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Introduction

The annual Breastfeeding and Feminism Symposia aim to reposition breastfeeding as
valued part of womenOs (re)productive lives and rights. The symposia are designed to raise the
profile of breastfeeding within the womenOs advocacy and feminist studiesO communities, and to
increase recognition among breastfeeding supporters that breastfeeding promotion could receive
more socio-political support by partnering with those concerned with womenOs reproductive
health, rights and justice, womenOs economic advancement, and the elimination of social,
economic and health inequities. The Third Annual Breastfeeding and Feminism Symposium
(September 24 and 25 in Chapel Hill, North Carolina) was co-hosted by the Center for WomenOs
Health and Wellness, UNC Greensboro (founding organization), and Center for Infant and Young
Child Feeding and Care, School of Public Health, UNC at Chapel Hill.

Although breastfeeding is well-established as a reproductive health imperative yielding
optimal health, development and survival outcomes for both mother and child, it is not fully
recognized as a feminist, womenOs rights or womenOs reproductive health concern. Most second
wave feminist scholarship and activism viewed breastfeeding as an optional choice equal to
formula feeding. Until very recently it was not recognized by the feminist community as an
important womenOs health issue (like natural childbirth) or a reproductive right (like

contraception or abortion). Too often, global support for womenOs rights has ignored the rights



and importance associated with womenOs roles as mothers, opting instead to concentrate
primarily on other important issues such as employment and reproductive freedom.

The 2007 symposium, OBreastfeeding and Feminism: Reproductive health, rights, and
justiceO was intended to stimulate discussion that would reveal areas of mutual interest across
these diverse communities, to serve as a catalyst for the development of coalitions to further
breastfeeding as a reproductive right, and to create the first steps in action planning. These
conversations were based on the following principles:

* breastfeeding is a sociatd biological process wherein women must have the right of
self-determination, as well as a public health imperative and reproductive right;

* ltis important to re-orient the paradigm wherein breastfeeding is a OchoiceO as opposed
to a OrightO and social justice issue, and ensure the social, economic and political
conditions necessary to promote success;

* WomenOs decisions to breastfeed should not result in the loss of their economic security
or any rights or privileges to which they are otherwise entitled.

This five-article series rearticulates the welcoming remarks, keynote and panel
presentations, and discussions that transpired. They are intended to reassert the momentum that
evolved among participants, and to stimulate involvement among individuals and organizations
not in attendance. Each presentation is presented with minor editing, and the discussion sections

are presented in summary.

Welcoming remarks

Bernadette Gray-Little, Vice Chancellor, UNC at Chapel Hill



On behalf of the University community, | welcome you to Chapel Hill. It is exciting to
have so many come together from around the globe to share their expertise, experiences, and
viewpoints on womenOs equality, reproductive health, and their needs as mothers.

This symposium is unique and truly multidisciplinary by design - uniting individuals
from many universities, academic departments, clinical services, programs, policy-making
bodies, and the local community - working together to heighten awareness of womenQOs
reproductive rightand their rights to social support for how they chooséeta feed their
children. When you return to your respective professions, we hope you will take with you a
broader understanding of these issues and a set of collaborative actions for repositioning
womenOs decisions and reducing the stigma associated with breastfeeding.

The UNC System is committed to fostering a supportive and positive campus
environment for everyone; therefore it is fitting and appropriate that we are involved in leading
this initiative. | wish your program continued success and look forward td'therdial
symposium. Thank you.

Barbara Cameron, Community Representative

Years ago, when | was taking WomenOs Studies classes and finding my political voice,
breastfeeding could not have been further off my radar. While | was energized about many
issues - reproductive rights in particular - breastfeeding was absent both from my personal
experience and from the academic and political discourse around me.

| would have been an easy convert to the cause. On the one hand, there are the well-

documented benefits of breastfeeding for both mother and baby. On the other hand, there are the



numerous barriers, on every level, that make breastfeeding challenging for so many women. If
that combination is not a recipe for a little young feminist action, | donOt know what is!

Now, years later, | could not feel more passionately about doing battle against the many
systemic barriers to breastfeeding success. But now my perspective is also informed by my
experience of nursing my own children. When | made the decision to breastfeed my first baby, it
was because | knew it was healthiest for her. But like so many things about motherhood,
breastfeeding was full of surprises; it turned out to be so much more than a way to get healthy
food into my baby, and became central to how | care for my children. In my experience,
breastfeeding and mothering are inextricably linked. Nourishing my babies at my breast
provided both a unique physical connection to my children and a powerful and healing
connection to my own womanhood.

| often hear of women who are unsuccessful in breastfeeding because of bad medical
advice, work arrangements that made pumping impossible, or because it was too daunting to
nurse in public in a culture that views breasts as sex objects. While | am saddened at the thought

of the Obenefits of breastfeedingO they are missing out on, it is really my heart that hurts.

Welcoming remarks were also provided by Suzanne Haynes, PhD, Director, US Office of
WomenOs Health and Alice Lenihan, RD, MPH, LDN, Director, Nutrition Services, North
Carolina Department of Public Health.

Keynote Presentation: New breastmilk in old bottles

Barbara Katz Rothman



Bear with me for a moment, and fill in the blanks below:
The rival brand to Pepsi is

Alittle jab intheribsisa .

Apuffonajointisa

A short funny story with a punch line is a

The white of an egg is the

Just about everybody answers that the white of an egg is the yolk. And, just about
everybody knows that is not true. The point of this exercise is to drive home the idea that what
we see/hear/think is very context-dependent.

And now, another thought exercise: Picture a small room, with one comfortable chair in
the center, and in that chair a woman with a baby at her breast. Please hold that image in your
mind through everything | now say. That room has several doors leading into it. Which door
you are coming in, Owhere you are coming from,O will shape what you see in that room. | am
going to identify just a few of the many doors from which we may be entering, and consider how
they shape what we see. Each of these doors represents a shared way of thinking, what we call
Oan ideology.O Ideologies are political; that is, they rest on a power base. When people
internalize ideologies, they become part of Ocommon sense,O what Oeveryone knows,O and what
needs no explanation. The doors, or ideologies, | am going to examine include patriarchy,
technology, capitalism, and race.

Patriarchy
Patriarchy is one of the easiest to understand of the ideologies that shape motherhood and

the understanding we bring when we open the door to that suckling woman. More than half the



world has someplace to stand, another reality ® womenOs reality D to contradict this particular
ideology. But, womenOs reality is not the dominant ideology, and womenOs view of the world is
overruled by menQOs view. Motherhood in a patriarchal society becomes what mothers and babies
signify to men. The term OpatriarchyO sounds almost quaint now, a relic of 19700s feminism.
But in anthropological work, the term technically means Orule of fathers,O not just rule of men.
And, when the subject is mothering, there is an important difference. Patriarchal kinship systems
rank paternity as the central social relationship: children are born to men, out of the bodies of
women, and women, in this system, bear the children of men. In such a system, because what is
valued is the relationship of men to their sons, women are a vulnerability that men have: to beget
these sons, men must pass their seed through the body of women.

Perhaps even more important in shaping what we see when we open the door to a
breastfeeding mother, in patriarchy it is the OseedO that is the essence, and nurturance is reduced
to Osoil,0 to Odirt,0 to meaningless background which can only take-away from, never add to, the
intrinsic value of the grown being. In pregnancy, and in their motherhood, women can only ruin,
hurt, destroy, damage their babies, or allow them to flower to the fullness of the essence they had
from their seed. Mothering in patriarchy - and reflected so powerfully in medical care - is a risk,
not an act of creation.

Technology

One definition of technology is that it is just a tool, not good and not bad, but just a
neutral tool that can be used for whatever purpose. Yet neutrality is not consistent with the other
attribute we ascribe to technology: its practicality. Technology is the application of science,

supposedly pure science, applied to practical ends. But as soon as one concedes that technology



is for something, then it is no longer neutral. The ideology of a technological society is not just a
package of tools, gimmicks, know-how; it is a way of thinking about the world in mechanical,
industrial terms. The use of mechanical, industrial metaphors influences so many aspects of our
lives: organizations working like Oclockwork,O people OprogrammedO to think in certain ways,
bodily Oplumbing.O With changing times, the prototypes for the machines change, and along
with it our fears and fantasies, from the runaway conveyor belt of a Charlie Chaplin film to
OHALO taking over in 2001.

And all this shapes how we see ourselves and our children. The world and all that it
contains, including our own bodies, ourselves and our children, become potential resources,
something tonake something of. \WWe build our bodies, sharpen our wits, and work on our
relationships - and on our children. Efficiency is a crucial value in such a system, and we apply
our ideas about machines to people, asking them too to be more efficient, productive, rational,
and controlled. When a doctor manages a womanOs labor, controlling her body with drugs and
surgery, it is precisely to make her labor more efficient, predictable, rational. And so it follows
that mothers push their babies onto a schedule D so that feeding the baby meshes into the Onine-
to-fiveO day. We organize our time, our days, our lives, and our relationships. We divide up
tasks, and do them in the most efficient way possible: perhaps one woman expressing milk,
another feeding it to the baby, in the interests of better Otime managementO for all.

Capitalism

The ideology of technology dehumanizes people by encouraging a mechanical self-

image: breasts, in this case, as machines for the production of milk - womenOs nipples and

babiesO lips as transport systems. Capitalism adds that not only is the body a collection of parts,



but these parts become commodities. In the United States the essential fluids of life B blood,
milk, and semen D are all for sale. There is a price tag on everything. Similarly, relationships
become services, available for purchase or hire. Need arms to hold a baby, need someone to
wield an alternative transport system for breast milk? Hire them. And, given the patriarchal
focus on the seed, now expanded to include the highly valued seeds of some (educated, upper
class) women, the nurturance work that is being hired is cheap and devalued.

Capitalism is an ideology as much as it is an economic system, and we see that in the
deep ways it influences our thinking and language in such a wide variety of areas. OChoice,O the
language of the marketplace, is the only acceptable language to use to demand individual respect
and autonomy. Second wave feminists saw that, and used it very effectively: feminism and self-
determination for women became a Ochoice,O and it is very difficult to argue against anyoneQOs
OchoiceO in a system ruled by this ideology. In such thinking, power is allowed to slip below our
radar: people have to be truly free to Ochoose,O and the power that would give them genuine
freedom - and thus meaningful choices - is not discussed.

Race

Raceand most assuredly racism, is itself an ideology, a way of thinking about and
ordering the social world. The American history of race is something we bring with us as we
open that door to a suckling woman. A 1993 Cultural Studies conference at the University of
Michigan used an image, taken from an advertisement for OUnited Colors of Benetton,O of a
black woman suckling a white baby. The UniversityOs Women of Color Task Force objected.
Patricia Williams was one of the people who responded to the controversy. What would it mean,

she asked, if we were to reverse the image, placing a black baby at the white breast?



Is there not something unseemly, in our society, about the spectacle of a white woman

mothering a black child? A white woman giving totally to a black child; a black child

totally and demandingly dependent for everything, sustenance itself, from a white

woman. The image of a white woman suckling a black child; the image of a black child

suckling for its life from the bosom of a white woman. The utter interdependence of such

an image, the merging it implies; the giving up of boundary; the encompassing of other

within self; the unbounded generosity and interconnectedness of such ajlinage

As a white adoptive mother of a child of African American descent, | have spent many
hours of my life staring at exactly that, my black baby suckling at my white breasts, and thinking
about it. What am | looking at in that reverse image? Unbounded generosity?
Interconnectedness? Some weird gendered version of white manOs burden? Genocide? A better
Benetton ad?

| cannot, still, after all these years and all this thinking, quite disentangle that image. But
the image of the white baby at the black breast, shanis an image with a powerful American
back story, the enslaved wet nurse, the woman whose own babies were allowed to hunger and
even die, as they nursed their little white charges. That is the image that many of us hold in our
heads as we look at a black or brown woman carefully defrosting the precious white milk of her
employer and feeding it B not at breast but with bottle B to the white child. That image and that
history shapes what we see when we see a suckling baby.
Feminism

Feminism itself is an ideology, a way of thinking about the world, and represented an

attempt D more or less successful b to grapple with each of these ideologies. Many would argue



that it was most successful in dealing with patriarchy, and so simply moved more women into the
position of fathers, exacerbating in many ways the problems brought to us by ideologies of
capitalism, technology, and most especially race.

But feminism must be seen as one of the doors we enter through. Many of us at the
symposium are very much the product of the feminism of the 19700s, and some of us B such as
Judy Norsigian representi@ur Bodies Ourselves - are themselves the causes and not just the
products of that feminism. That second wave feminism asked us to stand in all those places,
more or less critically, and think about mothering, and about breastfeeding.

My oldest child was born in 1974. | was strongly committed to a personally-empowered
home birth. But | very clearly remember reading OThe Womanly Art of BreastfeedingO while |
was pregnant, and thinking, Owell, | want to breastfeed anywayO - in spite of the good arguments
of La Leche League. lItis, frankly, much the way | feel about the current public health
arguments: | want women to breast feed anyway, however troubling the arguments and
propaganda being offered.

Conclusion: Why care?

The woman in that room is threatened. Breastfeeding rates are low, and getting lower
among some groups. [f it is not the sanctity of motherhood and womenQs ultimate feminine roles
that persuades me to try to keep her safe, and it is not the emphasis on Ohealthy babies,O that
persuades me, what is it then that | value about that image of a woman with baby at breast? We
were asked to think about that in this meeting, and | have been thinking hard.

| find myself thinking about it in terms that might seem quite unrelated. | have become

interested in food studies, and attended some meetings of late. At one, | found myself listening
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to a panel of artisanal food makers, people who were treating the production of food as
something of deep cultural and social worth. They were a bit unclear about what specifically
they were valuing: the individualized small production? Not necessarily. The classic,

traditional techniques? Not always. As | listened to them try to decide what was the OessenceO
of artisanal food production, what made it meaningful, | was reminded of the ways that

midwives talk about birth. Some work in big impersonal hospitals, and yet still claim to be
practicing something that should be called midwifery. Some use newer technologies and
interventions. Some work in groups and find themselves attending women they never met
before. What is it that they are clinging to that marks the essence, the essential truth of
midwifery?

And that is the question | hear at this conference, and among the breastfeeding
community in general P lactation consultants, La Leche League people B what are we clinging
to? If we lose breastfeeding, they are saying, something precious will be lost. This is, | do
believe, not all about rationality, though we cling to that, as do the artisanal food makers and the
midwives. We can make good strong arguments from the perspective of health, of outcome, of
good scientific data. And yet, if they perfected commercial industrial food products, if they
perfected cesarean sections, if they perfected artificial breast milk supplements b if all of these
were made just as safe and healthy as the OnaturalO alternatives B | would be left without some of
the good arguments | use, but | would not be satisfied. We can make claims to health and to
choice: but they are rationalizations we are using because D at root, fundamentally -- we believe
that the woman in that room with the baby at her breast represents something precious and

valuable.
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We need to make what arguments we can; we need to draw on whatever works in our
society; but | think we also need to be honest with ourselves. We need to think hard about where
are we coming from and what we are hanging on to, what we can use buusat beas we
move ahead, as we try to make that room a safe space.

Discussion

During the discussion participants talked about the different ways that we value
breastfeeding and its promotion. Different Oways of valuing breastfeedingO include loving the
process, the mammalian-ness of breastfeeding, its role in helping our culture and society become
more sustainable, being amazed by our biology, and its role in nurturing. There was general
consensus that promotion efforts need to extend beyond OchoiceO and OriskO rhetoric. One
participant suggested promoting breastfeeding as a Oright to embodied personhood.O Barbara
Katz Rothman reiterated that Oit is important that we donOt always fall back on OchoiceOE.
Margaret Sanger used eugenics as an argument because it was available and convincing. It
would have been good if she had pre-considered how far to go with this argument. Nonetheless,
it is true that we need to use the tools at hand. We need to emphasize the importance of
culturally valuing nurturing. The fact that our lowest-paid workers are nurturers suggests that
our culture does not value nurturing as much as it values milk.O Finally, another participant
noted that, Onurturance needs to start well before birth B we need to teach our daughters to love

their bodies.O

Panel: Breastfeeding in the context of the reproductive continuum

Birth intervals and family planning in the reproductive health continuum

12



Panelist: Herbert B. Peterson
Commentary by: Miriam H. Labbok and Emily C. Taylor
Introduction

An adequate interval between births is critical for attaining optimal maternal and child
health outcomes. This presentation begins with a brief history of the international dialogue
around family planning within the context of reproductive health specifically and human rights
more generally. WHO recommendations and recent research on optimal birth timing and

spacing, and their relationship to breastfeeding will be discussed.
Recent history

In 1994, 179 nations participated in the International Conference on Population and
Development (ICPD) and agreed that, 1) societal and economic development cannot occur in the
context of imbalanced and/or out of control population growth; and 2) empowering women and
satisfying basic educational and health requirements (including reproductive health) is essential
for individuals and populations to achieve a level of growth that can be supported socially and
economically. It was noted that reproductive health is also one aspect of reproductive rights, and

therefore human rights by extension [1].

The resulting OProgramme of ActionO concentrated on meeting individualsO rights and
needs rather than on setting or reaching population-level targets. The two Ocornerstones of
population and development policiesO that emerged were Oadvancing gender equalityO and
Oensuring womenOs ability to control their own fertility.O The group defined Reproductive

Health as Oa state of complete physical, mental, and social well-being and not merely the absence
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of disease or infirmity, in all matters relating to the reproductive system and to its functions and
processes. Reproductive health therefore implies that people are able to have a satisfying and
safe sex life and that they have the capability to reproduce and the freedom to decide if, when,

and how often to do soO [1].

Six years later, in September 2000, the United Nations Millennium Declaration was
created as a call to Ofree our fellow men, women, and children from the abject and dehumanizing
conditions of extreme povertyO [3]. Every nation in the world agreed to mobilize around eight
Millennium Development Goals (MDGS) in support of this overarching objective. Family
planning is an essential element in nearly every MDG, and therefore warrants global attention

[4]. (See Figure 1.)

Figure 1. Millennium Development Goals [4]

Eradicate extreme poverty and hunger.
Achieve universal primary education.

Promote gender equality and empower women.
Reduce child mortality.

Improve maternal health.

Combat HIV/AIDS, malaria, and other diseases.
Ensure environmental sustainability.

Develop a global partnership for development.

©ONo Ok wh R

In 2004, the World Health Organization (WHO) published its Reproductive Health
Strategy, which includes a description of the gaps between the MDGs and the current situation as
well as identified obstacles to achieving the goals [5]. The Strategy underscores that reducing
child mortality rates and improving maternal health are both essential in their own rights, and for
their contribution to achieving all eight goals.

Recommendations for optimal birth spacing and review of recent research
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A technical consultation on birth spacing followed the 2004 WHO meeting, the primary
outcome of which was a recommendation to delay pregnancy following live birth for at least 24
months in order to reduce the risk of adverse maternal, perinatal, and infant outcomes; and to
delay conception following spontaneous or induced abortion a minimum of six months [6].
Subsequent research has supported a minimum 24-month birth interval, and provides some
evidence that intervals of three to five years may be associated with additional health benefits.
However, clinically, the risks of advancing maternal age must be considered in advising the
individual [7-11].

Birth intervals, family planning and breastfeeding

Adequate birth intervals are essential for decreasing maternal, infant and child morbidity
and mortality, so, today, when the natural impact of sustained lactation cannot be relied upon for
adequate birth intervals, contraceptive use is essential. Unfortunately, no methods are as yet
universally available, some have questionable side effects and long-term consequences, and
others are simply too difficult to use consistently. However, a method based on the physiology
of breastfeeding, the Lactational Amenorrhea Method (LAM), is a safe, effective, accessible, and
cost-free family planning option [12]. (See Figure 2.) To use LAM, a woman must not have had
menses return, and be fully or nearly fully breastfeeding. LAM offers addition cost-savings by
avoiding the costs of formula-feeding (coupled with the need for synthetic contraceptives in the
months postpartum), and thus contributes to socioeconomic stability, which is the overarching
objective of the Millennium Development Goals.

Breastfeeding delays fertility return after pregnancy by suppressing ovulation. Based on

extensive research on the topic, the approximate annual pregnancy rates if:
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* Using LAM =<1-2%

* Full breastfeeding, amenorrheic, <6 months postpartum = 2-5%
* Full breastfeeding and amenorrheic ! 5-10%

* Breastfeeding (non-exclusively) and amenorrheic ! 15%

* Breastfeeding (non-exclusively) with menses ! 40%

* Not lactating ! 60%

After the return of menses or after supplemental feeding becomes a routine, it is
important to begin a complementary family planning method to ensure adequate birth intervals
[12]. The WHOOs OEvidence Based Guidelines for Family PlanningO articulate three categories
of contraceptive choices [13]. Category one is highly recommended, and includes barrier
methods (diaphragms and condoms), spermicides, intrauterine devices, natural family planning,
vasectomy and tubal ligation; category two includes progestin-only methods, which have a
negative impact on lactation in some circumstances; finally, category three includes methods
containing estrogen, which are also shown to reduce lactation. Providers and women are advised
to review OMedical Eligibility Requirements for Contraceptive UseO before recommending or
prescribing any family planning method in order to prevent adverse health outcomes.
Conclusion

WomenOs ability to control their own fertility is paramount in contemporary efforts to
improve maternal and child health outcomes, and inherently protect basic human rights of the
most vulnerable populations in the world. Supporting women in achieving adequate birth
intervals (at least 24 months and/or between three and five years) is an important strategy to

decrease odds of maternal, infant, and child morbidity and mortality. Breastfeeding warrants
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further attention in the reproductive health continuum due to its tremendous potential for
ensuring adequate birth intervals, providing optimal nutrition to infants and young children, and

supporting socioeconomic development in families, communities, and nations.

Panel: Breastfeeding in the context of the reproductive continuum
Listening to Mothers II: Selected results on intrapartum care and breastfeeding from the
second national U.S. survey of women’s childbearing experiences
Maureen Corry

| am pleased to be at this important symposium, and to have the opportunity to share
results of Childbirth ConnectionOs second natibiahing to Mothers II, a survey of womenOs
childbearing experiences [14]. Sharing survey results with this audience is especially important
given the increasing recognition that practices during labor, birth and very early in the
postpartum period affect breastfeeding initiation and success [15]. Practices with proven harmful
consequences for breastfeeding include epidural anesthesia, cesarean surgery, and routine
separation of mothers and babies following birth [16]. Survey findings about womenOs
experiences with these and other hospital practices may explain the troubling drop-off between

first-time mothersQ intention to breastfeed and exclusive breastfeeding one week later.

The Listening to Mothers II survey, conducted by Harris Interactive, provides an
unprecedented view of the experiences of childbearing women and their infants in the United
States. The second survey retained and further-explored many core topics from the first
Listening to Mothers survey [14], and covered additional topics regarding experiences from pre-

pregnancy through the postpartum period. TRening to Mothers II survey methodology,
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available at http://www.childbirthconnection.org/listeningtomothers/, was designed to target

women aged 18 to 44 who gave birth to a single baby in a U.S. hospital in 2005.

Some results indicate that womenOs maternity experiences were generally on track. Most
women initiated prenatal care early in pregnancy and when they wanted to, were confident about
knowledge of premature labor, and experienced supportive care during labor. However, the
results also suggest areas that need improvement. Most women experienced multiple labor and
birth interventions with various degrees of harm including intravenous fluids (80%), continuous
electronic fetal monitoring (76%), epidural and/or spinal anesthesia (76%), and bladder catheters
(56%). Over half (52%) experienced elective delivery, defined as induction of labor or planned
cesarean section carried out before labor began [17]. A substantial percentage experienced
medical intervention to induce labor (41%), synthetic oxytocin to speed labor (47%), artificial
rupture of membranes (47%) to speed labor, and episiotomy (25%). Overall, 68% of participants
had a vaginal birth, while 32% had a cesarean section, evenly split between primary and repeat
cesarean. Although 45% of women with previous cesareans were interested in the option of
vaginal birth after cesarean (VBAC), 57% of these women were denied the option due primarily

to caregiver (45%) or hospital (23%) unwillingness. The VBAC rate was just 11%.

While these interventions may benefit selected mothers with specific concerns, they are
ill-considered as routine procedures among healthy women, as they may unnecessarily expose
them to harm with marginal or no benefit. For the majority of childbearing women who are
healthy and at low risk for complications during pregnancy and childbirth, the safest and most
effective care promotes, protects, and supports physiologic labor, breastfeeding, and

attachment, and uses interventions only when there is clear need [18].
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Half of the respondents agreed that giving birth is Oa process that should not be
interfered with unless medically necessary,O while the remainder was uncertain or disagreed.
Nonetheless, almost all survey mothers experienced multiple interventions while giving birth

and just 10% of respondents indicated having refused to accept any care offered to them [18].

We were also interested in womenOs views on how much information they thought they
should be given about complications of medical interventions before being asked to make
decisions. Not surprisingly, in line with their legal right to informed consent, virtually all
mothers wanted to know all or most complications before consenting. However, even the
mothers who had labor induction and cesarean section were poorly informed about several
potential complications. This raises serious concerns about the adequacy of informed consent
processes throughout labor and birth. In addition, 17% of mothers who were induced and
25% of cesarean mothers said they felt pressure from a health professional to undergo the
interventions; 73% of women who had episiotomy (73%) reported not having a say in the

decision.

Survey results also indicate that many mothers experienced hospital practices known to
interfere with breastfeeding. During the first hour after birth, almost 50% of babies were
primarily with staff, including 39% for routine care. For those babies who were with their
mothers, the mode of delivery had a great impact. Among women having vaginal birth, the
babies were with them 43% of the time, as compared to women having cesareans who had

their babies 14% of the time. Overall, only 63% of babies roomed-in with their mothers.

Although 61% of mothers at the end of pregnancy said they wanted to exclusively

breastfeed, just 51% were doing so one week after birth. Among mothers who intended to
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exclusively breastfeed, 66% were given free formula samples and/or offers, 38% of their
babies were given formula or water supplements and 44% were given pacifiers by hospital
staff. These experiences may explain the troubling drop-off between mothersO intentions to
exclusively breastfeed and the actual rate of exclusive breastfeeding one week after birth, a
missed opportunity for over 400,000 mother-baby pairs annually in the United States.

Mothers reported some positive breastfeeding-related experiences of note: 77%
of mothers said postpartum staff helped them get started with breastfeeding, and most
encouraged breastfeeding on demand.

Our maternity care system is failing to provide care that many mothers want and that is in
the best interest of mothers and babies. The typical childbirth experience has been transformed
into a morass of wires, tubes, machines, and medications that leave healthy women unable to
move around, vulnerable to high levels of surgery, and burdened with breastfeeding challenges

and health concerns while caring for their newborns.

We face many challenges in achieving the 6 aims for quality improvement identified in
the Institute of MedicineOs landm@bkssing the Quality Chasm report: health care should be
safe, effective, patient-centered, timely, efficient, and equitable [19]Lifeging to Mothers
national surveys identified many opportunities to improve maternity experiences through policy,
practice, education and research. Our survey highlighted the need for care that increases
childbearing womenOs control over what is happening to them and that fully supports them in
their decisions and choices. They need better access to a range of care options including care
providers, care settings, family participation, labor companions, help with labor pain, mode of

birth, and effective breastfeeding support. Lastly, they should have access to full and accurate
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information about benefits and harms of specific procedures, drugs, tests, treatments, and
alternatives so they can make informed decisions about their care from pre-pregnancy through

the postpartum period.

Many groups share responsibility to meet this challenge, including policy makers, public
and private purchasers, administrators, advocates, clinicians, educators, researchers, journalists,
and women themselves. With the will and the skill, we can seize opportunities to provide all
women and babies with safe, effective, and satisfying maternity care that promotes, supports and

protects physiologic childbirth, breastfeeding, and mother-baby attachment.

Panel: Breastfeeding in the context of the reproductive continuum

Breastfeeding: “The fourth trimester” and the best start for motherhood
Mary Rose Tully

Childbirth is often considered the conclusion of the reproductive continuum; however
breastfeeding is actually its more natural conclusion, as well as the beginning of an important
new phase called motherhood. Since breastfeeding completes the childbearing cycle, it may be
considered the Ofourth trimester.O The physiologic changes that are characteristic of conception,
pregnancy, and birth continue throughout lactation. This is exemplified by the dual function of
oxytocin, which is triggered by the motherOs emotional responses to her baby. Oxytocin
stimulates both the milk ejection reflex and uterine contractions in the immediate postpartum
period to return the uterus to its non-pregnant state. Likewise, lactational amenorrhea allows
womenOs bodies time to recover before conceiving again, and gives the baby a chahee to be
baby. The fat stores are automatically laid down during pregnancy to support milk production.

Most women who breastfeed shed their extra pregnancy weight easily.
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Breastfeeding can also support healthy emotional adjustment for both mother and baby.
The hormones of lactation foster attachment and trigger feelings of relaxation and wellbeing for
mothers. Research has also shown that, breastfeeding mothers are less likely to experience
postpartum depression. Breastfeeding continues to reaffirm the motherQOs place as primary
caregiver of the infant as she meets her childOs needs. Many mothers report that shortly before

their babies waken or when the baby cries their breasts begin to tingle or leak milk.

Beyond the physiologic and emotional factors, breastfeeding is also an important
introduction to motherhood sociologically. For example, women remember their breastfeeding
experiences long after their children are grown. Almost all mothers have a rationale for why
they did or did not breastfeed, and often express strong emotions around this decision.
Furthermore, women often express a sense of sadness or disenfranchisement if they did not
breastfeed or weaned due to someone elseOs decision, which suggests the important role

breastfeeding plays in development of maternal identity.

At the same time, breastfeeding is frequently shrouded in mystery, even for maternal and
child health professionals. Concerns about milk supply, which are often unfounded, and myths
about what affects milk production and infant weight gain prevail across cultures, including
those considered breastfeeding friendly. Research suggests that few health care providers have
the training to be comfortable or competent in providing breastfeeding support. Healthcare
providers generally do not have the training for protecting breastfeeding, nor do they recognize it

as a responsibility.

These views stem from what | call the Oblack boxO view of breastfeeding, the

phenomenon which underlies everything from the myths and beliefs that have evolved around
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breastfeeding to the lack of healthcare provider education. When breastfeeding works,
something magical has happened; but if there is a problem, the mother is presumed to have done
something wrong. Few professionals take the time to learn about human lactation or the infantOs
contributions to feeding dynamics. In most nursing, medical, and public health schools,
breastfeeding, a practice with significant long-term health consequences for both mother and
baby, is only touched upon in add-on lectufdsne permits. Many healthcare professionals
abdicate responsibility for breastfeeding promotion and support within the normal reproductive

continuum, which can lead to everything from inappropriate advice to untimely weaning.

Breastfeeding is not integrated into normal health care. It is typically regarded as a
lifestyle choice, rather than an important health behavior. There is no screening tool for risk of
breastfeeding problems such as those for perinatal mood disorders; breast health questionnaires
do not include breastfeeding history; and rarely is breastfeeding considered when recommending
family planning options. Breastfeeding is typically seen as an accomplishment swhéch

womenare able to achieve, not a normal or significant part of childbearing.

Separating breastfeeding from the reproductive continuum allows healthcare providers to
absolve themselves of responsibility for providing appropriate clinical support. Pediatricians are
concerned with feeding babies, but not typically viiéh or what babies are fed. Likewise,
lactation is not considered a significant factor in a womanQOs health. When the care of mother and
baby are separated, or breastfeeding is viewed as either just for the baby or a motherOs

accomplishment, both mother and baby suffer.

Questions many are asking, which we will address at this symposium include: Is

breastfeeding a lifestyle choice or a health behavior? Is breastfeeding a responsibility for
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mother, health care providers, or society more generally? Which health care providers need to
take responsibility? |s breastfeeding a right for mother, baby, or both? Where does
breastfeeding fit within womenOs reproductive rights? Personally, | think it is time to consider

breastfeeding reproductive rightnd a health imperative for which we are all responsible.

Discussion

Discussion focused on the need to reduce medicalization of childbirth without increasing
risks of poor maternal or children health outcomes. As one participant commented, Othere is no
guestion that the medicalization of childbirth can be a real nightmare, but many are nasve about
actual risks of childbirth, and need to remember that some of these things we donOt like are
intended to reduce risks, and prevent the situations that Bert Peterson talked about in his
presentation.O Given that there are risks to both over- and under-use of medical procedures,
women need to be informed and allowed as one person said, Oto make choices within the values
and contexts of their lives.O We also need to use evidence to change practices that have no
proven benefit, but are used as Ostatus quoO and/or defensive medicine.
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