge and improve her health literacy through a number of different strategies.  Following 

the positive test for neuroblastoma, Kym started to take notes and whenever she was sent a 

letter about Emily would read it, increasing her knowledge, and also take a copy to add to her 

folder stating: 

I have a very well-travelled Blue Book5 and a folder of medical letters and blood test 

results. 

When speaking to doctors or other health professionals, Kym would ask them to, as she 

described, 

Dumb things down to talk to me, because they speak to each other in code. 

As a result, Kym felt that communication with health staff improved and they provided more 

information because she was asking questions.  

While these are examples of how Kym increased her health knowledge regarding Emily’s health 

issues, health literacy can also include an understanding of how to navigate health services. At 

first Kym had no idea how to navigate around the children’s hospital but learnt how to make 

appointments and arrange collection of Emily’s B12 supplement from the pharmacy. Kym also 

now knows about the different services at the hospital from having to access them for Emily.  

                                                           
5Blue Book is the name commonly used for the NSW Health Child Personal Health Record  
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In this critical incident, what led up to the incident or the start point was the identification of 

Emily’s poor weight gain. The behaviour/actions focused on investigating the weight loss 

through medical tests, which required Kym to agree to undertake and complete, as well as 

return to the doctors for the results. The outcome was Emily being diagnosed with low B12 

levels and commencing treatment as well as physiotherapy. With the identification of these 

components, the critical incident was judged to be complete and able to be included in the data 

set for analysis. 
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Appendix 12: Journal Article 
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