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Proceedings of breastfeeding and feminism: A focus on reproductive health, rights and 

justice II. Women’s rights and experiences: A framework for action  

Paige Hall Smith, Emily Taylor, Miriam Labbok (eds.)

Introduction

The papers in this section highlight the importance of using the construct of “rights” 

instead of “choice” to frame breastfeeding practices and policies, questioning dominant cultural 

values that influence women’s and health care providers decisions surrounding breastfeeding, 

and valuing women’s experiences as we move forward with breastfeeding promotion. 

Panel: Women’s personal liberty

 Women’s liberation and the rhetoric of “choice” in infant feeding debates

Bernice L. Hausman

     I began to prepare this presentation with the idea that choice, as a concept, has been 

appropriated by infant formula companies in connection with womenÕs liberation.  What I found 

on internet sites put up by Ross Laboratories, Mead Johnson, and Nestle/Carnation, was a bit 

different.  On their websites, they present Òthe choice to feed a baby with infant formulaÓ as 

being increasingly under fire, presumably by strong medical evidence about the health 

contributions of breastfeeding.  

Current rhetoric from formula company websites articulates choice defensively, or with 

qualifiers about what is actually important in infant feeding.  For example, in some articulations, 

love is more significant than breast milk or formula, which displaces the choice altogether onto 

the question of maternal emotions and, at some level, fitness.  Implicitly, thereÕs the sense of 

attack - if you feed with formula, you do not love your baby enough.  The response, then, is to 
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argue that it is love thatÕs that counts in infant feeding and care, not what goes into baby.  

Palpable in this rhetoric is the sense that mothers feel burdened by the need to demonstrate that 

they are good mothers by the fact that they love their children.  

      Important in these materials is the notion of an Òinformed decisionÓ to breastfeed or feed 

with formula.  The information on each site about advantages and disadvantages of each choice 

exists to help mothers make these Òinformed decisions.Ó  However, the notion of an informed 

decision is undermined by the idea that decisions about infant feeding are made by the heart, not 

the head: in the end, information is not really the deciding factor.  For example, on Mead 

JohnsonÕs Enfamil website, after the discussion of ÒChoosing to Breastfeed,Ó the page ends with 

the following statement: ÒNow that youÕre familiar with some of the advantages of breastfeeding, 

you have the added advantage of making an informed decision.  In the end, of course, youÕll do 

what your heart tells you.  You canÕt go wrong.  After all, thatÕs the organ thatÕs pumping out all 

that love for your babyÓ [1].  

      Another Enfamil web page discusses ÒItÕs Your FamilyÕs Decision:Ó ÒOnly mom and dad 

know what will work best for their family.  So, be confident in the choice that you make.  The 

best way to deal with people who question your choice is to simply tell them, politely but firmly, 

that you have discussed how to feed your baby with your babyÕs doctor.  Feel good about your 

decision and be confident your baby is getting the essential nutrients he needsÓ [2].  Reading this 

I imagine what discussions of abortion would be like in the same register: ÒLook, IÕve discussed 

my decision to terminate this pregnancy with my doctor and she agrees itÕs a good idea, healthy 

for me.  ItÕs the right decision for my family as well.  IÕm confident in this decision so you need 

to butt out.Ó
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 The representation of ÒchoiceÓ or ÒdecisionÓ concerning infant feeding in these product-

oriented informational sites clearly echoes some aspects of the discourses of reproductive rights 

struggles.  Some feminist historians have struggled with the concept of choice with respect to 

abortion rights, seeing it as a figuration of consumerism right from the 1970s, when Roe v. Wade 

made abortion legal.  Rickie Solinger has shown that ÒchoiceÓ (as a concept) obscures the 

importance of rights with respect to abortion and reproductive freedom.  In an article ÒPoisonous 

Choice,Ó and her subsequent book Beggars and Choosers, Solinger criticizes the use of ÒchoiceÓ 

to articulate abortion rights, and demonstrates how ÒchoiceÓ operates to stratify mothers into 

categories of good and bad choosers (i.e., good and bad mothers).  First, she demonstrates how 

the concept of ÒchoiceÓ moved abortion rights from a rights framework to one focused on 

women as consumers, arguing that choice was already being used in terms of consumer privilege 

with respect to reproductive rights in the initial aftermath of Roe v. Wade.  The use of ÒchoiceÓ 

instead of Òabortion rightsÓ made an alliance between the right to control oneÕs fertility through 

pregnancy termination with the consumerist connotations of Òchoice.Ó  Any decision a woman 

makes about reproduction thus becomes vaguely connected to her ÒrightsÓ as a consumer, rather 

than her rights as a human being [3].

      Then Solinger argues that the articulation of abortion rights as ÒchoiceÓ opened up the 

possibility of women being criticized for making wrong choices.  The rhetorical links of ÒchoiceÓ 

to consumerism, and the ability to turn the discourse of choice into one of blame led to  ÒchoiceÓ 

becoming a very narrow political slogan that foregrounded the experience of middle-class 

women and made all other women vulnerable, because what are construed as ÒrightsÓ in this 

scenario turn out to be privileges available to very few [4].
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      So what are the links between formula use and womenÕs liberation, then?  Is there no 

connection between infant feeding choice and womenÕs freedom?  It seems to me that there does 

not need to be a rhetorical link made by infant formula companies between replacement feeding 

and maternal freedoms.  The link exists materially in the structure of market work.  In a recent 

Òworking paperÓ published in 2007 by the National Bureau of Labor Statistics.  Albanesi and 

Olivetti demonstrate that life decisions and practices associated with increasing freedom for 

womenÑlargely understood as participation in waged laborÑwere made possible by 

technological advances perceived to free women from domestic burdens, including the 

reproductive burden of breastfeeding [5].  The resurgence of breastfeeding since 1970 has 

occurred in the context of womenÕs increased labor force participation, which means that 

breastfeeding is configured as a ÒchoiceÓ to be made against a structure - market work - that 

became available to women largely when they stopped breastfeeding.  Since replacement feeding 

was believed to solve the problem of mothersÕ embodied responsibility to feed their babies, other 

kinds of solutions to mothersÕ market work were not structured into the economy.  Thus, Òinfant 

feeding choiceÓ is figured as a personal decision, which is why, as Albanesi and Olivetti remark, 

while the rate of breastfeeding initiation in 2004 Òis comparable to those observed in the 1920s, 

the duration of breast feeding is now much lowerÓ [5].

 Additionally, by identifying the development and marketing of infant formulas as a 

necessary corollary to womenÕs increased involvement in waged labor, Albanesi and Olivetti 

demonstrate how infant formulas are linked to perceptions of womenÕs liberation.  In the United 

States, liberation and freedom are connected with economic self-sufficiency.  In breastfeeding 

advocacy we see how much economic self-sufficiency makes breastfeeding a difficult practice to 
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sustain for most women [5].  This is why, in my view, the structure of market work is one thing 

that must change in order to accommodate true maternal freedom, which in my view, involves a 

relatively unconstrained ability to breastfeed oneÕs children.

      What would real liberation for mothers entail?  Structural changes to market work and 

greater social provisions, sponsored by the state, for mothers and their families, would lead to 

increased freedoms for mothers.  However, even societies with generous maternity provisions 

continue to identify breastfeeding as a risky behavior, thus perpetuating a widespread distrust of 

nursing.  This suggests that instituting breastfeeding as a norm will entail cultural changes in the 

way we think about women and their bodiesÑin public spaces, as nurturers, as sexual beings, as 

autonomous adults who are nevertheless physically connected to infants.  Most perceived risks 

about womenÕs bodies as breastfeeding mothers surround anxieties about modern maternity.  

Cultural change is needed, as feminism has always argued, to perceive women as responsible 

individuals fully capable of living their lives as free people.  What we need to do is find new 

definitions of freedom that incorporate dependence, chance, and connectedness as essential and 

ordinary, so that womenÕs rights as mothers are not abrogated by normative expectations of their 

fitness to carry out those roles.

      Significantly, liberation is not choice.  If Rickie Solinger is correct, ÒchoiceÓ has only 

meant the right of access to abortion for middle class women, and thus it has never really meant 

choice, nor rights, in a universal sense.  ÒChoiceÓ in infant feeding method has not liberated 

women from the burdens of maternity, although many women have benefited from entry into 

waged labor made possible under current constraints by replacement feeding.  It is possible that 

the pressures felt by women who do not breastfeed - who feel that others look at them as if they 
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have made a Òbad choiceÓ - are a legacy of the way choice rhetorically operates in relation to 

motherhood, functioning to distinguish mothers who choose well from those who do not.  Since 

we know that the constraints on breastfeeding are far harder to overcome for poor women, young 

women, women of color, and women with less education than for those women with education, 

resources, and more life experience, we can apply SolingerÕs analysis of abortion to infant 

feeding and notice that ÒchoiceÓ operates similarly to distinguish women who make Ògood 

choicesÓ from those who do not, as if those choices are unconstrained.  It is our responsibility, as 

feminists, to identify the constraints that reveal the ÒchoiceÓ itself to be not so much a choice but 

a class privilege, and then to figure out how to challenge the status quo that makes it so.

Panel: Women’s personal liberty

Lactation counseling effect on maternal anxiety and infant feeding plan after preterm 

delivery

Paula M. Sisk

  Breast milk feeding during hospitalization mitigates the short and long term morbidity 

experienced by premature infants [6-8].  Infectious diseases to which premature infants are 

especially vulnerable, including life-threatening necrotizing enterocolitis, occur less frequently 

when they receive breast milk [9-11].  Also, breast milk feeding is associated with shorter time to 

reach full enteral feeding and higher scores on developmental indices [12].  The positive effect of 

breast milk on health outcomes for infants born prematurely is most likely due its unique 

properties which promote maturation of the gastrointestinal, nervous, and immune systems [13].  

 Despite the beneficial properties and health benefits of breast milk, in the United States, 

lactation initiation among mothers who deliver prematurely is lower than among mothers who 
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deliver at term [6-8].  African-American women and women with low socioeconomic status are 

more likely to deliver prematurely and less likely to breast feed [14-16].    In addition, for those 

who initiate breastfeeding, the duration is often short [17].  As a result, infants who are at 

greatest risk of health complications from prematurity, are at greatest risk of low breastfeeding 

initiation and duration.  

  One contributing factor to low breast milk feeding may be the reluctance of medical staff 

to actively promote milk expression for mothers who state that they plan to formula feed their 

infants.  Medical personnel are concerned that these mothers will feel guilty or coerced, which 

may result in additional stress and anxiety if they are unable to establish and maintain milk 

supply.  There is emerging evidence that mothers are amenable to suggestions to change their 

initial formula feeding plan after preterm delivery and that this can occur without coercion or an 

increase in  maternal anxiety [18, 19].  Despite this evidence, universal counseling and support is 

not provided in every hospital or neonatal intensive care unit to mothers who state that they plan 

to formula feed.  Consequently, when mothers deliver prematurely they may never receive 

information on the special benefits of breast milk for their infants or the practical assistance 

needed to express breast milk.

  To address the concern that asking mothers to provide breast milk after preterm delivery 

would increase maternal anxiety, my colleagues and I studied both mothers who planned to 

breast feed (n = 115) and mothers who planned to formula feed (n = 85) who delivered a very 

low birth weight infant [12].  The main goal of the study was to determine if providing 

counseling on the benefits of breast milk and assistance with collecting and storing milk to 

mothers who had planned to formula feed prior to preterm delivery would result in increased 
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maternal anxiety and stress [18].  We found that mothers who planned to formula feed were more 

likely to be single, have low incomes and low educational attainment.  The mothers who planned 

to formula feed before counseling had similar pre- and post counseling anxiety scores, measured 

with the State Trait Anxiety Inventory, and their anxiety levels were comparable to the levels of 

mothers who planned to breastfeed.  Stress levels after counseling, measured with the Parental 

Stress Scale: NICU, were also similar for both groups.

 The counseling provided in this study was associated with high lactation initiation and 

breast milk intake of the infants.  After lactation counseling, 85% of the mothers who initially 

planned to formula feed initiated milk expression and their infants received at least 50% of their 

infantsÕ enteral intake for the first three weeks, 49% for the fourth week, and 33% for the entire 

hospitalization.  This study suggests that many mothers who planned to formula feed will 

express breast milk after preterm delivery without experiencing an increased level of anxiety or 

stress.      

Breast milk provides important benefits to premature infants, and mothers who deliver 

prematurely respond positively to lactation counseling.  Counseling that includes information 

about the benefits of breast milk and assistance with milk expression is effective at increasing 

breast milk intake without causing increased maternal anxiety or stress.

Panel: Women’s personal liberty

Got Milk? Not in public!

Jacqueline Wolf

 When I was growing up in the 1960s my best friendÕs father was an obstetrician.  This 

was the heyday of formula feeding and my friendÕs father, even with his vast experience in 
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womenÕs reproductive health, had virtually no experience with breastfeeding.  His expertise 

continued to be so negligible, in fact, that when my friend nursed her newborn son in front of 

him in the early 1980s - this is his first grandchild being nursedÑhe watched for a minute and 

then he said to his daughter, ÒThat will ruin your breasts you know.Ó  When my friend called to 

report this comment to me sometime later, she was still bewildered.  She asked me: ÒWhat does 

he think breasts are for?Ó  

Her story captures the essence of why breastfeeding in public is such a controversial topic 

in American culture.  Americans think breasts are primarily for enhancing sexual activity, which 

results in widespread discomfort when they are reminded that breasts go into babiesÕ mouths.       

While our culture defines breasts primarily as enhancing sexuality, other cultures emphasize the 

Òsexiness,Ó if you will, of other body parts: buttocks, hips, shoulders, feet.  It varies according to 

culture, since sexual appeal and attractiveness is always culturally defined.

Yet, American obsession with breasts is so unique that it is often puzzling to people from 

other cultures.  One of my graduate students who conducted field work in Samoa reported to me 

that when she told a Samoan woman that American men like to suck on womenÕs breasts, the 

Samoan was amazed.  She asked my student, with genuine interest and concern, ÒDo American 

men like to pretend theyÕre babies?Ó  That is how strictly Samoans define the purpose of 

womenÕs breasts.  In many countries, Somoa among them, breastfeeding in public is as mundane 

an activity as public conversation: no one is concerned when women use their breasts in public 

for their intended purpose: to feed babies.

 My purpose today is not to argue that we should think more like Samoans, but to point 

out that the American obsession with breasts has consequences most Americans fail to consider: 
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ready access to human milk is vital to babiesÕ short- and long-term health.  We are all a!ected 

by our cultureÕs sexual emphasis on breasts and our consequent discomfort 

with breastfeeding in public.   While people from other cultures often Þnd this 

controversy inexplicable, the reasons for the controversy are obvious to 

AmericansÑeven those of us who fully support breastfeeding in public.  We 

understand that many equate public breastfeeding with lewd behavior.  However, 

equating breastfeeding with vulgarity has dire consequences; this attitude lowers the countryÕs 

breastfeeding rates which in turn affects womenÕs and childrenÕs short and long-term health.  If 

women are made to feel uncomfortable with public breastfeeding, breastfeeding becomes 

difficult, if not impossible, to sustain.  Women who have successfully breastfed for long periods 

of time know that unless women can feed their babies anytime, anywhere, theyÕre going to end 

up housebound.  And itÕs the rare American woman who is willing to be housebound for months 

on end.  So, many women give up breastfeeding early on and opt for the bottle.

 Here are the statistics: 70% of new mothers initiate breastfeeding.  But all initiation 

means is breastfeeding once before hospital discharge.  Of far greater meaning is the 

breastfeeding exclusivity rate, which is terrible.  By the time American babies are six weeks old, 

53% of breastfeeding mothers have introduced at least some formula to their babiesÕ dietsÉ. By 

6 months 90% [19].  Fewer than 18% of mothers who initiate breastfeeding are giving their 

babies any breast milk at all at the end of the minimal year recommended by the American 

Academy of Pediatrics.

One reason that rates are so high INITIALLY and then plummet almost immediately 

when it comes to exclusivity and duration is because most women are not comfortable 
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breastfeeding in public because the public is not comfortable seeing them breastfeed.  ThatÕs a 

fundamental problem because human milk is low in fat and itÕs especially low in protein, much 

lower, for example, than cowsÕ milk.  That means human babies are almost constant feeders by 

design - which is why women in so many cultures literally wear their babies on their bodies, for 

easy access so they can feed often.  In the U.S., people who oppose breastfeeding in public often 

argue, ÒWhatÕs the problem?  Feed the baby before you leave the house.  ThereÕs no reason, with 

a little planning, to breastfeed in a restaurant or at the mall.Ó  This insistence that babies should 

only be breastfed behind closed doors demonstrates a fundamental lack of understanding of both 

the composition of human milk and babiesÕ needs.  Babies have to nurse while theyÕre 

out and about because of the nature of human milk.   

This insistence that babies should only be breastfed behind closed doors exposes our split 

personality on breastfeeding.  We insist breastfeeding is a good thing to do.  And, we insist itÕs an 

offensive thing to do.  

Our squeamishness with breastfeeding in public has consequences we refuse to 

acknowledge.  Hurricane Katrina is a prime example of an unacknowledged consequence of our 

cultureÕs revulsion at breastfeeding in public.  We all watched with horror as New Orleans 

drowned two years ago.  For days, Katrina and its aftermath were the only items in the news.  

And, whenever there is a news story of that magnitude there are always a lot of sidebars to the 

story.  Remember?  Katrina exposed AmericaÕs class and racial divisions.  We heard stories about 

inefficient government agencies, abandoned pets, lethal mold.

      But do you know what story I kept looking for and never found?  What happens to 

formula-fed babies during a disaster when mothers canÕt buy formula and they donÕt even have 
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access to water?  And there was ample opportunity to have a sidebar that pondered those awful 

questions.  Some of the most memorable film clips coming out of New Orleans in 2005 pictured 

frantic mothers clutching their dehydrated babies.

 Discussing our cultureÕs attitude toward breastfeeding in relation to the Katrina disaster 

would have been a tremendous public service.  Think of how much our discomfort with 

breastfeeding would have been mitigated if one of the Katrina reports contrasted the convenience 

and dependability of breastfeeding with the difficulty and unreliability of formula-feeding. 

Imagine: images of mothersÕ breasts saving babiesÕ lives.  That would have been a national 

revelation.     We talk about the importance of breastfeeding, yet weÕre a formula feeding 

culture.  It seemed perfectly natural to all the reporters and much of the viewing audience during 

Katrina that mothers were hysterical and babies were dehydrated because there was no formula.  

The entire nation seemed to be saying, ÒOf course thatÕs a consequence of a hurricane.Ó  No 

reporter thought to ask, ÒWhy arenÕt these women breastfeeding?Ó  No reporter thought to ask, 

ÒWhat roadblocks have we constructed as a nation that would dissuade women from 

breastfeeding and put their babies through this completely avoidable horror?Ó

  To those of us who work on breastfeeding, the breastfeeding in public ÒissueÓ is a 

periodic musing and frustrating annoyance.  However, we have to start treating it as more than 

that.  The negative attitude toward public breastfeeding is a cornerstone of low breastfeeding 

rates and a basis of our persistently formula-feeding culture.  Aside from all the mothers who 

quickly learn to use formula because they are embarrassed by their hungry babies when there is 

no private space to breastfeed, women in the U.S. often fail at breastfeeding because they donÕt 

have adequate opportunity to observe other women breastfeeding.  Breastfeeding is a learned 
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behavior.  In other words: Breastfeeding in our culture is deemed a private bodily function when 

- for many reasons - it should be a public one.

Panel: Women’s personal liberty

Discussion

The discussion after these three papers focused on the importance of identifying the 

social, economic and cultural constraints to breastfeeding.  Dr. Hausman commented that Òif we 

do not concentrate on constraints then it seems like we are all free agents making ÔchoicesÕ but 

we are actually operating under constraints.  Another participant added ÒI wonder if it is 

problematic to couch infant feeding in terms of ÒchoiceÓ given the larger picture of whether 

women are truly able to make a choice given cultural and social pressures, and the fact that the 

U.S. government cannot even make the choice to have a breastfeeding campaign without 

influence from the formula industryÓ.  Participants stressed the importance of exposing formula 

industry practices, and their relationship to the health care industry, while not stigmatizing 

formula feeding or women who choose it.  Jacquelyn Wolf noted that we need to Ònormalize 

breast feeding the way that the formula industry has normalized formula feeding.Ó  

Panel: Experience of pregnancy, breastfeeding, mothering, and family planning

Cross-national perspectives: A case comparison of breastfeeding practices in Jamaica and 

the US 

Schatzi H. McCarthy

 In this presentation I examine my experiences as a mother living in Jamaica and the 

United States.  By relating my own experiences to the national polices of the two countries I 
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hope to provide a unique, lived-experience perspective within a structured, empirical framework. 

I conclude with suggestions that could improve breastfeeding practices in both countries. 

     According to the Pan American Health Organization (PAHO),  effective Infant and Young 

Child Feeding (IFYC) policies: are national in scope and officially adopted by the government; 

promote IYCF practices consistent with international guidelines; address provision of skilled 

counseling and support in the health system and communities; cover guidelines for HIV and 

infant feeding and provide for counseling/support related to this issues; address the management 

of IYCF in emergency situations; cover the other policy issues in the Global strategy; are 

routinely distributed and communicated to those managing and implementing relevant programs; 

and are appropriately integrated into other relevant national policies (health, nutrition, AIDS, 

family planning, integrated child health and education policies, etc.) [20].

While Jamaica has a policy and an active IYCF committee, it does not have a recognized 

plan of action [20].  In addition, there is an absence of WHO/UNICEF breastfeeding counseling 

courses through in-service training of health care providers [20].  While there is an HIV and 

infant feeding policy in place, it is not integrated with other IYCF policies, and mainly targets 

the avoidance of breastfeeding with inadequate infant feeding counseling [20].  Also, there were 

only 10 out of 23 baby-friendly hospitals in Jamaica in 2005 [20].  As such, there is still much 

work to do in the Jamaican context to achieve fulfillment of the MDG target of 70% of infants 

exclusively breastfed up to three months [21].

When compared to the PAHO criteria for an effective IYCF Program, the US also falls 

short.  While the 2000 HHS Blueprint for Action on Breastfeeding is a normative framework for 

progress in this area, it is not a mandated policy of compliance [22].  As a result, there is an 



15

unstable institutional framework upon which the remaining criteria for an effective program can 

rest.  I believe that if breastfeeding is to be a priority for American children, more research is 

needed to understand our track record of financing this Healthy People Objective at the federal 

level.  

 With the historical and institutional framework as the background for this analysis, I will 

proceed to fill in the social and cultural realities - the contextual details as I experienced them.  

These realities highlight other areas where we can seek improvement if we are to remain 

advocates and proponents of breastfeeding.  I will focus primarily on three themes for targeted 

support: maternal comfort, pain management, and breast changes.

Maternal Comfort: Socially speaking, life in Jamaica during the 90s made me well-

aware of the fact that as a mother, I was supported.  Overall, motherhood was respected.  

Breastfeeding mothers were not chastised, gawked at or monitored.  Child feeding was perceived 

as normal.  When I traveled to the States while breastfeeding, I became aware that the practice 

was not as widely embraced by the public; I always felt more comfortable in a private venue.  

Maternal comfort is essential to breastfeeding success because of the importance of the let-down 

reflex [22].  Thus, continued effort is needed to accommodate breastfeeding mothers within the 

public and garner social acceptance in the United States.

Pain Management:  I was prepared for the pain of childbirth because I had always heard 

about that.  However, I had never heard of the pain of breastfeeding.  No one had defined that for 

me, so I felt sure I was doing something wrong.  I was.  While that pain paled in comparison to 

the labor and delivery rooms, it was real and it was regular.  If we cannot get mothers out of that 



16

period of pain and uncertainty, then we will not have more mothers breastfeeding.  Continued 

efforts to link mothers to institutional and community supports are imperative.

Breast Changes:  When I went on to become a director of a home for teenage mothers, 

run by the Catholic Archdiocese of Jamaica, I saw other important cultural and social realities of 

breastfeeding.  It was within this context that I learned that the average Jamaican girl perceives 

that breastfeeding Òsucks the life out of the breastÓ and makes it less attractive.  When I 

considered the reality of life in Jamaica, these girls surely had some basis for this perception 

because breastfeeding is a social norm.  In these girls' realities, their livelihood and eventually 

their survival, could well depend on the extent to which they could attract and continue to attract 

a man in the future.  So, they were willing to defy the norm for future economic and hopefully 

emotional support.  For them, physical attractiveness was a commodity not easily discarded. This 

concept brings us to modern day America.  

The reality is that many women in America choose not to breastfeed because of: 1) pain 

or discomfort (often cited as Òbreastfeeding difficultyÓ in the literature); and 2) the raw sexuality 

of the breast and its existence as an object of attraction for the male -- likewise, the need to keep 

it looking its best [23, 24].  Our society emphasizes youth, health, and vitality.  Breastfeeding is 

perceived as antithetical to the attraction function of the breast.  When we erroneously believe 

that the health and vitality of our young is not easily compromised through the usage of infant 

formulas, and since we can (more or less) afford them, the logic follows that we should use them 

to avoid sacrificing our own comfort and our youth. 

My experience suggests that despite the favorable influence of cultural support for 

breastfeeding as the norm and of breastfeeding support before, during and after pregnancy, many 
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mothers will still favor a choice that safeguards their perceived sexuality.  Women need to be 

taught that the value of the breast lies in the life that it gives, over and above the perceived life 

that is ÒsuckedÓ out of it.

Suggestions for breastfeeding promotion include: determining the extent to which 

breastfeeding is perceived as a national priority by the extent to which this health imperative is 

financed with federal dollars; educating women at early ages about breastfeeding; including 

more information in the sex education curriculum, focusing on the economic, physiological and 

nutritional benefits as well as the emotional and psychological benefits for children; discussing 

the potential for pain openly to help women prepare for it and to use it as a catalyst to seek out 

community support; encouraging the practice of breastfeeding in movies and television, where 

the majority of social values and norms are shared across wide social groups; being candid about 

the physiological impacts of breastfeeding (whether they are perceived as positive or negative) 

including: more rapid return of the uterus to normalcy, child health and nutrition, contraceptive 

protection and breast changes; and explaining the importance of using support clothes to counter 

the pull of gravity and the anatomical effects of the reproductive experience. 

I would like to close on a purely artistic note by sharing a poem that I wrote for this 

occasion.  It speaks to the lived experience of a breastfeeding mother.

Ode to a Breast Fed Child

My child.

I nurtured you with the milk of human kindness.

In my womb, you found rest and comfort as you prepared for the journey of life; the journey you 

now walk.
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As I struggled to learn to care for you, I laughed, I cried, I recoiled, I sighed; my nerves bristled.  

We fumbled our way through this early dance of life, because you were to survive AT ALL 

COST.  

At my breast, you found life and warmth so sweet that you became drunk with indulgence.  I 

smiled because you were satisfied.  

Today, I see a strong, healthy young adult standing before meÉconfident in your motherÕs love 

and your love of self.  You are now fully equipped to love and appreciate another.

My breast was your first home on Earth and it was used.  

I will not go to my grave with perky B cups, but they are no less beautiful for the lack thereof.  

I do not look like the youth of 20 yester-years.  But 20 years ago, you were but an immature 

cellÉpotential energy waiting for the miracle of self-actualization.  

Today, you are a young adultÉenergy in motion, learning to dance alone.  

In rearing and nurturing you to adulthood, my soul cried, my back bent and my hands were 

wrung.  It is only logical that my breast too would bow to the strain, the majesty and the beauty 

of the Phoenix rising.

So to gravity, narrowly defined societal images of beauty and vain attempts to turn back the 

hands of time, I sayÉ

ÒHave you ever met my child?Ó

Panel: Experience of pregnancy, breastfeeding, mothering, and family planning

Different experiences for Hispanic immigrant women in the US

Norma Ortiz Escobar
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In this presentation I use my experience as a La Leche League Leader serving a 

predominantly Hispanic population to compare breastfeeding attitudes and policies in the United 

States with those in the home countries of many of the Hispanic women I work with.  I am 

concerned that breastfeeding, particularly exclusive breastfeeding, will become a lost art in the 

Hispanic immigrant population unless we take action to stem the tide.  The longer women stay in 

the US, the more susceptible they are to the language of choice, the sexualizing of the breast, the 

governmentÕs incentive to formula feed and the lure of commercial interests. 

Fear is the underlying theme to the mothering experience of many Hispanic Immigrant 

women in the US.  This is clear in the following quote from a mother I interviewed: ÒÉIÕve 

never taken [my baby] out far. . .can I take her out?  Can I take her out?Ó   Because of this fear, 

and because they donÕt want to be noticed, these women will hide, do what they are told and 

accept the system that pushes artificial feeding on them.  Breastfeeding in public, a common 

occurrence in their native countries is not something they want to do in this country.  

Some of the differences between the two countries, as expressed by the women, are 

presented in the table below. 

In the United States In their native countries
Family support
Little or no family support Vast network of family support

Health Care Practices
Birth is medicalized and considered 
dangerous.

Birth is more woman-centered, part of the 
normal lifecycle.

Limited family planning options, 
particularly for breastfeeding women.  
LAM is actively discouraged.

LAM is encouraged. Very little sex education, 
particularly in the rural areas

Cultural norms and practices
Breasts as sexual objects; breastfeeding in 
public is a political statement.

Breasts as functional 
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Cultural practices regarding first feedings 
are met with bottle-feeding solutions.

Cultural practices regarding first feedings are 
met with BFHI solutions: cup feedings, spoon 
feedings, colostrum.

Practice of extended breastfeeding met 
with criticism

Extended breastfeeding considered normal 

Breastfeeding is seen as a choice. Breastfeeding is seen as the completion of the 
womanÕs pregnancy.

Artificial feeding considered safer Breastfeeding considered safer

Commercial Interests
Aggressive marketing by formula and 
baby food manufacturers Ð free supplies

WHO Code compliance to a greater degree, no 
free supplies

Public Policy
Lack of accommodation for breastfeeding 
or pregnancy and little or no maternity 
leave

Laws protect pregnant women, breastfeeding and 
maternity leave 

*Please see References for a list of sources related to this topic.

Panel: Experience of pregnancy, breastfeeding, mothering, and family planning

“What are my options?”  The paradox of a choice narrative for today’s new moms

Amy Tiemann

      ÒChoiceÓ is a concept that is embedded in our countryÕs fiber, an ideal as essential as 

Òrugged individualism.Ó  It is woven into issues of reproduction, motherhood and family itself.  

Just as feministsÕ use ÒchoiceÓ to frame their defense of abortion, mothers who leave the paid 

workforce defend their life path by saying that feminism taught them that they had unlimited 

choices. 

Increasingly, ÒchoiceÓ in twenty-first century American society is becoming synonymous 

with Òconsumer choiceÓ - something that risks becoming as optional as choosing chocolate or 

vanilla ice cream.  We need to be vigilant to make sure that essential rights do not become 

trivialized as mere choices.  It is easier to take away an ÒoptionÓ than it is to deny a fundamental 
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right.  Furthermore, privilege is inextricably entwined with choice; choice means different things 

to those who have the means to exercise their choices and those who do not.  

 A reproductive justice framework provides a much more substantial and challenging 

framework than a choice narrative.  As the SisterSong Women of Color Reproductive Health 

Collective wrote in April 2006 ÒReproductive Justice posits that the ability of any woman to 

determine her own reproductive destiny is directly linked to the conditions in her community and 

these conditions are not just a matter of individual choice and access.  Reproductive justice is an 

intentional impulse to shape the competing ideals of equality and the social reality of inequality.  

Reproductive justice points out the inequality of opportunity in controlling our reproductive 

destiny.Ó 

Motherhood itself is viewed as just one of many Òlifestyle choicesÓ rather than an 

essential underpinning of society, so if you have children you are left to your own devices to 

raise your family with little support written into public policy; family caregiving work is 

invisible, unpaid, and in many cases not even perceived to be productive labor.  

Grassroots advocacy organizations such as MomsRising.org are working to enact public 

policies that support mothers and families, but we are at a discouraging starting point, as the 

United States is the only major industrialized nation that has no national paid maternity leave 

policy.

      Privileged women may feel personally empowered by a choice narrative that explains 

their decision to leave the paid workforce, but this storyline reinforces an illusory sense of choice 

within our larger society.  About 7 in 10 mothers are in the workforce.  Most women do not have 

the choice to stay at home, and they need public policies that support employees who also have 
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primary care giving responsibilities.  As these policies (maternity leave, childcare, sick leave, 

medical coverage) are sorely lacking, even a well-intentioned choice narrative may be harmful to 

womenÕs overall status.  

Panel: Experience of pregnancy, breastfeeding, mothering, and family planning

Discussion

The discussion focused on the importance of providing culturally accessible and appropriate 

education to new American populations. This education needs to stress that breastfeeding is 

acceptable in the United States and that it is the best way to feed the baby.  Participants also 

noted that all women need better access to family planning and peer counselors who speak their 

language. 
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