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Introduction

I’'m watching an Internet series about pregnancy. While a new
mom 1s being interviewed, her baby begins crying. She informs
her husband (and the camera) that she’s going to “go make him a
bottle.” A nervous glance passes over her face; it’s almost imper-
ceptible, but I can see it. The guilt, the conflict, the defensive-
ness . .. it’s all there. And it hurts to watch.

Other women viewing this show will catch the moment as
well, subtle as it may be. Some will grimace, familiar with the
shame of being a bottle-feeding mom. Others will judge, won-
dering why someone held up as a shining example of mother-
hood isn’t breastfeeding.

Before I had my son, I probably would’ve wondered the same
thing. I had always intended to nurse my child for at least a year;
I didn’t allow the thought that I might fail to enter my mind. I
didn’t want to breastfeed. I had to breastfeed. Which is what
makes watching that episode with the bottle-feeding mom
so hard.

Because that woman 1s me.
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As the subject of a popular Internet reality series for
Pampers.com, every ultrasound, contraction, and hormonal rant
I experienced during my pregnancy and first few weeks as a
mom was recorded and turned into a romantic, ethereal version
of new parenthood. Through the gauzy lens of the camera, a
journey filled with fear and anxiety looks easy, complete with a
heartstring-tugging soundtrack and fancy cutaways to the most
dramatic moments of an often arduous nine months. But one
scene, that scene with the bottle, rings painfully true and blar-
ingly corporeal. No amount of editing could have softened the
conflict | was feeling in that moment.

Six weeks prior to filming that episode, the filmmakers had
been there to record my session with a renowned lactation con-
sultant. She wasn’t the first breastfeeding professional I had seen;
no one could figure out what the problem was with my son’s
“latch,” why the two of us couldn’t seem to figure out what was
supposed to be a natural, instinctive process. The footage from
that day was never used. I suspect it was too uncomfortable to
watch: my eyes were rimmed red from exhaustion and tears, my
voice shook due to a major bout of postpartum depression, and
my child was starving and miserable (later we would discover
that he had a severe intolerance to all milk, even mine, causing
him to writhe in pain and discomfort every time he ate). [ imag-
ine what they managed to cut together was more like a horror
movie than an inspirational Web series. So the producers casu-
ally glossed over how we were feeding our son for the postpar-
tum episodes, and other than that brief moment with the bottle,
you would never suspect the hell we went through.

Besides the fact that my breastfeeding “failure” was televised,
my story isn’t unique. Whether a matter of necessity or prefer-

ence, the way we feed our infants has become the defining
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moment of parenthood. Breast is not only best; it is the yardstick
by which our parenting prowess is measured. Hospital mater-
nity wards plaster posters with slogans suggesting that if you
want to raise a happy, healthy child, nursing trumps both nature
and nurture. Headlines announce new studies touting the supe-
riority of children who are breastfed. The politics of pumping
becomes a feminist issue, making any self-respecting NOW
member want to burn her bra for entirely different reasons. Gov-
ernments release public health campaigns imploring women to
nurse for the good of the nation, and activists lobby to treat for-
mula like a controlled substance. For many women of my gen-
eration, social class, and educational level, breastfeeding is seen
not as a choice but as a given.

The day the cameras caught me “making a bottle,” I felt pretty
sure that, given our circumstances, formula feeding was the best
decision I could have made for my family. But my intellectual
rationalizations couldn’t mitigate my worry. Was I condemning
my child to a life of suboptimal IQ, reduced immunity, and psy-
chological issues, as the “facts” suggested? Like many new moth-
ers, I couldn’t shut out the ominous voices on television, in the
news, in the parenting circles both in my own reality and online; I
had nothing to back up my decision other than a gut feeling and a
few kind words from my son’s pediatrician. Unlike many new
mothers, [ was a journalist specializing in consumer medical issues
and the former editor of a Los Angeles area parenting magazine,
but this only increased my anxiety: the sources I depended on in
my professional life for factual information offered only vague,
foreboding statistics on the detrimental effects of formula feeding.
I desperately needed support from someone who had been
through a similar experience, but I found none, save for some

thinly veiled “I told you so’s” from relatives who seemed to think
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my fanatical attempts to nurse were an insult to the choices they
had made in their primarily formula-feeding generations.
Between my lack of sleep, my confusion (my son was healthy for
the first time in his young life, thanks to formula—so why did I
feel so disgusting every time I made him a bottle?), and my feel-
ings of alienation from the other nursing moms around me, things
were pretty bleak.

So I muddled through. I surreptitiously shook up bottles of
formula in the bathroom at Mommy & Me class. The chip on
my shoulder remained securely fastened in preparation for any
attack I might endure at the grocery store while buying my
teddy-bear-adorned cans of powdered poison. I made it a point
to tell all my friends that I was envious of their ability to nurse,
frantically defending my choice, or lack thereof. He couldn’t latch;
he was allergic to my milk. Yes that's possible. Yes, it was devastating.

Formula feeding is a guilty secret for women like me, women
who read the news, worry about health, and overeducate our-
selves to our own detriment. The more you know, the more bot-
tle feeding becomes a scarlet letter of sorts, the mark of bad
motherhood. We've all been told that breastfeeding is the nutri-
tionally superior choice; due to its lack of accoutrements, it is
also environmentally superior. Is it any surprise, then, that it has
also become the morally superior choice?

Breastfeeding is usually a beautiful, mutually beneficial act
between mother and child. But breastfeeding isn’t necessarily
the right choice for every mother and every child, whether it is for
medical reasons, psychological reasons, professional reasons, or
a myriad of other reasons that are, frankly, nobody’s business.
Under certain circumstances, breastfeeding becomes a painful,
emotionally fraught, conflicted act. And if you find yourself in

these “certain circumstances,” there is little support. You're left
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hanging in the shifting winds of public opinion, during those
first fragile days of new parenthood when you need reassurance
most of all.

During my own days as a lactation-challenged Hester Prynne,
everything I read portrayed formula as a last resort, sufhcient
but pretty darn bad, the Big Mac to a breastfeeder’s organic
salad. Even the can of formula itself pronounced that “breast-
milk 1s best.” I wanted reassurance that went beyond the sweet
but ultimately insufficient message that we “shouldn’t feel
guilty” about formula feeding. That was all well and good, but I
wanted facts. | wanted science.

When my son was eight months old, I began writing a blog
about formula feeding, called FearlessFormulaFeeder.com. I
wanted to provide a community for concerned, questioning,
loving bottle feeders and to encourage the public to frame
breastfeeding as an empowering personal choice rather than a
government-mandated, fear-induced act. It turned out I'd stum-
bled on an unfulfilled niche—there were thousands of women
like me in the world, desperate for the same sort of community,
discussion, and information. I soon found myself completely
immersed in the online parenting world, becoming the unofh-
cial spokeswoman for formula feeding. I was far from fearless,
but I put on a brave face for the women who followed my blog.
They deserved it. Every Friday I'd invite readers to share their
stories on the blog; these stories made my own struggle to
breastfeed seem like a walk in the park. I learned about rare
health conditions that made it difficult to produce milk or nurse
without experiencing severe pain; anxiety disorders that were
triggered by not knowing how much a baby was drinking at a
given time; workplace complications that made pumping an
impossibility, despite laws that supposedly mandated otherwise;
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breastfeeding that brought up painful memories of abuse; micro-
preemies who couldn’t manage the simple mechanism of “suck,
swallow, breathe” without turning blue. The more [ learned
from these women, the more a slew of questions kept me up at
night (okay, to be fair, my infant son was keeping me up at night,
but the questions didn’t help). Is breastfeeding exclusively for
six months a realistic goal when most women reenter the work-
force (sometimes by necessity, sometimes by choice) after a few
short months of maternity leave? What about women who need
medications for depression or serious health conditions that are
contraindicated for nursing moms—should they sacrifice their
own health in order to give their children “liquid gold”?> Should
women with histories of sexual trauma or eating disorders,
for whom breastfeeding might feel particularly oppressive or
uncomfortable, be forced to bite their lips through six months
(or more) of suffering? Is the antiformula culture insensitive to
the realities of some parents, including teenage mothers, gay
dads, adoptive mothers, or those in any number of other
situations that stray from the middle-class norm? Why are we
focusing so much energy on convincing women they have to
breastfeed rather than offering better help to those who want to,
and working to make formula the safest and healthiest alterna-
tive that it possibly can be? All of these questions danced seduc-
tively in my head, coming together for a big Chorus Line finish,
the one singular sensation question that no one seemed willing
to answer: Is breastfeeding really so superior that it justifies the guilt trip
we heap on all of these women, essentially scaring them into nursing?

It took me two years’ worth of interviews with pediatricians,
researchers, academics, sociologists, feminists, statisticians, and
fellow moms and countless hours of reading through medical

journals, websites, breastfeeding literature, parenting books, and
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chat room discussions to answer these quandaries. I couldn’t
help wondering how much better my postpartum experience
would have been had there been a book synthesizing all this
information, one that lived alongside The Nursing Mother’s Com-
panion and The Womanly Art of Breastfeeding, which would have
offered a dose of rational perspective and given me some context
in which to make a truly informed decision on how best to feed
my child. I couldn’t find that book, so I decided to write it myself.

In the following pages, I'll present evidence that suggests that
the benefits of breastfeeding don’t always outweigh the risks to a
woman’s physical, emotional, or financial health, and T'll advo-
cate a new outlook on infant feeding: one that refuses to embrace
a one-size-fits-all strategy. I'll tell the story of a cultural phe-
nomenon that has touched many arenas—politics, feminism,
healthcare, science, and our personal lives; a story about how we
view motherhood, how women view each other, how science
gets bastardized by bias, and how our choices are not always
simple. Each chapter interweaves my own personal journey with
informative research, interviews with experts and other moth-
ers, and contextual perspective, in the hope that my travels
through the infant-feeding wilderness can personalize an issue
that too often degenerates into assumptions and generalizations;
that my own struggles and realizations can prevent other women
from feeling inadequate based solely on their lack of desire or
inability to breastfeed. I've chosen to tell this story in a manner
that will, I hope, be useful to policymakers, care providers, and
researchers but also accessible to the parents who are going to
“go make a bottle” and feel terrible because of it.

Most parents are unaware that there is an “other side” to this
debate, because the conversation has mostly been relegated to

academia, most notably in the fields of sociology and feminism.
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Joan Wolf eloquently picks apart the breastfeeding science in
her 2010 book Is Breast Best? Tuking on the Breastfeeding Experts and
the New High Stakes of Motherhood, arguing that the body of evi-
dence 1s inherently flawed and used coercively to support the
stifling goal of “complete motherhood”; that breastfeeding “sits
at the intersection of public discourse on science, health and
personal responsibility.” A decade earlier, the book Ar the Breast
detailed the impressive fieldwork of Linda E. Blum. Through
interviews with women of different ethnicities and social stand-
ings, Blum highlighted the social inequities that put breastfeed-
ing squarely in the purview of feminism. A myriad of academic
articles have taken the current state of breastfeeding promotion
to task, provoked in part by a 2003 U.S. Department of Health
and Human Services/Ad Council campaign that compared not
breastfeeding to debauched mechanical bull-riding while preg-
nant. At the forefront of the infant-feeding debate is the Center
for Parenting Culture Studies at the University of Kent, spear-
headed by Frank Furedi and Ellie Lee; this notable group has
begun challenging how the “moralisation of infant feeding” has
contributed to the “belief that ‘parenting’ is a problematic sphere
of social life.”

Yet, most scholars of the infant-feeding debate take a subjec-
tive approach, save for a few like the Australian women’s studies
scholar Alison Bartlett, whose intimate and fascinating book
Breastwork focuses on the sexualization of breasts and the dichot-
omy this creates for modern mothers. I am eternally grateful for
the skilled research and analysis that these pioneers have pro-
vided, but I hope to take what they have started one step further:
by taking readers through the journey of breastfeeding failure,
one step at a time, I hope to show the very human side of this

debate. Breast versus bottle is not just a matter of public health
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discourse or a feminist issue, but a battle that affects women in
the most intimate of ways—we cannot possibly understand the
toll breastfeeding pressure is taking on women without hearing
from the women who have suffered through it. If we leave the
women most affected by this battle out of the discussion, by lim-
iting it to the pages of academic journals most of them will never
see and discussing it in a theoretical sense rather than a practical
one, we may never come to a cease-fire. | hope this hybrid of
memoir and reporting will speak for the scores of other women
who wanted very badly to do the best for their children and
found themselves in conflict about what “the best” truly was.

I begin, in chapter 1 (“Preconceived Notions”), by arguing
that the current state of breastfeeding promotion sets women up
for failure, framing the “choice” as one that is no choice at all
and ignoring the (very real) underlying reasons that make for-
mula feeding the better, or in some cases only, option for some
women. | demonstrate how the “good mother/bad mother”
dichotomy is manipulated as a way to encourage breastfeeding,
by considering the emotionally vulnerable position most women
are in when they start thinking about how to feed their babies,
and by examining how a now infamous government-sponsored
breastfeeding campaign brilliantly capitalized on this vulnera-
bility. Other mothers weigh in on subtle—and not so subtle—
forms of pressure and guilt surrounding infant feeding that
plagued them during pregnancy.

Prenatal desires notwithstanding, once in the maternity ward,
many mothers will find themselves smack in the middle of an
inherent conflict between the “natural” discourse surrounding
breastfeeding and the medical model that supports the actual
practice of nursing our children. In chapter 2, “Lactation Fail-

ures,” I show how infant feeding became the purview of the
) g p
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pediatric community, how this shady history resulted in an
unstable marriage between breastfeeding advocates and the
medical community, with modern mothers caught in the mid-
dle. Detailing my own inability to breastfeed successfully in the
hospital, I also ponder if, from an evolutionary perspective, we
may be evolving—slowly—into a state where breastfeeding is
simply not as “natural” as it used to be; hence the need for lacta-
tion consultants, breast pumps, supply-boosting drugs, and so
forth. We are often told that women in Western culture fail to
breastfeed because of societal barriers, but further examination
suggests that this interpretation may be limiting our under-
standing of real, lived experiences.

One of those real, lived experiences is that of postpartum
depression (PPD). Recent studies estimate that as many as 20
percent of new mothers experience some form of postpartum
mood disorder.” Chapter 3, “Of Human Bonding,” focuses on
women who have struggled with PPD and other psychological
disorders (eating disorders, body image issues, and posttrau-
matic stress from sexual abuse) exacerbated by breastfeeding
problems—myself included. I relate stories of women for whom
nursing was somehow inexplicably linked to psychological
stress, for whom formula feeding was a lifeline, a way back into
the light—and [ speak with a postpartum mood specialist who
weighs in about the detrimental impact of our society’s romantic
notion of breastfeeding women, and the number this fantasy
can do on the already fragile psyche of a new mom dealing
with PPD. T also discuss how medications are determined
“safe” for breastfeeding and how the complicated risk-
benefit analysis necessary to treat nursing women with clinical
depression 1s muddled by overblown beliefs about the dangers
of infant formula.
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Chapter 4, “The Dairy Queens,” tackles the convoluted rela-
tionships among feminism, women’s rights, and breastfeeding
advocacy. Considering that the average American woman has
three months maternity leave at the max, most moms have to
pump their milk several times a day in order to comply with the
American Academy of Pediatrics’ six-month exclusive-breast-
feeding mandate. We've turned into a nation of dairy queens,
with political support for breastfeeding focusing primarily on
achieving pumping rights for working women rather than on
fighting for better family leave policies that would allow all par-
ents—both male and female—to spend more time with their
infants. I speak with a sociologist whose landmark study on
white-collar breastfeeding mothers shows how lactation-
friendly workplace policies can be a “double-edged sword,” cre-
ating a goal-oriented view of parenthood that measures mother
love in ounces of breastmilk produced. Through interviews with
working women, [ argue that even the most progressive lactation
policies don’t acknowledge the realities of pumping in the
workplace and that a reluctance to supplement with formula is
adding a third shift to the already stressful second shift Arlie
Hochschild described in her landmark book back in 1989.

This chapter also questions why feminists have either unequiv-
ocally embraced or completely ignored the pro-breastfeeding
movement. By brushing off the concept of “choice” as a mere con-
struct of the formula companies (as many feminist breastfeeding
advocates have argued), we have muffled the voices of women
who may not want to nurse and have insisted that their feelings
are invalid, merely the result of formula marketing rather than
legitimate concerns about body and autonomy.

The title of chapter s—“Damn Lies and Statistics™—alludes

to the specific, biased, and often sensationalized information the
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public receives about breastfeeding. I question why certain stud-
ies have been so markedly overstated and others attacked or
ignored, and I explain how breastfeeding research is rooted in
circular logic and confounded observation rather than con-
trolled studies or facts. A poor understanding of relative risk has
caused us to view infant feeding as a key way to protect our chil-
dren from harm and “maximize” their potential; it is no longer a
question of whether breast is better, but whether formula will do
irreparable damage. This overwhelmingly antiformula mind-set
has ruled out the possibility of creating better options for the
children of those who cannot (or choose not to) breastfeed—
ironic, considering that we claim to be promoting breastfeeding
as a means of improving child health.

Finally, in the sixth chapter, “Soothing the Savage Breast,” 1
suggest how those involved in breastfeeding advocacy should
reassess their goals and approach. The way breastfeeding is cur-
rently promoted and instructed ignores fundamental inequities
in the daily lives of women in many parts of the world, and even
within our own country. Breastfeeding needs to be promoted
and protected, but so does the choice to feed our babies in the
way that works for us on an individual level. Infant feeding’s
dark past cannot justify creating a similarly dark future, where
women are forced, whether through emotional coercion, peer
pressure, or political means, to breastfeed to the detriment of
their own physical or emotional health.

To be clear: this is not an anti-breastfeeding book. I think
breastfeeding is an amazing thing, and I've seen it work very
well for many of my friends. But this book is not for people who
are trying to breastfeed—there’s already a plethora of great
books on that subject, and more to come, I'm sure. This book is

for the parents who wanted to breastfeed and couldn’t; women
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who are conflicted about nursing and want to make a truly
informed decision about what to do with their bodies; breast-
feeding advocates and care providers who are willing to listen to
the myriad reasons that women may choose not to nurse; and for
people who are curious about the other side of this worldwide
baby-feeding frenzy.

Mostly, though, this book is for the woman who is in tears,
with cracked nipples and a screaming baby whom she can’t
mother because she is constantly hooked up to a pump, who
wants so badly to quit breastfeeding and finds nothing but fear-
and-guilt-inducing literature everywhere she turns. I hope that
this book will help her understand not only the science inform-
ing the prescriptive advice in the infant-feeding wars but, more
important, the context in which the research is undertaken, so
that she can make a truly informed decision. I hope she will be
able to find this book, buried somewhere among the seven thou-
sand books about breastfeeding on the parenting shelves, so that
this woman will have a legitimate choice. | hope that it will speak
for her and others like her, a group that has been all but ignored
in the ongoing, often one-sided conversation about infant feed-
ing. | hope this book will help her sit beside her breastfeeding
friends, free from insecurity and judgment. I hope that it can
inform a discussion which ultimately allows all women to feed
their babies with pride, whether they are nourishing their babies
from their breasts or from a bottle held in their hands, and that,
ultimately, all women will have the freedom to find their own

formula for good mothering.
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Preconceived Notions

After years of hitting the bottle, America has fallen in love with
lactation. Breastfeeding rates are the highest they’ve been in two
decades: by the most recent Centers for Disease Control and
Prevention (CDC) estimates, a whopping 75 percent of new
mothers in the United States are nursing their babies when they
leave the maternity ward." The credit goes partly to the research-
ers whose studies have shown a myriad of benefits to human
milk, and partly to activists who have fought admirably for bet-
ter pumping rights and hospital policies, doggedly working
to make breastfeeding the norm. But the res/ heroics of the
breast-is-best revolution happen not in government buildings or
laboratories but rather in online chat rooms, playgroups, and
prenatal classes, in the pages of parenting magazines, and in the
headlines of daily news feeds. Fear of being less-than is a force-
ful motivator, and these days, women who do not breastfeed are
portrayed as lacking—lacking in education and support; lacking
in drive; and, in the harshest light, lacking in the most funda-

mental maternal instinct. From social media to public service

14
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messages and an overwhelming societal bias in favor of breast-
feeding, mothers hear the message loud and clear: breastfeed
or bust.

More than a decade ago, writer Tracey Thompson coined the
term mommy wars, a “shorthand for the cultural and emotional
battle zone we land in the minute we become mothers.”
Thompson’s war was between working and stay-at-home moms,
and I certainly witnessed this struggle within my own family—
my mom stayed at home, my aunt was a successful professional,
and there was a constant stream of subtle barbs about who'd
made the superior choice. But although I can vaguely remember
some discussion of work versus motherhood in my young adult
social circles, it was only on the periphery. The whole mommy
war phenomenon seemed dated, something left over from the
early 199os. Like grunge music, or flannel.

Flannel has recently come back in style, though, and so have
the mommy wars. But while the fight looks the same, this war is
fought on a very different front. A literal front, actually: those
two structures protruding from our female bodies, otherwise
known as our mammary glands. This battle is over our breasts,
and it is causing significant carnage.

While pregnant with my first child, I was aware of the breast-
versus-bottle controversy on a peripheral level, as if it were a
war waged in some far-off country. I looked at formula from an
unemotional place because I didn’t foresee it having any real
impact on my life. I'd read study after study extolling the many
virtues of breastmilk, and I was entirely convinced that it was
the only choice for my son. He’d had such a rough start—my
body hadn’t done such a bang-up job of nurturing him inter-
nally, and he was born with the ominous label of “growth

restricted”—so it was the least I could do to feed him liquid
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gold, as the books called it, from my breast once he was on
the outside.

I knew there could be problems. I'd read about latching issues,
insufhicient milk supply, fussy eaters . .. but nobody I knew in
real life had actually complained about these things. Also—and
I'm not proud of this—I had a theory that many breastfeeding
“problems” were a result of women waiting too long to have
kids; that we were a selfish generation and that my peers would
just give up too easily, at the first sign of trouble; that we couldn’t
be bothered in the first place.

My husband, Steve, had a family friend who was due around
the same time I was, putting us in the awkward spot of being
constantly compared to each other in every way, shape, and
form (especially shape and form—this woman had gained only
twenty pounds during her entire pregnancy and had taught aer-
obics up until her due date; I had packed on more than thirty-
five pounds and sat on my couch writing and napping for
most of the nine months). But she had made it clear that
she wasn’t planning to nurse, that she might pump for a few
months, but no more than three, and certainly no actual “breast”-
feeding. She may have won at being the better pregnant person,
I silently scoffed, but I was already beating her at being the
better mother.

This wasn’t just naiveté. It was judgmental, holier-than-thou
ignorance. | was an unknowing foot soldier in a new mommy
war, one with a strong and ever-growing army. To be part of the
breastfeeding infantry, it doesn’t matter if you're planning to
work full-time or be a stay-at-home-mom, if youre gay or
straight, if youre a card-carrying left-wing feminist or a
Mormon with a penchant for traditional values. Instead, the

battle lines are drawn mostly by class, and often by race, but
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perhaps most painfully between those who succeed and those
who “fail.”

If raising a baby takes a village, then we’re screwed. These days,
when a woman is expecting and wondering what to expect, she
will seldom turn to a book, her doctor, her mother, or even a
friend. The closest thing our Internet-driven society has to a
town square is Facebook. Confused or concerned? Simply punch
any question into an Internet search box and voila—thousands
of answers at your fingertips. Who needs a physician when
there’s WebMD? Or friends when there are chat rooms?

The Internet hooks you from the start: women struggling
to get pregnant find themselves lured by the siren song of
TwoWeekWait.com, where they’ll be aided and abetted by oth-
ers equally obsessed with having two lines pop up on a urine-
drenched stick. Later, if you're considering a home birth, you
can hit up Mothering.com, where there are plenty of folks assur-
ing you that this is indeed the safer, smarter option. On the
message board I frequented while pregnant, women would post
queries like “is this labor?” or “am I miscarrying?” prior to call-
ing an actual MD. The danger in this, obviously, is that anyone
with a keyboard can claim to be an expert; the World Wide Web
has opened us up to a world of biased misinformation under the
guise of “Web journalism.” The Internet is a physician, therapist,
and best friend but also your worst enemy, a bad boyfriend who
treats you like trash but then shows up with flowers and candy.

Google breastfeeding and you’ll find a minefield of informa-
tion. In addition to articles supporting the vast superiority of
breastmilk over formula, there is ample help for any nursing
problem under the sun—breastfeeding after a reduction or
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implants; nursing your adopted child; even lactation for men
(which, for the record, is indeed possible). But amidst the
plethora of substantial, legitimate information, there is also a
cacophony of foreboding, judgmental voices: “lactivist” blogs
that compare formula feeding to child abuse; public message
boards with calls to action—*“I automatically feel sorry for the
baby sitting in the cart in the formula aisle as their parent loads
up on cans of the stuff. I feel like yelling ‘HOW CAN YOU
DO THAT TO THE POOR CHILD!?” says one poster on a
Facebook breastfeeding group forum;’ diatribes from medical
professionals and lactation consultants, using their professional
credentials to validate staunch personal beliefs. Even a board
dedicated to planning Disney World dream vacations devolves
into a formula-versus-breastfeeding argument when a woman
brings up the lack of nursing rooms in Frontierland.

When [ first performed my own prenatal Internet search on
infant feeding, I was surprised by the vitriol expressed in these
lactivist websites toward formula feeders, but since the breast-
feeders were in my prospective camp, I chose to ignore my
sneaking suspicion that something was amiss. Plus, I admit that
I possessed an embarrassingly classist view regarding formula.
Better bonding, improved immunity, less chance of childhood
obesity, higher IQ, reduced cancer risk—all this could be yours,
simply by nursing. Knowing all this information was out there, |
couldn’t believe there was anyone who Jidn'’t breastfeed these
days, other than uneducated teenage moms, those with uncom-
promising work situations, or those unfortunate women who
were physically unable to do so (and according to what I had
read on the La Leche League website, there were very few of
these women out there—far fewer than the formula lobby and

misinformed doctors would have us believe).
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It was one thing if a legitimate medical reason, insensitive
employer, or lack of education stopped a mom from nursing; but
all things being equal, it seemed selfish not to breastfeed. I cer-
tainly didn’t think formula was poison; almost everyone I knew
in my generation was formula fed, and we all survived. But as
another poster on that Facebook forum lamented, if we had
all been breastfed, “who knows how much better [we] could
have been?”

In my former life, I was more than immune to peer pressure;
rather, I would choose the “alternative” point of view just to dif-
ferentiate myself. But when it came to motherhood, I was a sim-
pering mess, just waiting for the cultural zeitgeist to sway me in
a certain direction. Because when it came down to it, like Prissy
in Gone with the Wind, 1 didn’t know much about birthing babies,
and even less about raising them. If the smart, progressive moms

were breastfeeding, then I would be breastfeeding too.

A few months before I gave birth, a package arrived at my door.
It included a sample can of Similac formula and a ton of litera-
ture on breastfeeding.

My husband watched me open the package and raised his
eyebrows when he saw its contents.

“Why did they send you that?” he asked. “We're
breastfeeding.”

It was a good question, with a rather convoluted answer. The
International Code of Marketing Breastmilk Substitutes (known
in lactivist circles as the “WHO Code”) prohibits formula com-
panies from advertising in any conspicuous way: “There should
be no advertising or other form of promotion to the general

public of products within the scope of this Code,” proclaims
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article 5.1 of this policy, coauthored in 1981 by UNICEF and the
World Health Organization (WHO).*

The creation of the WHO Code was inspired by events that
caused the Nestlé company to begin to be associated with infant
death rather than chocolaty goodness. The debacle began when
Nestlé deployed “Mothercraft” nurses, dressed in white uni-
forms evocative of medical professionals, to assist new moms in
the maternity wards of developing nations. The trouble was that
these “Mothercraft nurses” were not nurses by any stretch of the
imagination, and they liberally doled out formula along with
infant-rearing advice.” Mothers were encouraged to use formula
under these false pretenses and sent home with free samples;
their milk soon dried up, as did the formula freebies. Faced with
limited financial resources and, in many cases, a contaminated
water supply, babies were soon being fed with diluted bottles of
disease-laced formula. This caused dehydration, malnutrition,
and fatal cases of bacterial infections and gastroenteritis from
the compromised water used to mix the formula; breastfeeding
advocates claimed that up to ten million infant deaths could be
attributed to the proliferation of infant formula use in develop-
ing nations. Physicians, religious leaders, and activists banded
together to demand a boycott of Nestlé products worldwide and
to encourage the promotion of breastfeeding as the safest and
best form of infant feeding.’

The Nestlé controversy was integral to the resurgence of
breastfeeding in Western societies, many of which had become
primarily bottle-feeding cultures in recent decades. It not only
revealed that formula companies were out for the bottom line
and apparently had no concern for the infants they were claim-
ing to nourish, but also led morally driven scientists and social

activists to question the formula-accepting status quo. Within



Preconceived Notions | 21

several years of the Nestlé disaster, WHO came out with its
famous Code, an outpouring of studies suggesting the superior-
ity of breastmilk hit the medical journals, and an international
conference was convened to create the Innocenti Declaration,’
which could be considered the cornerstone of lactivism. Devel-
oped during a WHO/UNICEF policymakers’ meeting in the
summer of 1990 (held at the appropriately named Spedale degli
Innocenti in Florence, Italy), this declaration outlined the
importance of global breastfeeding initiatives: “As a global goal
for optimal maternal and child health and nutrition . . . all infants
should be fed exclusively on breastmilk from birth to 4—6 months
of age. ... [T]his goal requires, in many countries, the reinforce-
ment of a ‘breastfeeding culture’ and its vigorous defence against
incursions of a ‘bottle-feeding culture’. .. utilizing to the full the
prestige and authority of acknowledged leaders of society in all
walks of life.””

The serious tone of the Innocenti conference reflected a
belief—inspired by the Nestlé debacle—that formula feeding
was legitimately dangerous. It didn’t really matter that what
caused the deaths of so many third-world children was not the
formula, specifically, but a slew of formula-handling-related
problems (contaminated water, lack of resources); even in afflu-
ent Western cultures where these problems were practically
nonexistent, people began viewing formula as a deadly sub-
stance. This mentality became more pervasive through the
decades, gaining momentum through literature that frames risks
in ways that the average person can easily misinterpret. For
example, in her book The Politics of Breastfeeding, nutritionist and
outspoken breastfeeding activist Gabrielle Palmer chastises the
United States for its hypocrisy in claiming to defend the life and
liberty of babies in a myriad of military conflicts, and then being
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unwilling to set “guidelines for the marketing of a product which
could kill children.” The Los Angeles Breastfeeding Task Force
website somberly states that “the practice of feeding babies
infant formula . . . carries with it profound risks in modern,
industrialized countries, as well as in developing countries. . . .
[M]any are unaware of how the lack of breastmilk and the use of
infant formula compromise the health and well being of chil-
dren in the United States. These risks are well documented in
the medical literature.”"

The United States has taken flak for being the only “major
country”" not to adopt the WHO Code. (Ronald Reagan’s
administration held out on the grounds that it restricted free
trade. Score one for capitalism.) However, years of lobbying
from groups like the La Leche League, the United States Breast-
feeding Committee, and the American Academy of Pediatrics’
Breastfeeding Section resulted in the United States adopting
much of the Code in 1994. All this really meant was that the gov-
ernment informed formula companies about the Code and
“encouraged” them to abide by the rules. Breastfeeding advo-
cates attempt to police these rules, but it has admittedly been an
uphill battle; formula advertisements are still seen prominently
in parenting magazines and on television. But there have been
many victories, as well—a substantial (and steadily growing)
number of “breastfeeding-friendly” hospitals have ceased to
hand out free formula samples, and formula manufacturers are
required to print an advisory statement on their products
explaining that breast is always best (but the formula you’ve just
bought is an excellent substitute!). In other countries where the
WHO Code is uniformly followed, formula companies are far
more restricted—for example, they are not allowed to advertise

at all. Breastfeeding advocacy groups like the National Alliance
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for Breastfeeding Advocacy (NABA) are working to encourage
the United States to adopt similar policies. If this happens, for-
mula will become part of a shameful club—the only other con-
sumer goods in America that have these types of restrictions and
laws governing their advertising and packaging are tobacco
products and alcoholic beverages.

For those of us having babies in the twenty-first century,
breastfeeding advocacy is becoming more like antiformula advo-
cacy. Suggestions on raising breastfeeding rates focus on eliminat-
ing formula from our lives: What if we made formula available by
prescription only? If hospitals went formula-free, only allowing
parents to use it if deemed “medically necessary”? And this isn’t
just from grassroots organizations. Even the CDC, on a webpage
explaining its 2010 Breastfeeding Report Card project, emphasizes
that in our country, “too few hospitals participate in the global
program to recognize best practices in supporting breastfeeding
mothers and babies, known as the Baby-Friendly Hospital Inita-

»12

tive,”” an initiative that puts heavy controls on the use of formula
in institutional settings—even if the parents have expressed no
intention to breastfeed. But perhaps the biggest game-changer in
the way breastfeeding advocacy is handled has been the concept
of educating women on the risks of formula feeding rarher than
the benefits of breastfeeding. This has provoked a recent move-
ment to trade in the old “breast is best” slogan for the new “breast
is normal,” although the sentiment is nothing new. “The truth is,
breastfeeding is nothing more than normal. Artificial feeding,
which is neither the same, nor superior, is therefore deficient,
incomplete, and inferior,” Diane Wiessinger, an outspoken
lactivist and international board-certified lactation consultant
(IBCLC), wrote back in 1996 in an oft-cited article, “Watch

»13

Your Language.
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In this context, the formula freebies I received take on a
darker meaning. But even for those who don’t fear formula, and
simply feel strongly that breastfeeding should be the default,
these samples are troublesome. The belief is that samples are
simply too tempting for women, that breastfeeding is difficult at
first, and having formula in the home undermines a woman’s
confidence in her own body. There have been studies bolstering
the suggestion that outlawing the samples might increase breast-
feeding rates; one small Canadian study found that women were
3.5 times more likely to be breastfeeding exclusively at two
weeks postpartum if they hadn’t received formula samples."

At least in my case, an unsolicited package from a formula
company couldn’t undo all the subtle, subliminal pronursing
messages I'd endured since joining the profitable ranks of
expectant mothers. Every time I walked into a maternity store, |
saw huge sections full of Medela nursing products; rows of nurs-
ing bras and fashions; special rooms for “nursing moms”; breast-
milk “test kits” in case a modern, socially active mom had one
too many cocktails and still wanted to give her baby the best
nutrition; baby and pregnancy magazines that consistently had
cover stories on how breast is even better than we thought
before, and so on. Nursing was the norm, at least in my socio-
economic and cultural stratum.

Even for mothers immune to social pressure, the fact that
respected medical authorities have come down so dramatically
on the side of breastfeeding makes a strong statement. The
American Academy of Pediatrics (AAP), American Medical
Association (AMA), and American Dietetic Association (ADA)
all recommend exclusive breastfeeding for at least the first six
months of life, followed by at least another six months of partial

breastfeeding. WHO takes it a step further, commanding us to
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nurse for two full years. Although the Office on Women’s Health,
U.S. Department of Health and Human Services, argues that
“the marketing of infant formula negatively affects breastfeeding

. [and being] given [an] infant formula kit [is] strongly dis-

couraging” to breastfeeding efforts,”

a stereotypically anxious
mother would have a hard time ignoring these research-backed
mandates in favor of Similac’s prettily packaged presentation of
bottle-feeding bliss.

The same day the formula package arrived, I also got a cou-
pon for a free six-piece Chicken McNuggets from McDonald’s.
I don’t eat fast food; I didn’t run out to the drive-thru just
because I could get something for free. I couldn’t really under-
stand why the formula package was any different. I did see one
problem inherent in the free gift I was sent, however, and that
was the enclosed reading material. I was media-savvy enough to
understand that the pro-breastfeeding pamphlet included in my
Similac-sponsored gift was just lip service, but obviously they
were sending mothers a mixed message by offering free formula
samples along with a small booklet of advice to help with all the
potential problems we might face if choosing to breastfeed:
Breastfeeding is hard. Choose formula. Message received.

There are other messages, though, received indirectly but
just as powerfully. Shortly after I received that Similac sample, 1
found myself wandering the hallowed halls of Babies 'R’ Us in a
daze, agonizing over whether or not to register for bottles in case
I wanted to pump somewhere down the line. I was afraid of what
friends would think if they saw bottle paraphernalia on my reg-
istry; that I might be setting myself up psychologically for fail-
ure, or giving my baby “nipple confusion” (an inability to go
from artificial nipple to actual nipple) as some of the breastfeed-

ing books had suggested. I already felt a deep sense of anxiety
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and insecurity about motherhood; two miscarriages and a prob-
lematic pregnancy had rendered me unsure about my body’s
innate maternal abilities, and | was determined to at least get the
retail aspect of the job done right.

There was a woman next to me, shoving several packages of
disposable bottle liners (both environmentally and maternally
irresponsible, I thought) into her shopping cart. She had two
older children who were shoving each other, fighting over a push
pop; her infant daughter was sitting unrestrained in the cart.

Next to her, a glowing, tall, blonde pregnant woman was con-
versing with her husband. “Grab those ones—the ones that say
breastmilk storage bags?” she instructed him, as he reached for
something on the top shelf of the display. “I've heard those are
the best for pumped milk—no BPA!"*

I smiled at the blonde woman, my kindred spirit, as the
bottle-feeding mom’s baby started wailing.

Message received.

My old college roommate is Catholic, and we have a longstand-
ing debate on who owns the monopoly on guile—her team or
mine. 'm the product of a long line of Jewish mothers; she has
original sin hanging over her head. There has never been a
clear-cut winner in this battle, until now. Now I am a mother.
Game over.

The guilt starts early. You get five minutes of unadulterated,
blissful excitement when the pee stick turns positive, but then it
begins. What about those five glasses of Sangria you had a few
nights back? Is your baby going to have fetal alcohol syndrome?
Maybe you haven’t been taking your prenatal vitamins as reli-

giously as you should have been. Plus you opted for the generic
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brand over the fancy Whole Foods ones your sister-in-law rec-
ommended. Bad, bad mommy. We’ll know who’s to blame when
your kid comes out with scurvy.

For the past decade, no conversation about breastfeeding pro-
motion can escape the legend of the 2003 U.S. Department of Health
and Human Services Office on Women’s Health/Advertising
Council breastfeeding campaign. The campaign most famously
featured a thirty-second public service announcement showing a
massively pregnant, attractive African-American woman in her
thirties riding a mechanical bull. She falls off; the bar patrons watch-
ing are appropriately horrified. And the words flash on the screen,
ominously: “You wouldn’t take risks before your baby is born. Why
start after? Breastfeed exclusively for 6 months.” Another similar
spot relayed the same message with an expectant mother engaging
in a log-rolling contest.

By appealing to mothers’ propensity to guilt and fear, the
PSA assumed a few things: first, that the target audience was
committed to a healthy pregnancy and a healthy baby; second,
that they were committed to the nutrition of their children; and
third, that they were committed to being the best parents possi-
ble. So we're starting with a group of women who are already
nervous, probably overloaded with information (my living room
was a veritable obstacle course of pregnancy and parenting
books), and the host of a ton of pesky hormones that make us cry
at something as innocuous as a rerun of Saved by the Bell. The
campaign’s creators were well aware of the impact these ads
would have; one member of the AAP’s breastfeeding committee
claimed the campaign signified “a change to promote breast-
feeding as a public health issue rather than simply as a personal
parenting choice.””” Even the slogan used in the campaign—

“Babies are born to be breastfed,” rather than the well-known
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adage “breast is best’—was significant. The Department of
Health and Human Services (DHHS) intended the slogan to
address its growing concern that breastfeeding should not be
seen as the “ideal,” but rather that formula should be framed
as risky."

Even if one were to accept the general premise that babies
were, indeed, sprung from the womb with a breastmilk birth-
right, where was the mother in the scenario presented by this
slogan? Rebecca Kukla, professor of philosophy and internal
medicine at the University of South Florida, voiced these con-
cerns in a 2006 paper examining the campaign. Rather than
addressing the real reasons women don’t breastfeed—reasons
that range from histories of sexual abuse and body image issues
to economic and physical constraints—the campaign “portrays
anything short of exclusive breastfeeding . . . as a sign of moral
corruption and bad character. . . . We can only conclude that
DHHS believes that women can choose to breastfeed yet are
failing to do so, not because there are any impediments to their
voluntarily making this choice, but rather because they simply
aren’t willing to do the best thing for their babies unless more
pressure is exerted.”"”

There was a ton of controversy surrounding these ads, which
were pulled shortly after their launch (but not before they scared
millions of potential, current, and future moms, I'll bet). They
even caused dissension within the American Academy of
Pediatrics. On a 2003 episode of CBS’s Early Show, Dr. Carden
Johnston, the AAP’s president at the time, claimed that he was
absolutely in favor of a campaign to promote breastfeeding but
worried about the tone of this particular campaign. “We want
women to be able to choose to breastfeed and do that for posi-

tive reasons and not feel intimidated or scared,” he said on air.
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“We are for the breastfeeding campaign and we want to
encourage it and support it and we want it to be accurate and
credible. . . . Pediatricians raise their children and support their
families with positive nurturing experiences, not with scare
tactics.””’ A rational and considerate point of view, to be sure;
unfortunately, Johnston and others who shared his concerns
were accused of being in the pockets of the formula industry by
some on the other side of the debate, and these cautious, bal-

anced voices were silenced.

The DHHS/Ad Council campaign marked a significant change
for the AAP. Although it had come out with statements support-
ing breastfeeding in the past, the organization had been cautious
not to alienate the parents it served. At the time the bull-riding/
log-rolling ads were released, the AAP was still relying on docu-
ments from the 1980s that, according to one breastfeeding activ-
ist, simply “encouraged breastfeeding and acknowledged the
superiority of human milk.””! Then in 2005, “Breastfeeding and
the Use of Human Milk,” now used as the go-to for AAP breast-
feeding policy, was released; it was profoundly different in tone,
saying in no uncertain terms that “human milk is uniquely supe-
rior for infant feeding” and recommending that infants be
breastfed for at least a year.””

It seems likely that the new, unequivocal tone was at least
partly inspired by the dissent in the AAP’s ranks over the
DHHS ads—especially when you consider that this state-
ment was written by members of the 2003 AAP Section on
Breastfeeding, the same group that cried foul when its parent
organization, led by Dr. Johnston, pulled the plug on the
DHHS campaign.
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An older Southern gentleman with a slow drawl and kindly
demeanor, Dr. Carden Johnston is like the poster child for a
homey, warm, idealistic view of pediatrics; quite a contrast to
how the defenders of the DHHS campaign had portrayed him
in the press. In the kindest light they shone on him, he was a daft
industry pawn; in the harshest, a slick political animal willing to
throw the baby out with the formula water. “Dr. Johnston . . .
developed this sudden and seemingly urgent interest in this
issue not via a last minute clinical review of the scientific litera-
ture, or even after consulting with the AAP’s own recognized
lactation science experts . .. his concern came immediately after
aggressive, personal lobbying by representatives of one of the
AAP’s biggest financial contributors, the $3 billion U.S. infant
formula industry,” wrote lactivist Katie Allison Granju in “The
Milky Way of Doing Business,” a rebuttal to the AAP’s actions
regarding the campaign. “Johnston hurled the considerable
credibility and persuasive impact of the esteemed American
Academy of Pediatrics into an explicit effort to stifle the most
ambitious initiative ever undertaken to promote breastfeeding
in the United States.””’

When I met with Johnston seven years later, his recollection
of the events was less dramatic. “I found out that there was pres-
sure to have an advertising campaign come out of the Office on
Women’s Health, which would use fear tactics to promote
breastfeeding. . .. [S]ome of the things they were saying pushed
the data to a level so that it was no longer credible . . . ‘If you
don’t breastfeed, your child is going to develop leukemia’ . . .
those kinds of scare tactics were there,” Johnston explained to
me on the rare sunny day that we met in Seattle, where he and
his wife live part-time. “Now, if the data that something in infant
formula might cause leukemia was solid, the Academy would
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have to find out what in the formula was causing leukemia and
eliminate that, and meanwhile, encourage everyone to breast-
feed . . . but the data was not that strong. And [the executive
committee| needed to respond, because the Ad Council was
working hard on this campaign and were likely to get something
out pretty quickly. I signed a letter saying where the Academy
was coming from,; that the ads should be more positive than neg-
ative in promoting breastfeeding; and I think it’s a very good
letter. ... What we didn’t do, in retrospect, was to involve a lot of
our breastfeeding advocates before we mailed it. We wouldn’t
have bad to change the letter, but they should have been notified
and consulted.”

As for the claim that the formula companies were influencing
the AAP, Johnston says that “the formula company was monitor-
ing the website [so they]| were able to show me what was on the
website before the Office of Women’s Health pulled it down. So,
1s that influence or not?”

Certain members of Johnston’s own organization clearly
believed that it was. Dr. Lawrence Gartner, head of the Breast-
feeding Section of the AAP, spoke harshly about Johnston when
interviewed for Granju’s article. “Some of us within the AAP
have long suspected that the infant formula companies had this
sort of direct access to AAP leadership. ... Dr. Johnston’s actions
have revealed the extent of this influence more clearly than any-
thing else I've seen. Many doctors within the AAP are very dis-
turbed by this.”**

Whether there really had been “many doctors” offended by
the executive committee’s actions, or if it had merely been the
vocal few that comprised the Breastfeeding Section, is likely a
matter of interpretation. It’s tough to know where the majority

of the AAP really stands, since you'd be hard pressed to find
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anything on the AAP website having to do with breastfeeding
that hasn’t been written by the Breastfeeding Section. Johnston
spent about twenty minutes trying to explain the role of a sec-
tion to me; basically, it is “a group of individuals [within the
AAP] who are enthusiastic about an issue.” The executive com-
mittee will then turn to the section when it needs to construct
a policy on that specific issue; for example, the majority of
information on infant feeding that gets filtered through to
the public via the AAP website is written by the Section
on Breastfeeding.”’

I asked Johnston if those in the Breastfeeding Section were
single-minded, and if this posed a problem for the rest of the
organization; he told me I had it backward. “Those are who you
want to have in there. If it’s child abuse, sexual abuse, if it’s
immunizations, if i1t’s breastfeeding, if it’s safety, child passenger
safety, AT'V’s—you want the enthusiasts in there, leading. But I
think that passion sometimes will distort interpretation of stud-
ies the same as it does for me when I'm doing child passenger
safety studies”™—child safety is Johnston’s field of interest, as a
former emergency room doctor—“and I read a study, and I
completely believe it. There may be some holes in it that I'm not
seeing. . . . You know, you've got all this science, and then you
have your personal biases and beliefs. Now, which one do you go
with? I mean, zbis is emotionally correct. This is scientifically
correct. Which one is stronger? When the science is hard, it’s not
an issue. But we’re making statements before the science is that
hard. So you’re using experts interpreting the best data that’s
available.” (Which makes me wonder: The statements of the
AAP are considered the word of God by most American parents.
If the enthusiasts are the ones writing the policy, and being

enthusiastic may alter one’s perception of the facts, are the
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rules we've been following based on little more than bias
and zealotry?)

Johnston feels that it’s a pediatrician’s job to lay out the facts
and encourage breastfeeding. But he also warns that when deal-
ing with a mom “who’s had emotional problems before, or guilt
or insecurity,” doctors should tread more carefully. “I think you
would handle that a bit differently and let her ventilate some
about how important she feels breastfeeding is, and about her
family support system. . .. How much does she wanr to breast-
feed? And then, support her decision. I think a pediatrician stll
can approach each parent, each situation differently.”

In practice, most pediatricians (at least the good ones) are
probably taking this type of approach. I've heard rumors of a
few rogue doctors in the Los Angeles area who won’t accept
patients who aren’t breastfed, but on average, physicians seem
to share Johnston’s moderate modus operandi. Several studies
have been conducted examining pediatricians’ attitudes toward
breastfeeding advocacy, and most conclude that pediatricians
aren’t pushing breastfeeding as much as the AAP official policy
suggests they should. In a 1999 survey of more than fifteen hun-
dred fellows of the AAP, “only 37% recommended breastfeeding
for 1 year... [and a] majority of pediatricians agreed with or had
a neutral opinion about the statement that breastfeeding and
formula-feeding are equally acceptable methods for feeding

infants.”?¢

(Interestingly, the same study also found that physi-
cians—presumably the female ones—who had themselves
breastfed were “more informed and confident in their [breast-
feeding] management abilities” and suggested that “educational
programs also be targeted to professionals to effect changes in
their personal behavior.” I wonder how female physicians would

react to being told that what they do with their breasts is integral
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to the well-being of their patients. Or if the same type of
approach were taken with the obesity epidemic, and the AAP
sponsored weekly weigh-ins to ensure that its members were
leading by example.) And while government and media support
for breastfeeding has increased since 1999, and the AAP has
issued stronger and stronger statements supporting the process
in recent years, a study conducted in 2004 found that pediatri-
cian support for breastfeeding had actually declined. Compared
to a comparable study in 1995, pediatricians were “less likely to
believe that the benefits of breast-feeding outweigh the difhcul-
ties or inconvenience . . . fewer believed that almost all mothers
are able to breastfeed successfully . .. [and] more pediatricians
reported reasons to recommend against breast-feeding.”*’ Since
the DHHS campaign fiasco occurred in 2003, I wonder if these
changes reflected an underlying backlash against the extreme
sentiments voiced in the campaign and throughout the resulting
debates within the AAP.

Unfortunately, when doctors publicly speak out against the
pressure to breastfeed, they risk their professional and personal
reputations. After the birth of his first child, Dr. Barry Dworkin’s
wife was having trouble breastfeeding. The Canadian family
practitioner came home one evening and found his wife in tears
because a lactation consultant she had called for advice had
“essentially told her that she was endangering our child’s life
because she was not breastfeeding properly, or breastfeeding
enough, [that] supplementing was harmful to our baby.”

This personal experience, and hearing similar horror stories
from his patients, led Dworkin to write a column for his local
paper titled “The Hazards of Breastfeeding.” “In my practice, I
observe many mothers equating breastfeeding to their compe-

tency to be good mothers. This narrowed perspective—the
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dependency upon one aspect of newborn care—can be damag-
ing to the mother’s well-being,” he explains in the column,
which appeared in a 2002 issue of the Ontawa Citizen.”® “Despite
the best of intentions, women are bombarded with messages that
lead them to believe if they stray from breastfeeding they are
potentially harming their newborn child. . . . There must be a
balanced approach to newborn feeding. If a mother is unable to
breastfeed, and yes this does happen, she should not be made to
feel that she is a failure. . .. Every woman should be encouraged
to breastfeed but should not be subjected to judgment of her
maternal skills in a punitive fashion.”

Within days of the column’s publication, Dworkin received
piles of irate letters, which called him “uneducated, unethical,
and unprofessional. . . . I had people who felt that anything that
forestalled breastfeeding was a criminal offense writing me, tell-
ing me how irresponsible I was, and how terrible it was that 'm
an assistant professor at a university, that I must be poisoning
medical students’ minds with this kind of information.”” It
didn’t matter that Dworkin praised breastfeeding as a practice,
or that his criticism was centered on the pressure women feel to
nurse and the dangers inherent in inflexibility, moral coercion,
and misinformation. We've gotten to a place where you
can’t utter the word breastfeeding in a negative context without
serious backlash.

Before I left our interview, I asked Dr. Johnston about his own
family’s experiences with breastfeeding. He told me that his wife
had nursed their two daughters, but that her milk had never
come in with their first child. “Our first kid didn’t get any milk,
so at the end of a week he was underweight. We gave him for-
mula, and the kid caught up,” he said casually as I gathered my
things together.
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“Oh, and that son now is a breastfeeding advocate. He works
for UNICEF in Africa and does emergency nutrition. He
got interviewed for JVoice of America the other day about
Breastfeeding Week.”

A champion of breastfeeding, sprung from the loins of the
man whom Mothering Magazine accused of “dismissing breast-
feeding advocates”? T can only imagine how Thanksgiving din-

ner went down at the Johnston household in 2003.

The ad industry certainly didn’t give birth to the concept of
mother guilt. Advertising just capitalizes on feelings that are a
natural part of motherhood. Mainstream breastfeeding advo-
cacy has acknowledged the power of these emotions as a valu-
able tool for increasing breastfeeding rates—albeit in a quiet,
underlying sort of way. Sociologist Elizabeth Murphy has
argued that government breastfeeding policy in the United
Kingdom has relied on a sort of “quiet coercion,” a phenomenon
quite similar to what is happening here, on the other side of the
pond. “Forcing women to breast feed would be unthinkable as
an illegitimate incursion into the privacy of family life and an
assault on mothers” autonomy and self-determination,” Murphy
suggests. Instead, by promoting breastfeeding as a way to better
the health of the nation, the government encourages us to think
and behave in certain ways, and to judge others accordingly; in
effect, we are policing ourselves. “While experts are not, in the
end, able to control how mothers feed their babies, they do set
the standards by which women may be judged by others and,
perhaps most importantly, judge themselves.””" (The late Frank
Oski, M.D,, perhaps the most prominent physician breastfeeding

advocate of the twentieth century, once alluded to this same
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useful tactic, stating that “if the truth makes mothers feel guilty
and they develop some anxiety, perhaps the discomfort will tip
the scales in favor of breastfeeding.”)”

Murphy’s theory might explain why being pregnant is tanta-
mount to wearing a “kick me” sign on your back—or, rather, a
“give me your unsolicited opinion” sign. That big belly gives
strangers the license to weigh in on a number of things that seem
entirely irrelevant to anyone other than you and your gestating
fetus, and breastfeeding tops that list. One of my clients asked
me in the midst of an eight-person meeting if I had started
“toughening up my nipples” in preparation for Leo’s arrival. At
the time, I was just uncomfortable with her talking about my
nipple activities in front of professional colleagues, but she also
made the assumption that I was planning on nursing. As if it was
unthinkable that [ would be doing anything but.

There was also subtle pressure—the random older woman in
a restaurant who asked me if [ would be breastfeeding; the infant
care classes where formula feeding wasn’t even mentioned; the
nurse on my maternity ward tour who warned us that we’d be
woken up every two hours to nurse, and asked for a show of
hands: how many in the group were going to be breastfeeding?
(Needless to say, all hands shot up.)

These experiences weren’t particularly unique, or even that
bad in the scheme of things. Jennifer, who teaches at a presti-
gious Los Angeles private school, was told by a student’s
dad that he “wouldn’t respect her as a woman” if she didn’t
breastfeed. (He delivered this gem during a parent-teacher
conference, no less. Bet that didn’t help his kid’s grade.) Nurse
practitioner Shannon endured months of chastising from
her peers when she confessed she was planning on formula feed-

ing. “I did not expect to get the flak I did from other medical
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professionals—none of which are my personal physicians—
about my decision not to breastfeed,” she lamented. “I was told
multiple times, ‘Oh, why don’t you just pump for a month?’
‘Why won’t you breastfeed, it’s the BEST thing you can do for
your baby,” ‘It’s such a great bonding experience,” ‘You will regret
not doing this.””

I spoke with a young mother who finally decided to “swallow
[her| pride” and enroll in WIC (the Women, Infants, and Chil-
dren program, a government assistance plan the mission of
which is to insure proper nutrition for low-income mothers and
their children) when she was six months pregnant. “During
intake I got asked if I was going to breastfeed. I said no, that as a
sexual abuse survivor I was uncomfortable with it. . .. [M]y
breasts had been used in my attack, and to do so was to feel like
I was molesting my child, to feel like I had no control over my
body as it was being used in service for others. The [licensed
practical nurse| told me that if I really loved my baby, I would
breastfeed.” She recounts that several of her WIC counselors
told her that “they ‘knew’ lots of women who had been raped
who breastfed,” and suggested that since she had obviously had
sex to conceive a child since being attacked, she was sufhciently
healed to nurse that child.

Most of the women I've interviewed cite their own previous
judgment of formula feeders as an ironic reminder of how pow-
erful the “good mothers breastfeed” meme really is. “I studied
the breastfeeding failures of friends and family. . . . I assumed
they were lazy. [ assumed they didn’t try hard enough. I believed
everything I read in breastfeeding literature as though it were
the gospel truth,” says Kelli, whose son was ultimately unable to
latch, causing jaundice and insufhcient weight gain. A mom of

({33

twins had felt sure that “ ‘good’ mothers breastfed their chil-
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dren,” and admits she “bask[ed] in the praise I received when
someone asked if I was planning on breastfeeding and I answered
‘of course.” ”

“It’s almost like with something like circumcision, or ‘crying
it out, there’s an understanding that multple views are okay,
but with breastfeeding we have reached a point where alterna-
tive viewpoints are considered uneducated or wrong,” says
Stephanie Knaak, a Canadian sociologist who has written sev-
eral well-regarded papers on the infant feeding discourse.
“There’s a whole stream of thought that breastfeeding is natural
and it’s for bonding and it’s this kind of wonderful mother-child
relationship thing, and so it’s good in that way. And there’s the
medical sciences aspect—we know that breastfeeding is very
strong from a nutritional standpoint, and it protects your baby, it
makes them healthy, and it makes mothers healthy. And then
you've also got a public shifting of views about motherhood—
that a good mother is the mother who does everything for her
child. ... [M]othering is supposed to be labor intensive, self sac-
rificing. Breastfeeding fits in very nicely with that idea. All of
these different forces culminate into the same thing, and it makes
it a particularly intense pressure. There aren’t really any forces
that speak against it.”"

On the many lacuvist blogs and Twitter feeds I followed
while researching this book, the words of Eleanor Roosevelt
would be thrown around like paper airplanes in a fourth-grade
classroom—inappropriately and haphazardly, and often hitting
unintended targets. Although Eleanor’s original verbiage
involved inferiority, not guilt, the (mis)quote most often used
when the subject of guilt and infant feeding arises is that “nobody
can make you feel guilty without your consent.” In context, this

quote often coincided with the argument that women feel guilty
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only because they know they have something to feel guilty
about. In other words, it’s a good thing they feel guilty about
how they are feeding their kids because they have royally
mucked it up.

What the people who use this argument don’t seem to under-
stand is that the most powerful motivator for breastfeeding is not
peer pressure, fear, obedience, or any other “quiet coercion.” It’s
desire. The desire to be everything your coveted child needs; the
desire to have that indelible bond with the human you created;
the desire to provide sustenance from your very being. And
when for whatever reason this desire goes unfulfilled, the result-
ing emotion 1s often guile—not because we feel like we Jid
something wrong but because we feel there must be something
fundamentally, awfully wrong with us, to be unable to perform
this most basic of human functions.

In one oddly worded article, Dr. Jack Newman, author of 7he
Ultimate Breastfeeding Book of Answers, writes that the concept of
mother guilt is just another ploy of breastfeeding detractors;
that we should not stop promoting breastfeeding just because
it makes women feel guilty. “Who does feel guilty about
breastfeeding?” he asks. “Not the women who make an
informed choice to bottle feed. It is the woman who wanted
to breastfeed, who tried, but was unable to breastfeed who
feels guile.”*

Awkward phrasing and intention aside, those last two sen-
tences are the truest things I've ever read about breastfeeding. I
didn’t find this article until I was six months postpartum, but I
wish I had come across it during those rosy, innocent prenatal
wanderings through the World Wide Web. Maybe it would’ve

given me some warning about what was to come.
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I had been writing for a popular health and wellness website
prior to my son’s birth, and the founder of the site had lent me a
few books on the psychology of newborns. One had described
how, if an infant is placed on the mother’s belly immediately
after birth, he will instinctively claw his way up to her breasts
and latch right on. It seemed so primal, this preprogrammed
knowledge, an instinct to both forage for food and seek comfort.
I couldn’t wait to see it in action.

To my obvious pleasure and relief, my first moments with my
son Leo went exactly as the book described. His tiny movements
up the outside of my stomach were like reverse echoes of what
he had been doing on the inside for the past months. Familiar
but hyperreal; I couldn’t reconcile this small being on my skin as
the same creature that had been cohabitating with my internal
organs. It was disconcerting. His big eyes looked up at me as he
pushed his damp head into my rib cage; the nurse shoved him
roughly up toward my nipple and he found his target. It was
exhilarating. The books hadn’t lied. The nurse told me Leo was
a nursing pro, that we were doing just great. I believed her.

Later, | was wheeled up to the maternity ward. There was a
bassinet in our room with a baby in it. My long-awaited, desper-
ately wanted, beautiful, healthy baby. He was a good baby—
quiet, alert, an “old soul,” according to my father.

He was perfect. For about three hours.

And then he got hungry.



TWO

[Lactation Failures

There’s a startling disjunction between how breastfeeding is
presented—as a natural, instinctual act that is seldom sullied by
physical or emotional impediments—and the actual lived real-
ity of most early breastfeeding experiences. This has created a
breeding ground for serious problems, where lactation “failure”
1s mishandled, misdiagnosed, and misinterpreted. The true fail-
ure, however, may be on the part of well-meaning but dogmatic
care providers who refuse to acknowledge that legitimate lacta-
tion problems can and do exist.

Like many women, my initiation into breastfeeding was
exceedingly technical, supervised, and regimented. During our
time in the hospital, I was visited by three different lactation
professionals (a mammary-centric version of the three wise
men—instead of frankincense and myrrh, this holy trinity
brought lanolin and breast pads), all of whom approached our
breastfeeding “dyad” as if it were not a living, breathing mother
and child, but rather two disembodied nipples and a free-
floating tiny mouth. I welcomed these clinical ministrations,

42
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though, because despite a brilliant opening-night performance,
our breastfeeding relationship had quickly deteriorated. If
breastfeeding was a dance, Leo seemed to have forgotten his
steps and I had two left feet. Or at least one left reasz that func-
tioned, and a right one that refused to cooperate—I apparently
had some vague form of “nerve damage” that caused severe pain
to shoot through the right side of my body whenever Leo would
suck. Adding insult to (literal) injury, my infant son refused to
latch on to the “good” breast, repeatedly pulling off of it and
screaming as if someone had stolen his puppy.

None of the lactation consultants could get my son to suc-
cessfully latch. The excuses ranged from a kind but vague “he’s
just sleepy, give him time,” to the snippier proclamation that my
new babe was “a slow learner.” And although no one solved our
problem sufficiently to make an actual feeding possible, every
two hours, a clipboard-wielding nurse would march in and
demand notification of how long Leo had fed and on which
breast, and how many diapers he’d soiled. (I realize these
nurses were just doing their job, but at the time [ could
have killed them all, even if it meant ripping out all my stitches
to get out of bed and bash them over the head with one of those
stupid clipboards.)

Considering how overtly medicalized the breastfeeding
experience has become for most of us, it’s ironic that the dis-
course around infant feeding so often coincides with an anti-
interventionist approach to childbirth. Aside from the Nestlé
scandal, a large part of the resurgence of breastfeeding in the
late twentieth century can be credited to the women’s health
movement of the 196os and 1970s, which raged against how the
current medical system was taking motherhood out of the hands

of mothers." At the time, breastfeeding was a radical, subversive
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act; now, it is professionally monitored to a greater extent than
most pregnancies.

Breastfeeding has been politicized for a long time—most his-
torians credit the eighteenth-century French philosopher Jean-
Jacques Rousseau with framing breastfeeding as a civic duty,
a way for women to support the health and moral character of
the nation’—but it wasn’t until the nineteenth century that
medicalization of nursing and childbirth really became a signifi-
cant phenomenon, thanks to a confluence of events. The indus-
trial revolution changed the dynamics of American society:
women, especially poorer women, were joining the workforce in
droves, making it difficult to balance breastfeeding with employ-
ment. Wet nursing fell out of favor in the United States; although
it was still a viable option for the very wealthy, it was not for
the majority of working-class women. Infant mortality rates rose
as families began to feed babies unpasteurized milk or other
inappropriate substances. At the same time, pediatricians
grew fed up with their specialty being considered a “lesser”
sort of medicine than that of their peers, and sought ways
to become more relevant as physicians. By taking charge of
formerly domestic issues like infant feeding and childcare,
they were able to kill two birds with one stone—they could
reduce infant death and illness rates while boosting their
professional cred.’

By the twentieth century, infant-feeding practices were the
domain of primarily male doctors, who worried that the “highly
developed nervous systems” of their middle-class female clients
were not conducive to breastfeeding. In response, they began
prescribing rigid routines and dietary restrictions for new moth-
ers, and standardizing “well baby” visits and regular weight

checks to ensure that babies were adequately gaining weight.*
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At the same time all this was going on, infant formula was
becoming a mainstream phenomenon. Pediatricians often
designed their own versions of breastmilk substitutes to give to
patients when breastfeeding wasn’t working—not working per-
haps, as medical historians like Rima Apple have argued, because
of the bad advice and birthing practices perpetuated by these
same doctors’—and, slowly but surely, capitalism took over. A
few companies began marketing infant formulas to the pediatric
community, which would prescribe these products to patients
as supplemental “relief bottles” or complete replacements for
breastmilk.” Women were increasingly reliant on physician
expertise as the century progressed, and formula was seen as
easy, modern, and possibly even better than breastmilk in an age
in which progress and science ruled. (For proof of this, peruse
any women’s magazine from the 195o0s. The ads come straight
out of The Fetsons.)

Needless to say, the advent of medicalized childbirth and
pediatric oversight of maternal duties, coupled with the com-
mercialization of infant formula, is universally blamed for the
dramatic fall in breastfeeding rates in the late twentieth century.
But Linda Blum, sociologist and author of At the Breast: Ideologies
of Breastfeeding and Motherbood in the United States, cautions against
a tunnel-visioned interpretation of infant-feeding history:

There is ample evidence for blaming the patriarchal medical
profession and, in the case of infant feeding, their collusion with the
burgeoning formula industry. . . . This story is, however, more
complex than capitalist-patriarchal collusion. The medical
profession ... [had] humanitarian concerns ... and was also acting in
response to mothers’ expressed needs. . . . They wanted freedom
from the control biology extended over their lives, including pain-
free, safe childbirth and birth control, and they saw medical science
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as an ally. . . . Breastfeeding failure was largely an unintended
consequence, and it is likely that both working- and middle-class

mothers were grateful to have a safe alternative.’

Regardless of why the medical model of infant feeding rose
to prominence, by the late twentieth century most American
women gave birth in hospitals and took advice from pediatri-
cians about how to nourish and raise their infants. And this had
some disturbing consequences. Women were often rendered
unconscious during childbirth, for example; babies were rele-
gated to nurseries rather than spending their first days in close
contact with their parents; and, as Blum suggests, the confidence
women had in their own bodies was typically undermined. The
women’s health movement stemmed from the fertile soil of
this cold, technological approach to motherhood, encouraging
women to seek help from midwives and other more “natural,”
antiestablishment care providers. Even today, the AAP and
independent physicians are often portrayed as ignorant, “pro-
unneCesarean™ (performing unnecessary cesarean sections)
and anti-breastfeeding, in cahoots with the formula industry to
perpetuate the need for “artificial” feeding.

Grassroots lactivists struggle with the conflict between phi-
losophy and necessity. They blame modern medicine for the
advent of our formula-feeding culture, and our fast-paced life-
style for the severing of familial ties that have essentially created
a generation of women who’ve never really seen breastfeeding
in action. But these constructs have also been the most useful
tools in promoting breastfeeding. The loudest (and apparently
most persuasive) arguments for breastfeeding come from
respected medical organizations like the AAP and WHO. Scien-
tific research has provided ample evidence to support the
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perceived need for militant lactivism, and the highly “unnatu-
ral” Internet has made it possible for this message to get across
to the masses, even those in areas where physicians are not as
up-to-date on breastfeeding science. “Breastfeeding advocates
often are caught in the odd position of touting the biological
advantages of breastfeeding while at the same tume
criticiz[ing] medical practitioners for not knowing more about
lactation and for providing false information to women,” states
Bernice L. Hausman, one of the most respected scholarly breast-
feeding advocates. And yet, “much of breastfeeding advocacy
itself is indebted to a medical model of demonstrating the con-
tribution that breastfeeding makes to health.”” Contrary to the
back-to-basics, mommy-gut mythology surrounding nursing,
breastfeeding in the United States, Canada, Australia, and Great
Britain is firmly rooted in this cold, blatantly medicalized ver-
sion of parenthood. Jonathan Wells of England’s pro-breastfeed-
ing MRC Childhood Nutrition Research Centre even argues
that infant feeding is a profound example of biopower, “tech-
niques [that] include normalizing judgments which subtly
define the properness of an individual’s behaviour, the institu-
tionalisation of knowledge through which individuals are
objectified and devalued, and the ‘panoptic gaze’ which subjects
individuals to continual surveillance.”"’

Unfortunately, we might actually need all this monitoring to
make breastfeeding possible in the world we currently inhabit.
In the same article, Wells asserts that “optimal breastfeeding
as defined on a medical basis by WHO 1is neither ‘natural;
‘traditional’ or even, possibly, ‘normal’ in a species that has
evolved to exploit ‘short-cuts’ in parent-offspring energy alloca-
tion.”"" Breastfeeding may still be the best way to feed babies

nutritionally, but using the “breast is natural” argument while
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simultaneously insisting on the need for more medical research,
expert intervention, and education hints at a different truth:
maybe lactation is becoming an “unnatural” state in the society
we live in.

“The propaganda tells us that breast feeding is ‘natural’ . . .
that’s what the word ‘mammal’ means, for heaven’s sake. ... We
forget, of course, that while, as Homo sapiens we still possess
mammalian equipment, we are no longer repositories of mam-
malian instinct except in the most vestigial sense,” writes soci-
ologist Susan Maushart in The Mask of Motherhood. “What our
fellow mammals ‘know, we must learn. . . . Breast feeding is
essentially a vestige of a hunter-gatherer way of life. The won-
der is not that it grafts so poorly onto industrialized minds and
bodies, but that we persist in trying to graft it at all.”*?

Breastfeeding folklore invokes the past as evidence for the
“naturalness” of nursing our young—"“If breastfeeding were so
hard, humans would have become extinct years ago”; “If every
woman isn’t capable of breastfeeding, what did we do before for-
mula existed?” What women who couldn’t breastfeed did before
formula existed was rely on other women who were lactationally
blessed; in tribal cultures, this was made possible by what anthro-
pologists call “alloparenting,” a collaborative arrangement
where it literally does take a village to raise a child."” This is
likely a foreign concept for those of us living in Western cul-
tures. Many of us don’t live near family, and our friends are often
busy with their own professional or family lives. Paternity leave
is a rarity, so mothers are left on their own with infants pretty
much right off the bat. This puts a lot of pressure on moms
to iron out the feeding issues, pronto, even though most
experts admit it takes up to six weeks to truly get the hang of
breastfeeding. My friends whose families were local seemed to
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adjust better to both motherhood and nursing—even if there
were technical complications in the beginning and even if their
mothers were no help with the actual breastfeeding (another
reason cited by breastfeeding advocates as a reason for lactation
“failure” is that we aren’t getting guidance, and in some cases
are recelving active resistance, from older generations)—
than those of us essentally in the “orphan” camp. Having a
screaming baby, bleeding nipples, and little to no sleep (all com-
pletely normal occurrences in the first weeks of motherhood)
is one thing when you have a mom or sister there to help
you through it; it’s another thing altogether when you’re in an
empty house, alone with your fears, insecurities, and seemingly
dysfunctional breasts.

Even so, there are Western cultures in which breastfeeding
rates are exceedingly high. The prime example of this 1s Nor-
way, a country once as lactation-phobic as America, with the
majority of Norwegian moms bottle feeding in the 1970s.
Through grassroots efforts, followed by an extremely pro-
breastfeeding prime minister taking office in the 1980s, the
country raised its breastfeeding initiation rate to 99 percent
and its six-month rate to 8o percent."* But looking a bit closer
at breastfeeding statistics from Norway, we see that although
8o percent of women are indeed stll breastfeeding at six
months, only 9 percent are exclusively breastfeeding, with the
biggest decrease between three and four months postpartum
(63 percent to 46 percent).” This means that six months out,
91 percent of Norwegian women are using supplements—
formula, complementary foods, or juice—rather than following
the advice of WHO and their own government health authori-
ties to feed babies nothing other than breastmilk for the first

six months. Maybe breastfeeding exclusively for six months is
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not a realistic goal for most Westernized women—even those
who live in what the most ardent lactivists consider the “ideal”
pro-breastfeeding environment.'’

Yet the party line of breastfeeding advocacy in the United
States seems to remain married to the concept that nefarious
external forces are the only thing preventing women from suc-
cessfully nursing. One high-profile lactivist group out of New
York calls these forces “booby traps.”"” The theory is that we
have become a bottle-feeding society, and both our popular and
medical cultures need an extreme makeover to cement breast-
feeding as the norm. If this occurs, then we can return to some
mythical golden age in which mother’s milk springs eternal. (I've
yet to discover exactly when that age was. Wet nursing was prev-
alent even in ancient Egypt and continued to be until other sup-
plements started being used, at which point infant mortality
rates skyrocketed until the advent of commercial formula and
the twentieth-century medical model of motherhood discussed
previously.”” Even the glossiest PR firm couldn’t glamorize that
history.) It’s clear that women face many social impediments to
successful breastfeeding, but I wonder if a thorough examina-
tion of how these sociocultural factors could be influencing
our bodies might do more for the cause. Vague acknowledg-
ments that there’s a “learning curve” for breastfeeding contrast
with the naturalist arguments that we are born to breastfeed,
setting modern women up for disappointment, frustration,
and confusion.

Even in the animal world, sometimes there’s a need for
instruction and help: nursing and mothering don’t always come
easy for chimps. John Wells describes the first zoo-kept chim-
panzees to give birth in captivity as “showing no inclination to

breastfeed”; it was thought that since they hadn’t observed other
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mothers and babies, they hadn’t learned appropriate maternal
behavior, implying that instinct may be overruled by situational
factors. Studies of different groups of chimpanzees found that
feeding behavior varied between the groups, even though they
were living in “similar ecological environments.” Wells uses
these stories as evidence that “flexibility characterizing the
[infant-feeding] process is adaptive, allowing individual organ-
isms to improve the fit between themselves and their local envi-
ronment.”"” In other words, living the way we do and where we
do may make one way of feeding more “natural” than another, as
opposed to what is considered “natural” by others of our same
species in a different environment. But I wonder if this process
of adaptation to a “local environment” could also apply on the
tiniest scale. Two women in the same city, who fall into the same
socioeconomic cohort, could have two totally different upbring-
ings, life experiences, needs, and desires. In a culture where
autonomy and individuality are revered, it seems odd to ignore
the possibility that what works for me might not work for you.
To treat human mothers as though we are equivalent to zoo-
kept chimpanzees—creatures of instinct who just need to be
taught the “right” way to act—is a little insulting. And not only

to the chimpanzees.

By our third day in the hospital, Leo had lost approximately 10
percent of his birth weight—which, although certainly within
the realm of normal (it’s typical for infants to drop 5 percent to 7
percent of their weight immediately after birth, but doctors
don’t panic if it’s closer to 10 percent),”’ was of concern in
combination with a case of jaundice caused by type AB-O

blood incompatibility (this is another somewhat common
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complication that no one spoke of in my prenatal classes—Leo’s
blood type clashed with mine, which ultimately provoked his
body to produce excess bilirubin).

The on-call pediatrician told us that we had a choice: we
could offer him a bottle of formula, just to help out until we per-
fected breastfeeding and my milk came in, or we could hold off
and see if things improved on their own. She was clearly trying
not to pressure us; the hospital had been attempting to earn the
Baby-Friendly*' designation—a nationwide program encourag-
ing hospitals to implement practices that supposedly increase
breastfeeding rates—and I could tell she was treading carefully.

The Academy of Breastfeeding Medicine’s (ABM) clinical
protocol regarding neonatal supplementation in the hospital is
explicit that there are very few reasons to give a baby anything
other than breastmilk direct from the mother.*” The document
detailing this protocol begins with a list of when supplementa-
tion is NOT INDICATED—all in caps, as if this was the take-
away message of the document, rather than the details regarding
medical emergencies requiring supplementation. (Is giving a
baby a bit of formula because the mother is too exhausted to
wake up and breastfeed—item #4 on the “when supplementa-
tion 18 NOT INDICATED list—more detrimental than not
treating a severely dehydrated newborn?)

Table 2 of this same document lists “possible indications for
supplementation”—things like weight loss in excess of 10 per-
cent, and “intolerable pain during feedings unrelieved by inter-
vention” (last on the list but still there, to the credit of the ABM).
Between Leo and me, we fulfilled nearly all the criteria. Accord-
ing to the ABM, I should have been given instructions to pump
or use donor milk as the first choice, or at the very least given a

protein hydrosylates formula to use in order to “convey the
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psychological message that the supplement is a temporary ther-
apy, not a permanent inclusion of artificial feedings.” (I assume
this message is “conveyed” by using a formula that is prohibi-
tively expensive and smells disturbingly like rotten potatoes, as
protein hydrosylates do.)

None of this was explained to me; rather, we were simply
given a choice: to supplement or not to supplement. I didn’t
know what to do. According to everything I'd heard, one measly
bottle was all it took to throw us onto the path of breastfeeding
failure. “Studies show that ‘just one bottle’ can be harmful to
both the mother and baby by increasing the likelihood of serious
allergy to cows’ milk protein ... [i|ncreasing the chance of bowel
infection and diarrhea by changing the pH of the bowel . . .
[c]ausing nipple confusion—having difficulty latching to the
breast . .. [and] affecting the delicate supply and demand bal-
ance,” the websites had warned.”

For each of these claims (other than the increased chance of
bowel infection, especially necrotizing enterocolitis—which is a
real possibility because formula is not sterile like breastmilk, but
1s not a common problem for most full-term infants born in
industrialized nations),”* there’s a counterargument. A recent
study out of Israel suggested that early exposure to a cow’s-
milk-based formula may actually reduce the risk of later devel-
opment of milk protein allergies;” the concept of a “virgin gut”
is primarily theoretical. But “nipple confusion,” as goofy as the
terminology was (I had this image of two disembodied nipples
running around in circles, bumping into each other, because of
course nipples didn’t have eyes to see where they were going),
made sense to me on a physiological level. The act of drawing
milk out of a human nipple involved different musculature than

drinking from an artificial nipple. The theory was that once a
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newborn caught wind of how easily he could eat from one of
those funky-looking silicone things, he’'d never want to do the
hard work necessary to nurse. If my son took after me, he'd
probably see the logic in that argument fairly quickly, and we’d
be effectively saying sayonara to any chance of a beautiful
breastfeeding relationship.

Nipple confusion is actually a matter of debate for some lac-
tation professionals—Dr. Marianne Neifert, author of several
parenting and breastfeeding books, has hypothesized that babies
who suffer from nipple confusion most likely have other breast-
feeding issues (latching problems, insufficient milk) to begin
with.*® There is some threat of messing with the establishment
of milk supply if the bottle is used too often, but there are ways
to supplement without disrupting this sensitive process. One
option is a supplemental nursing system, or SN, a tube-feeding
apparatus that attaches next to the mother’s nipple, allowing
the baby to receive supplemental nutrition (either formula or
pumped breastmilk) while still sumulating the nipple.

Regardless, the fear of nipple confusion, of deflowering the
“virgin gut,” and of formula in general have made new mothers
skittish about supplementation, and I was no exception. There
was only one factor pushing me toward allowing the bottle: the
thought of having to stay at the hospital longer than necessary. If
we didn’t solve the jaundice issue I wouldn’t be able to leave. I
had attempted to be analytical about how I was feeling in those
first days, and decided that it was just the claustrophobic, sterile
environment of the maternity ward that was causing a grainy
film to alter my perception. I'd be okay as soon as I got home,
away from the constant flow of healthcare workers and visitors,
for whom I felt obligated to put on a cheery face and act the

part of the glowing, prettily postpartum new mom. So when a
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new nurse came on duty and asked us if we needed anything,
I blurted out in a shaky voice: “We want to try giving him
a bottle.”

I could have sworn her entire face lit up. “Really?” she asked,
as if this was the first time she’d been able to initiate a bottle
feeding without facing contempt from her patients. Steve and I
nodded self-consciously, watching carefully as she opened a tiny
bottle of sterile, premixed formula (“closest to breastmilk!” the
label proudly announced). She showed us how to hold Leo
slightly upright and position the nipple for the easiest, air-free
flow. I gazed at my child as his mouth closed over the bottle’s
nipple and sucked desperately. I saw his eyes open, and stare up
at the nurse. | recognized the look on his face, an emotion too
adult for a two-day-old, but there all the same.

He was grateful.

Although it might not appear this way to a hormonal, fragile
new mom, the Baby-Friendly Initiative doesn’t forbid supple-
mentation out of cruelty. The practices encouraged by the orga-
nization are based on a belief that it is “a rare exception when a
woman cannot breastfeed her baby for physical or medical rea-
sons.” If there are so few occasions formula is necessary, why
make it readily available or preemptively educate women about
its proper usage?

According to statistics, only 2 percent to 5 percent of women
have physical impediments to breastfeeding that render
them unable to adequately feed their infants.”” On balance, then,
one could easily argue that educating women about potential
problems would do more harm than good, scaring women out

of breastfeeding, when so few will be affected by these
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complications. But as Dr. Michael Moritz, clinical director of
pediatric nephrology at Children’s Hospital of Pittsburgh,
points out, even if only 5 percent of women are affected, “You
are talking about one in twenty of a couple of million women who
give birth every year. That is suge. That's hundreds of thousands
of women having problems, and not getting support.”**

Moritz was the lead author of a 2005 article detailing the rise
of breastfeeding-related hypernatremia, a type of dehydration
that occurs when there is “inadequate transfer of breast milk
from mother to infant”” “Hypernatremic dehydration is
assumed to be a rare complication of breastfeeding, but recent
reports have suggested that the incidence is increasing. The fail-
ure to diagnose hypernatremic dehydration can have serious
consequences, including seizures, intracranial hemorrhage, vas-
cular thrombosis, and death,” the report states. Moritz and his
coauthors looked at the incidence of otherwise healthy, breast-
fed babies admitted to Children’s Hospital of Pittsburgh over a
five-year period who had elevated serum sodium concentrations
(an indicator of hypernatremia), with no other explanation for
this condition than “inadequate milk intake.” Within a group of
3,718 babies, ninety qualified as having breastfeeding-related
hypernatremia—and the majority of these were born to first-
time moms. Although these numbers mean that the incidence of
the condition is only 1.9 percent, ninety babies hospitalized with
a serious condition is nothing to sweep under the rug.

Moritz claims that these problems have always been around,
but physicians used to be more likely to supplement when things
began going south. “When you are not reacting until you haven’t
seen the baby for one or two weeks and the baby is still not gain-
ing weight ... and you are not recommending supplementation,
you are going to start seeing more problems,” he explains.
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“There 1s a very high rate of women who abandon breastfeeding
within the first week, and that has been a concern. Breastfeeding
advocates have tried to reduce those numbers, [but] you are not
going to reduce them unless you are able to support these
women so that they can successfully manage breastfeeding.””

The fact that most of the cases in his study occurred with
first-time mothers did not escape Moritz, who had his own bad
experience with jaundice in his first child. “Can you imagine
how traumatic it is for a mother who is trying to do the best
things for her child, and then sees her kid get sick . . . because
that mother couldn’t make enough milk? ... I mean, even if there
are no neurological consequences, and the child’s doing great—
to put a parent through that five days of hell unal the kid has to
go to the emergency room and you have to then put the kid on
the bottle, or give IV fluids . . . it’s traumatic.””

Elizabeth, one of a myriad of women ['ve encountered who
suffered from physical lactation “failure,” would agree with Dr.
Moritz on that statement. Initially, she thought breastfeeding
was going well. “I saw the LC [lactation consultant] for about 2
minutes. Grayson just happened to be latched on when she vis-
ited—Tlatched on, but asleep. The LC said the latch looked good;
I just needed him to wake up to eat. And then she was gone. We
went home from the hospital on Friday. That weekend, I breast-
fed every 2 hours, but Grayson never woke up or cried to eat. |
would wake him up the best I could, put him on and he would
suck some and would fall back asleep. Clueless me—I thought
newborns just slept a lot.” Elizabeth had no idea anything was
amiss until her appointment with the pediatrician the following
Monday. Grayson had been born a few weeks early at five
pounds, seven ounces; his weight had plummeted to four pounds,

nine ounces. “The nurse took his temperature—twice, because



8 /  Lactation Failures

she thought the first time had to be a mistake. His temperature
was 94.9 degrees—dangerously low.” Considering a temperature
this low was indicative of hypothermia due to dehydration, Eliz-
abeth was instructed to take her son straight to the emergency
room. She and her husband spent five draining days in the
pediatric intensive care unit, watching their newborn endure
catheterization and spinal taps. After Grayson was discharged,
Elizabeth continued to try to breastfeed, pumping around the
clock and taking medications and herbal supplements to increase
her supply, but eventually turned to formula. At the time we
spoke, her son was nine weeks old and thriving, but she was only
beginning to recover from the experience.

In an article for the parenting website Babble.com, writer
Tafty Brodesser-Akner relates the story of her inability to
breastfeed sufhiciently due to primary lactation failure—a phys-
ical incapability of producing enough milk, resulting from hor-
monal imbalances, insufficient glandular tissue, or other medical
issues. When she contacted La Leche League for advice, appar-
ently she was told by a representative that “most commonly, the
reason for low milk supply is a wrong position or something [a
woman is] not doing correctly. . . . [I]f I tell them it’s possible
they won’t produce enough milk, they’ll use it as a crutch.
They’ll give up. We want them to stay positive.””

What's even more troubling is that this oft-cited lactation
failure statistic of “1 percent to 5 percent” seems to be based on
vague estimates rather than definitive data. Some studies have
even suggested that physical impediments to breastfeeding
might affect up to 15 percent of women.” “To get at true biologic
lactation failure, we’d have to look at mothers who got optimal
support and care from conception onward, and nevertheless

were unable to make sufficient milk to feed their babies,” Dr.
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Alison Stuebe explained during a discussion on the Academy of
Breastfeeding Medicine blog.™* Following that logic, we'd be
hard pressed to find a better example than Norway, where
breastfeeding policy 1s backed up by free access to lactation con-
sultants and a ten-month paid (or twelve-month reduced-pay)
maternity leave, as well as a generous leave policy for new dads.
Although the six-month breastfeeding rate in Norway is an
impressive 8o percent,” this still means that 20 percent aren’t
breastfeeding to the “required” six-month mark—in a culture
where, as one Norwegian woman told the New York Times,
“Women who are not able to [nurse] are very, very sad.. .. They
feel like failures if they cannot breast-feed.”* If there are no
social constraints, no formula advertising or hospital freebies,
and women don’t have to return to work, why are 20 percent
“failing”? Even within the first month, 12.9 percent of women in
a large Norwegian cohort suffered from breastfeeding problems
so severe that they required medical intervention.”” Chances are
that not a// of these women were suffering from primary lacta-
tion failure, but obviously there are issues here that “ideal con-
ditions” cannot wipe out, and a significant number of women—
and their babies—are suffering the consequences.

During the 2010 Breastfeeding Summit, anthropologist and

public health expert Nancy Chin spoke to this very point:

Mothers across studies, across ethnic groups, and across social
classes all cite an insufficient or inadequate milk supply as an
important reason for stopping exclusive breastfeeding before 6
months. By contrast, among health professionals, physical problems
that inhibit milk production are believed to be very rare, with only
about 4% of women thought to have this condition. This is a
significant disconnect between what science says and what women
tell us.... Where are the follow-up studies that can pinpoint reasons
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for this discrepancy? Implicit in the lack of follow-up is an assumed
failure of women to use the right techniques in breastfeeding, that

they are lying, or that they don’t really want to breastfeed.”

The doctors and breastfeeding experts who believe, as Chin
suggests, that women are lying are not random extremists on the
Internet. These are the people who are supposed to be helping us
breastfeed, helping us keep our kids healthy. If those in the research
and medical communities truly want to help women, researching
lactation problems, rather than assuming women are looking for an
easy way out, would do a good deal to support this goal.

Plus, insufficient milk isn’t the only reason that formula may be
medically indicated. Breastmilk is nature’s perfect food, but what
if certain environmental, dietary, or medical conditions alter that
perfection? Back in 1995, in front of an audience of the most emi-
nent and outspoken characters on the breastfeeding advocacy
front, researcher Ann Prentice acknowledged that contami-
nants—as well as a variety of other aspects of our modern exis-

tence—could alter the absolute flawlessness of breastmilk:

Breastmilk has also been shown to be an excretory route for a
range of substances that might be harmful to the baby. . .. These
include viruses, such as human immunodeficiency virus (HIV);
environmental and occupational pollutants, such as DDT, PCBs,
and dioxins; components of the mother’s diet that might be toxic or
allergenic, such as trans-fatty acids, aflatoxins, and cow’s milk
protein; commonly used stimulants, such as nicotine, caffeine, and
theobromine; and various drugs and radioactive compounds. Where
exposure to xenobiotics jeopardizes infant health, difficult and often
controversial decisions have to be made about whether the risks

outweigh the benefits of breastfeeding.”

Prentice mentions HIV only in passing, but the advice given
to HIV-positive mothers regarding breastfeeding perfectly illus-
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trates the dichotomous nature of breastfeeding recommenda-
tions. In developing countries, studies have shown that formula
feeding (due to contaminated water supply or lack of resources)
poses at least as great a risk as the very real possibility of infec-
tion from breastmilk.” Further complicating the situation,
women who are seen formula feeding may be pegged as HIV-
positive; this could lead to ostracism from the community or
worse. Therefore, WHO recommends that women in resource-
poor countries breastfeed exclusively for six months, while tak-
ing a course of antiretroviral medication when possible.*

In developed countries like the United States, Britain, and
Australia, 1t’s quite a different story. According to the interna-
tional AIDS charity AVERT, “the advice from national health
agencies 1s straightforward: [women in developed nations]
should avoid breastfeeding altogether because the risk of HIV
transmission far outweighs the risks associated with replace-
ment feeding.”*

The message from the major medical organizations might
indeed be straightforward, but the same Web page where I found
this statement begins with an admonishment that “even in high-
income countries, breastfed babies are less likely to become ill
than those given replacement foods”; and includes a quotation
from the UK. Department of Health proclaiming, “Under
exceptional circumstances, and after seeking expert professional
advice on reducing the risk of transmission of HIV through
breastfeeding, a highly informed and motivated mother might
be assisted to breastfeed.” One could argue that AVERT—which
claims to be “the most popular HIV/AIDS website in the
world”¥—is simply reporting facts, but when you start by
talking about the risks of infection to an audience of immune-

compromised mothers, and end by suggesting that “motivated”
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and “informed” parents can breastfeed, the message is far from
neutral. Since the “transmission of ... HIV-1 through breastfeed-
ing has been conclusively demonstrated,”™ this makes a good
argument for why we shouldn’t be afraid to admit that some-
times breastmilk may be less than perfect. It may even be deadly.

Transmission of HIV through breastmilk is an extreme
example, but there are less dire circumstances in which breast
1sn’t necessarily best. Milk protein allergy (and its less serious
cousin, dairy intolerance) in breastfed infants is relatively com-
mon; when this allergy is suspected, mothers are typically told
to cut dairy out of their diets (often along with soy, nuts, eggs,
and other potentially allergenic substances) as a curative mea-
sure. Yet, a Finnish study of one hundred allergic, breastfed kids
found that elimination diets not only failed to reduce allergic
symptoms but also were associated with impaired growth and
altered nutritional status.”® “For the last two decades a resur-
gence in breast-feeding has been associated with a rise in the
prevalence of allergic diseases,” the authors state. “Conse-
quently, the question addressed in this study, whether to con-
tinue breast-feeding of infants with allergic manifestations, now
arises frequently in pediatric practice. ... [U]ncoordinated elim-
ination [diets] may result in a risk of general nutritional inade-
quacy or in unbalanced fatty acid profiles and deficiency of
essential single nutrients, which may even amplify the risk of
sensitization.” The study found that when the subjects stopped
breastfeeding, normal growth resumed and allergic symptoms
were alleviated, leading the authors to make the relatively
controversial statement that although “breast-feeding may be
beneficial both for the primary prevention of allergy and for
support of optimal growth and development . . . we may con-
clude from these data that an elimination diet adopted by the
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mother does not reverse sensitization that has already devel-
oped into allergic disease. . . . [I|f control of allergic symptoms
and normal growth cannot be achieved because of the many
antigens present in the breast milk, prolonged breast-feeding
cannot be recommended.”*’

Elimination diets are still being encouraged as the gold stan-
dard of treatment for food allergies in breastfed infants. But I've
spoken with a significant number of women who avoided aller-
genic foods religiously for months on end, to no avail. “When |
told our pediatrician that Aiden was still having bloody diapers
and rashes, my doctor implied that the only explanation was that
[ must be cheating, or didn’t know how to read labels,” one
mother complained in an email. The consensus within the med-
ical and breastfeeding advocacy community is that since breast-
milk is species specific, there’s no way that a human baby could
be allergic, or even sensitized, to human milk. But then again,
our bodies do lots of bizarre things. Humans are a strange and
imperfect organism and there is indeed evidence that babies can
be sensitized to their mothers’ milk. “More than 4o years ago it
has been reported that milk allergic patients may also exhibit
allergic reactions upon exposure to human milk and auto-
allergy in cattle has also been described. . .. Recent data suggest
that sensitization to human proteins occurs early in childhood,
almost as early as sensitization to food allergens,” write the
authors of a 2007 study appearing in the journal Clinical and
Experimental AllergyY They performed lab tests that showed
reactions to human milk proteins separate from reactions to
cow’s or sheep’s milk proteins, and used controls that helped
establish that patients were reacting to the breastmilk rather
than anything “coming through” the milk from the mother’s

diet. This is only one small study, not by any means definitive
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proof that humans can be allergic to human milk. But consider-
ing the egregious lack of studies examining this possibility,
it's equally unfair to say that the possibility of human milk
allergy 1s nil.

When Amber Johnson’s daughter started showing signs of food
intolerance, she obeyed expert instructions to give up a list of
offending foods. Weeks went by but the symptoms did not abate;
since Amber’s daughter was constantly in pain from ingesting a
substance that inflamed her insides, she developed an extreme
aversion to eating. “Experience taught her that nursing hurt. . ..
She all but stopped eating and growing. . .. I was told by shrugging
experts that [ was simply doing something wrong. That this could
all be figured out and she’d nurse happily—I just had to hang in
there and keep trying. ... The result of all this effort was a hospital
stay, traumatic placement of a nasogastric feeding tube that would
remain for two months, and occupational therapy to address her
intense feeding aversion.” Amber’s daughter eventually was
switched to hypoallergenic formula, and Amber believes that the
hell they went through was completely avoidable. “I couldn’t lis-
ten to what my daughter was trying to tell me. Instead [ listened
too long to voices that were not in tune with our unique situation
but were fixated on breastfeeding as the only way, the right way,
the always-best way.”

In 2010, the AAP began recommending a vitamin D supple-
ment for breastfed babies, in response to research that suggested
a deficiency of this vitamin in breastmilk. When a pediatrician
was asked why only 36 percent of his peers were advising their
patients of this new AAP policy, he explained, “We really want
parents to breastfeed, and if we’re saying the breast milk really
isn’t complete, that you need something extra, then that might
be an inhibition to breastfeeding. . . . So those folks who
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place a greater importance on having the breastfeeding
iself . . . might elect not to do anything that would dissuade
families from breastfeeding”* In reality, it wasn’t that breast-
milk was suddenly insufficient but rather that our current fear
of skin cancer had reduced infants’ exposure to sunlight—
a major source of vitamin D. Instead of explaining this to
parents, physicians chose to keep silent about the recommenda-
tions rather than potentially discourage a belief in the absolute
perfection of breastmilk. This same modus operandi is what
makes the topic of chemical contaminants in breastmilk so
volatile. The fatty tissues necessary for milk production are
repositories for fat-soluble chemicals; in fact, breastmilk is
considered one of the best bodily substances to use for
biomonitoring,” a way of “determining which environmental
chemicals people have been exposed to and how much of those
chemicals actually gets into their bodies.””’ Breastfeeding advo-
cates are not fans of studying breastmilk in this manner, as a
2004 article in Mothering explains, because it might “be viewed
that human milk is contaminated.”"' True, it’s human nature to
freak out about these things, and those who do would be missing
the important point that simply because chemicals can be mea-
sured in breastmilk does not necessarily mean that breastfed
babies are going to start glowing neon orange. But considering
that many breastfeeding advocates allow the dissemination of
misrepresented and misleading studies, arguing that women
“need the facts” to make an informed decision, withholding
these findings seems hypocritical.

There’s a popular saying that floats around the Internert,
attributed to lactuvist Amy Spangler: “While breastfeeding may
not seem the right choice for every parent, it is the best choice

for every baby” But is breastmilk “the best choice” for every
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baby? This is not a question of whether formula is better than,
equal to, or worse than breastmilk, but rather an acknowledg-
ment that sometimes an alternative to breastmilk may, indeed,
be the better option.

If you’re staring down the long, confusing road of lactation fail-
ure, brace yourself for an additional challenge: parents not only
are given little information by healthcare providers on what
could possibly go wrong with breastfeeding but also are seldom
given instructions on proper formula feeding.

The WHO Code (which informs the Baby-Iriendly guide-
lines) doesn’t explicitly forbid doctors from providing informa-
tion on formula—as long as it’s only on a need-to-know basis.”
Physicians must stress the “superiority of breastfeeding” and
emphasize how expensive and dangerous formula can be, prior
to actually explaining how to use the dreaded substance.” A
2009 review of qualitative and quantitative studies on the bottle-
feeding experience warns that “misinterpretation of the [Baby-
Friendly] initiative could also lead to insufficient advice being
given postnatally. . .. [SJome midwives mistakenly thought that
they were prohibited to provide active support for bottle-
feeding mothers, even after the baby was born (‘... we’re
not supposed to be doing bottlefeeding demonstrations any
more’...).... When women do not get information from health-
care professionals, they are reliant on friends and family, and
incorrect practices are likely to be handed down from one gen-
eration to the next. Errors in formula milk preparation and handling

occurred across all studies that measured this™>*

(Emphasis mine.)
Another British study found that although 8o percent of

mothers surveyed received information on breastfeeding, only
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47 percent had been given information on formula feeding.” Of
these women, the ones who wanted to breastfeed but couldn’t
felt the most lost. Which makes sense: before Leo was born, we'd
studied up on breastfeeding as if it were some sort of parental
SAT, but for formula we’d only crammed for a pop quiz.

Despite the fact that the majority of US. hospitals are not
officially “Baby Friendly,” most of the women I've spoken to
received little to no guidance from doctors about formula feed-
ing. Partly this is our own fault as formula feeders; I think many
of us feel so ashamed that we're settling for the lesser choice that
we don’t bother to press the issue with our pediatricians. So, it’s
off to the Web we go, relying once again on Dr. Google. The
trouble is that Dr. Google tends to refer his patients to famous
parenting experts like Dr. Sears, whose section on bottle feeding
reads like one big advertisement for breastmilk: “Let me be
clear—there is no real substitute for breast milk. ... One of our
concerns is that even though formula-fed infants appear to grow
normally, are they really thriving? Thriving means more than
just getting bigger. It means developing to the child’s fullest
physical, emotional, and intellectual potential. We just don’t
know about all the long-term effects of tampering with Mother
Nature. ... Human milk is a live substance containing live white
blood cells and immune-fighting substances. . . . Formulas are
nothing more than a collection of dead nutrients.”*

This reiteration of how formula is inferior to breastmilk
seems punitive. A parent who 1s investigating formula, one who
is neurotic enough to research something that is assumed to be
as easy as scoop-and-shake, already knows that breast is best.
You can’t Google formula without coming up with a hundred
reasons why it is comparable to cigarettes and fast food. Even if

you believe that formula is evil incarnate, if a parent has already
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made a choice, the best thing you can hope for is that a# Jeast that
parent is formula feeding his or her baby appropriately—measur-
ing the formula correctly, for example, or using the right water
(boiled, purified, tap, etc.). You'd think that formula feeding
would be simple, but I know some highly educated parents
who've made egregious and entirely plausible errors. One
friend’s baby ended up in the hospital because my friend and her
husband hadn’t realized that you needed to put the waterin first,
and then the formula; they’d been doing it the other way around,
which disrupted the volume ratio of water to powder. She told
me that she felt like a moron, but it’s an understandable mistake.
Sure, there are directions on the back of the formula can, but
they don’t make it all that clear that the order of the mixing pro-
cess 1s vitally important. In December 2011, we were cruelly
reminded that improper formula handling can be deadly, even
in America: a ten-day-old baby in Missouri died of infection
caused by a virulent strain of bacteria that was somehow intro-
duced to an opened can of formula powder’’ Although the
media couldn’t stop talking about the “infected infant formula,”
hardly anyone mentioned the fact that certain techniques could
significantly reduce the risk of bacterial contamination in young
babies. For example, using small, single-serving ready-to-feed
bottles with presterilized nipples—ironically, the type of for-
mula swag often found in those vilified hospital formula bags—
practically eliminates this risk.”

What about studies that show a difference between formulas,
like a recent one that showed that kids fed hydrolyzed protein
formulas gained weight at a pace comparable to breastfed kids,
whereas those fed regular formula gained at a faster rate?’ Or
studies that show that babies with a genetic propensity to cer-

tain allergies fare better on a specific type of formula?® Parents
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have a right to know these things. Babies have a right to have
their parents know these things. Rather than wasting time chas-
tising parents for choosing the crap choice, we could be ensur-
ing that kids are getting the very best crap they can possibly get.

A week after we left the hospital, we discovered the reason
why Leo was never able to latch on correctly. The seventh lacta-
tion consultant we saw diagnosed Leo with a restricted frenu-
lum, or “tongue tie,” which meant that the little flap of skin
under his tongue (called the frenulum) was so tight that it was
causing mechanical problems with his latch. This was appar-
ently so common a problem that in the past midwives would
proactively slice with a fingernail the frenulum of every baby
they delivered.

In its nonmedical application, Merriam-Webster’s Collegiate
Dictionary defines the term rongue-tied as an adjective meaning
“unable or disinclined to speak freely.” It’s interesting that the
dictionary writers chose this definition, because unable and disin-
clined are two markedly different words. One implies duress (you
are unable to speak freely because someone is keeping you from
revealing the truth) while the other implies choice (you are dis-
inclined to speak freely because you are simply unwilling or
reluctant). When it comes to lactation problems, it seems that
being tongue tied, in all three of its definitions, is a prevalent and

potentially harmful norm.
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Of Human Bonding

When Karen Kleiman began her clinical practice treating
women with postpartum mood disorders, she was highly moti-
vated to prevent nursing moms from falling through cracks
in the system. A former breastfeeding counselor, she under-
stood the need for advocacy and education on a visceral level,
considering that she had been mistakenly instructed to stop
breastfeeding her second child after a breast cancer scare and
subsequent surgery.

Shortly after giving a talk on postpartum adjustment issues to
a local moms’ group, Kleiman, by then executive director of the
Postpartum Stress Center and author of a number of books on
postpartum depression (PPD), met for a one-time consultation
with a woman who’d been in the audience. The woman, Dawn,
told Kleiman that she’d suffered from PPD with her first child,
and now that she was pregnant again, she wanted to do every-
thing she could to prevent a reoccurrence. “She was doing
everything right—she had the doctor on board, the medication
plan in place, everything seemed to be in order,” Kleiman recalls.
“As she was leaving, I told her to call me after she had her baby

and let me know how she was doing.”

70
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That call came several months later, in the form of a barely
intelligible voice repeating the words, “Help me, belp me ...” Dawn
told Kleiman that she was taking a low dose of her prescribed
antidepressant and didn’t want to call her therapist because she
was breastfeeding and was worried he'd tell her to increase her

medication to a level that wasn’t safe for her baby.

I said, well, then here is your choice: you either increase your meds
and keep breastfeeding, or stop breastfeeding; but you need to
increase your meds. And she said, “I can’t.” ... After listening to her
wish to “disappear” and “sleep and never wake up,” I told her she
needed to contact her doctor and therapist immediately. She said she
would. . . . She called a few days later, sounding terribly agitated,
repeating the same things, clinging to the notion that any treatment
intervention by her doctor would interfere with breastfeeding. I
kept saying to her, this is the depression talking, this is distorted
thinking. . .. You want to protect your baby, I know, but your baby
will be better cared for if you take care of yourself. The next phone
call I got was from the police who found her dead with a self-
inflicted gunshot wound to the head, with my card lying next
to her.'

“That was the experience that showed me something is really
wrong with this picture,” Kleiman explains. “This notion that
breast is always best under any circumstance, no matter what, is
killing women, and I now have zero tolerance for it. This is not
about feeding babies anymore. It has turned into something way
more than that. It’s about trying to be a perfect mother.”

The relationship between breastfeeding and depression is
murky, and likely varies from mother to mother. Breastfeeding
can be a “lifeline,” the last string of the fraying rope connecting
a depressed mother to her child. She may be unable to relate

or comfort or connect with her baby on any other level, but at
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least she can nourish him. That’s reason enough to protect and
support depressed moms who want to continue nursing. But
there’s another chapter to this story, and it centers on expecta-
tion and guilt. When authoritative voices tell us that breastfeed-
ing is the “most important thing a mother can do for her child”
or that “babies are born to be breastfed,” how can we not inter-
nalize this? For a mom who already fears that she’s endangering
her child’s welfare due to her own crappy mental state, these
concepts take on monstrous proportions.

As I struggled to feed Leo, that particular monster was lurk-
ing under the overpriced red glider where I'd sit for hours, try-
ing unsuccessfully to nurse him. Each time I brought him close
to my chest, he'd recoil in what eerily resembled horror, jerking
his fragile neck away from me with impressive strength. I'd held
tight to hope after our “tongue tie” diagnosis, praying we'd find
salvation through a pair of surgical scissors, but to no avail. After
the pediatric dentist had pried open Leo’s stubborn mouth and
cut the gossamer thread of his frenulum in one efhicient clip, I'd
put my screaming son to my breast immediately, expecting the
angels to sing as we nursed successfully for the first time. But the
only thing we had to show for it, in the end, was a ring of my
son’s bright red blood around my nipple. I still couldn’t feed my
baby, something that was supposed to be instinctual, the “most
important thing a mother can do for her child,” according to all
the websites I'd read. But my son hated my breasts. He hated me.
Who would blame him? He could probably sense who I really
was; who'd want to drink any part of that?

To “pust give him a bottle,” as my parents and in-laws sug-
gested, would be the easy solution. Part of me wanted to do it, so
badly . .. just so I could escape into the sweet oblivion of sleep

for a short time, so I could give my nipples, and my increasingly
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fragile mind, a break. But I couldn’t give up. My only job was to
feed the baby, and if I failed at that, I'd be rendered completely
irrelevant. Steve was handling the parenting thing wonder-
fully—he was changing the diapers, cuddling Leo, talking to
him. All things I couldn’t face, for a reason that was becoming
painfully clear.

I wasn’t quite ready to speak the name of that reason; it wasn’t
until nearly a week later, when we saw Leo’s pediatrician, that I
was able to admit the truth. The doctor, a pretty blonde who was
seven months pregnant with her own first child, examined Leo
and then spent a few moments glancing over his chart. “How’s
he eating?” she asked. Steve filled her in on the details, putting a
far more positive spin on it than I would have. He told her that
despite getting his tongue tie fixed, Leo had still been having
trouble latching; but we were determined to make it work and
planned to meet with more lactation consultants. She nodded
approvingly. “Okay, well, keep it up. He’s lost a fair amount of
weight, and he’s a little guy as 1s . .. but his jaundice is gone, so
that’s all good.”

Then she turned to me. “How’re you holding up, mom?”

I wanted to tell her I was fine. I opened my mouth, intending
to lie, to keep up the act I thought I'd perfected in the past few
days. But the truth escaped somehow, the words forming on my
lips before I could stop them, as if they were separate entities
with minds of their own. Like they knew better than I did that |
could, and should, trust this doctor, this woman.

“I think I may have postpartum depression.” It sounded stu-
pid, canned. It came out on the heels of a sob. My voice cracked
embarrassingly. Steve wouldn’t even look at me. I knew he was
ashamed of me. / was ashamed of me. I was weak and selfish and

useless. At least it was out in the open now.
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There must have been tears, because the pediatrician
handed me a box of Kleenex. “That’s okay,” she said, quietly.
“It happens.”

I managed to explain to her that I'd been on an antidepressant
in the past for eating disorder issues, and that it had worked
wonders. Could I try going back on, even though I was breast-
feeding? My obstetrician had made me go off this medication
during my pregnancy due to the risk of potential side effects
to a gestating fetus, so | wasn’t sure if the same risks carried
over into breastfeeding. I was mostly asking for confirmation
on what I'd already been told by the big Internet breast-
feeding gurus—Kellymom.com, the La Leche League website,
and Breastfeeding.com had all informed me that the risks of
not breastfeeding far outweighed any minor risks from
depression medications.

But my son’s new doctor leaned against the exam table, look-
ing distressed. “I wish I could tell you that I'd seen enough long-
term research on this subject to give you a definitive answer. Can
I say that there’s no chance of antudepressants coming through
milk, or affecting Leo? Unfortunately, I can’t do that.”

The doctor caught my eye, held it. “Your kid can still grow up
to be president if he’s formula-fed, you know. Better to have a
mom who is happy and healthy. You have a choice.” Bullshit, |
thought, registering her pregnant belly. I'd bet she was planning
on breastfeeding. | nodded my head, acquiesced to my fate. So
that was it, then. I'd just have to live like this.

Our pediatrician was correct: at present, there are no long-term
studies available on the effects of antidepressant medications on

nurslings. Actually, there are embarrassingly few long-term
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studies on breastfeeding and medication, period. That’s not to
say that research hasn’t been conducted—it’s simply that since
the medical and scientific communities have only recently
begun focusing so heavily on breastfeeding, there hasn’t been
enough time to gather sufficient long-term research. Thus far,
it’s been determined that four factors measure the safety of a
drug for breastfeeding: how high a dosage the mom is taking;
how much of the drug is passing into the mom’s blood plasma;
how much is getting into the breast milk; and how much is get-
ting into the baby’s serum (which is basically the substance left
when plasma is separated from blood).”

The best science can give us at this point is a “rating system,”
judging the safety of medications similarly to how it is done for
pregnant women. The go-to sources who administer these rat-
ings are the American Academy of Pediatrics and a Harvard-
educated pharmacologist by the name of Thomas Hale, who has
become the widely accepted final word on drug compatibility
with breastfeeding. Hale’s book, Medications and Mothers’ Milk, is
touted as “the most comprehensive medication guide for breast-
feeding mothers, endorsed by lactation experts across the coun-
try. ... [T]his manual of lactational pharmacology is a detailed
reference book that compiles relevant published research litera-
ture and the AAP recommendations.” Hale also runs a website
called LactMed, and most recently began offering a toll-free
hotline that both mothers and care providers can call to ask per-
sonal questions on specific medications.

Some critics complain that too many doctors blindly accept
the warnings issued by drug companies about use during preg-
nancy and breastfeeding, since these warnings are usually based
on nothing empirical, but rather a “we don’t really know, so let’s

not risk it” approach.* But Hale’s method for determining safety
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isn’t exactly perfect, either. He qualifies drugs as “safest,” “safe,”

” o«

“moderately safe,” “possibly hazardous,” or “contraindicated,”
based solely on (admittedly thorough) research his own team
has conducted or the few high-quality studies available. Hale 1is
obviously a brilliant expert in his field (and seems like a genu-
inely good guy, from the podcasts and videos I've heard and
watched), and he’s doing a great thing for women. But it’s dis-
concerting that we are basing decisions on one man’s research,
especially one who is admittedly dedicated to raising breast-
feeding rates. (He also has a conflict of interest, as his publishing
group produces breastfeeding-related literature and confer-
ences.) The name Hale is used to back up nearly every claim on
the safety of medicine. Consider this passage from the Fournal of
Pediatric Health Care:

With rare exceptions, the concentrations of medications most likely
to be prescribed to breastfeeding mothers are exceedingly low in
breast milk and the dose delivered to the breastfed infant is most
often subclinical (Hale, 2002). Therefore, in reality, very few drugs
are contraindicated during lactation . .. (Hale, 2002). Furthermore,
recommendations must take into account the oral bioavailability of
the specific medication by an infant and the comprehensive clinical
evaluation of the infant’s ability to tolerate exposure to the maternal

medication in question (Hale, 2002).

This invoking of the Hale name isn’t the exception; it’s the
rule. 'm unaware of any other field of medicine that relies on
the work and opinion of one person to determine safety proto-
col, or that prefaces discussions of scientific studies with moral
judgments. That same Fournal of Pediatric Health Care article
warns that “ethically, practitioners can no longer hide behind
the notion that it is easier and less threatening to recommend

weaning than it is to look into the situation and be assured that a
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particular medication poses little or no danger to the infant. . ..
Basing lactation advice on documented evidence is the first step
in acknowledging that breastfeeding care is not simply a per-
sonal lifestyle choice but also a health care behavior deserving
of both scientific study and informed clinical assistance.” And
this wasn’t an opinion piece. Likewise, Dr. Jack Newman
acknowledges that “we don’t know the long-term effects of anti-
depressants on breastfeeding infants,” but counters this argu-
ment by noting that “we also do not know all the long-term

76

effects of not breastfeeding.” Considering that we have several
generations of humans who have thrived on formula, and have
yet to see the long-term effects on infants nursed by mothers on
drugs that have, in some cases, been on the market for only a
decade, this is a troubling statement.

Everything I could find on this topic did acknowledge that
there were explicit dangers to an infant consuming breastmilk
from a mother who smoked, drank more than the recommended
amount, or took certain illegal or legal drugs, but these were
considered to be “outweighed” by the dangers of not breastfeed-
ing. But here’s the thing: the “dangers” of not breastfeeding are
all based on observational studies; the dangers of the drugs/
smoking/alcohol are somewhat quantifiable—for example, we
can measure levels of nicotine or alcohol in breastmilk samples.’
How these levels actually affect infants is another story; measur-
ing the impact of illegal substances on children’s health and
intelligence would be subject to the same restrictions as studies
about formula feeding, meaning that they would be only obser-
vational assessments. Still, there’s at least a bit stronger evidence
for how certain substances can harm breastfeeding babies than
there is for how #or breastfeeding can harm babies—so why 1s

the discourse so dramatically different?
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One of the most commonly prescribed postpartum pain
relievers, a combo of hydrocodone (Vicodin) and acetamino-
phen, is given to nursing mothers without much thought. But as
recently as 2007, one study reported that although “case reports
suggest that hydrocodone in breast milk sometimes may be

” o«

problematic for the breastfed infant,” “no reports exist on the
amount of its excretion into breast milk.”® No reports showing
exactly how much, if any, of this drug comes through breast-
milk, and yet doctors are encouraging women to breastfeed
while on these medications. (When I contacted one of the
authors of this study, he also informed me that there had been
at least one recorded infant death due to this drug passing
through breastmilk, and that “much of the information that
mothers are given on drug use during breastfeeding has little
scientific basis.”)

Hale has said that we actually have more data on antidepres-
sants and breastmilk than any other type of medication,” but to
judge from the notes on a keynote address he made on the sub-

1 “more” doesn’t

ject at a 2002 La Leche League conference,
exactly mean sufficient. When discussing Zoloft as the “best
drug choice so far,” he used as evidence an “excellent study of
1 mother/infant pairs.” Elever pairs. Within this ridiculously
tiny sample, “the Zoloft was undetectable in 7 of the 11 breast-
feeding infants’ serum and minimal in the other infants.”
Multiply that by one hundred, and it could mean detectable
levels of Zoloft in 40 out of 1o babies. The amounts may be
small, but at least in this speech he doesn’t discuss the potential
long-term risks of extended exposure to these small amounts in
a tiny human.

Dora Kohen, a professor of women’s mental health and peri-

natal psychiatrist, cautions in a 2005 article that “the levels of all
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antidepressants in exposed infants are not well studied. . . .
Research on the subject is limited and most studies do not have
the necessary power to support categorical guidelines. . . . The
current available research does not allow any absolute and clear
recommendation because much of the work on psychotropic
medication in breast-feeding is limited to single case reports,
small series and naturalistic data collection.”"

Even the Academy of Breastfeeding Medicine (ABM)
worries about the quality of studies currently used to support
policy recommendations on antidepressants and breastfeeding.
“Despite many publications of antidepressants and breastfeed-
ing, the scientific literature lacks both the breadth and depth for
clinicians and mothers to make confident decisions about indi-
vidual medications,” states a report the ABM wrote for the
National Guideline Clearinghouse. “The literature suffers from
a lack of any randomized clinical trials in lactating women for
any class of antidepressant. . . . The majority of studies provide
information about the amount of medication detected in breast-
milk and maternal serum. Some studies also provide informa-
tion about infant serum levels of medication. Few studies report
infant behavioral outcomes.”"?

When it comes to medications used during pregnancy, the
methodologies for determining safety are similarly limited. This
1s because, due to potential risk to the fetus, randomized, con-
trolled clinical trials would be dangerous and unethical.” So if,
say, a drug with a chemical profile similar to Aleve is even sus-
pected of possibly affecting the fetus’s heart when taken by the
mom, the FDA slaps a warning on Aleve, even if there have been
no tests on Aleve itself. In the case of psychopharmaceuticals,
where the same types of restrictions are levied just as haphaz-

ardly, what choice does a woman have? Stay on the drug but not
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get pregnant because of a potential risk? Or go off the drug,
doing harm to her own mental state, in order to protect her fetus
from a possibly negligible risk?

It’s a crappy choice, and one we unfortunately must make
based on very little empirical evidence. But when it comes to
how these same drugs conflict with breastfeeding, we do have a
viable choice: formula. So why are doctors accused of being
anti-breastfeeding for giving the facts (that lactation medicine
has not evolved to a point where we can say without a doubt that
antidepressants, or pain killers, or what have you, will not affect
your baby in a significant way) to nursing moms who are on
medication? We have just as much right to know that the studies
aren’t quite there yet, and to be able to weigh our options, as we
do to not be instructed to wean simply because a doctor doesn’t
know the relative risk. It goes both ways. If the only “acceptable”
research comes from breastfeeding advocates, with an inescap-
able internal bias, then the scales may be tipped too far in one
direction. Women will have to make decisions under a thick fog,
made up of vague warnings about the “risks of not breastfeed-
ing” versus the risks of relying on minimal scientific evidence.
And states of depression or mental duress are not the most
conducive to making major decisions, even under the best

of circumstances.

Because of our pediatrician’s understandable inability to give
me “permission” to treat the depression chemically and keep
breastfeeding, I was hesitant to seek professional help. I couldn’t
pick my own selfish needs over the health of my child. I wouldn’t
stop breastfeeding just because I was stupid enough to get
depressed. As if I didn’t feel like a terrible mom already.
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A few months after [ gave birth, a study published in the aptly
titled journal Medical Hypotheses claimed that the cessation of
breastfeeding simulates child loss. According to the authors,
from a biological, anthropological perspective, “the decision to
bottle feed unwittingly mimics conditions associated with the
death of an infant.” And since “child loss is a well documented
trigger for depression particularly in mothers,” the findings of
the study joined the “growing evidence [that]| shows that bottle
feeding is a risk factor for postpartum depression.”"* The omi-
nous takeaway message rang out over the Internet. “Does bottle
feeding cause postpartum depression?” asked one natural par-
enting website’s headline;” “Mothers who bottle feed their
infants in lieu of breastfeeding put themselves at risk of devel-
oping postpartum depression,” warned another site, directed at
general consumer healthcare.'

But two years later, a different study examining the same issues
produced markedly different results. Dr. Alison Stuebe, a
respected member of the Academy of Breastfeeding Medicine,
found that women who reported trouble breastfeeding in the first
weeks after giving birth had a 42 percent higher risk of develop-
ing postpartum depression than those who enjoyed nursing their
babies. Stuebe told 77me that although it was important to advo-
cate for breastfeeding, clinicians should “look not just at baby’s
mouth and the boob but to also look at mom’s brain” and urged
providers to take a more personal approach to infant feeding rec-
ommendations: “If, for this mother, and this baby, extracting milk
and delivering it to her infanthave overshadowed all other aspects
of their relationship, it may be that exclusive breast-feeding is not
best for them—in fact, it may not even be good for them.”"”
Complicating matters further, unless a woman manages to

find a therapist who is out for her best interests and completely
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aware of up-to-date, current research, she’s at risk of falling vic-
tim to vague concepts of maternal responsibility, relative risk,
and philosophies about holistic care. Plus, it’s typically not ther-
apists but pediatricians who are the de facto diagnosticians for
postpartum depression—which is a tricky situation, as the moms
are not actually their patients. The standard practice for post-
partum care in the United States entails a prerelease visit with
an obstetrician prior to leaving the hospital (very often not your
regular obstetrician, but rather whoever is on call), and a six-
week postpartum visit. For women like me who start exhibiting
postpartum mood disorder symptoms well before that six-week
appointment, this just doesn’t cut it. Responsibility for diagnosis
and care then falls to pediatricians, who are seeing the mother
while examining her newborn a few days after birth, as well as at
the child’s first well-baby appointment, typically two weeks
later. If they are the only medical professionals a new mother
comes into contact with, is it their responsibility to provide care
or diagnosis to that mother? And are they even qualified to
do so?

There is one other “medical professional” that many women
encounter in those first weeks, the time period so vital to catch-
ing postpartum depression, and that is the lactation consultant.
These individuals are sometimes registered nurses, but in order
to become an international board-certified lactation consultant
(IBCLC)—the “gold standard” for the profession, although the
designation is not necessary to work in the lactation counseling
field—you do not need a medical degree of any sort. The IBCLC
website lists “three pathways” to become eligible for member-
ship; a prospective lactation consultant needs to follow only one
of these in order to take the IBCLC exam." Through 2011, only

one of these pathways required a “health discipline education”
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(one semester-long course from an institute of higher learning)
in six healthcare-related subjects; for the other two, this rudi-
mentary education was recommended but not required. Begin-
ning in 2012, all three pathways require completion of these
courses, but at the time [ was consulting with my conga line of
lactation consultants, they were in no legal way required to have
more medical or psychiatric knowledge than I did. They cer-
tainly would have known more about breastfeeding than I—the
IBCLC certification does require extensive “lactation specific
clinical experience” (from three hundred to one thousand hours,
depending on the pathway)—but in terms of recognizing both
maternal and infant mental or physical health problems, I'm not
sure that, technically, they’d have been any more qualified than
anyone with a working knowledge of WebMD.

In a 2005 textbook used for training lactation consultants, the
authors discuss the concept of formula-feeding guilt. “Appropri-
ate guilt can be a positive emotion within the realm of personal
growth. ... When you are open and honest with parents regard-
ing the risks of artificial feeding, you will usually find that they
appreciate learning what to watch for if they later introduce for-
mula into their baby’s diet. You can help parents make guilt
work for them as a catalyst to become the best parents they can
be.”"” I'm picturing this attitude inflicted on a mother with PPD.
Conflict of interest is far too tame a term, but I don’t know what
else to call it.

It stands to reason that anyone who pursues a career in lacta-
tion is going to be pretty passionate about breastfeeding. Even
taking the most altruistic view of lactation professionals, how can
we expect them to give an unbiased opinion on how breastfeeding
might be affecting the mental state of a mother? Much like pedia-
tricians, their professional focus is on something separate from



84 / Of Human Bonding

(but thought to be related to) maternal psychology. It’s unfair to
place the weight of such decisions on the shoulders of someone
whose primary purpose is helping women fulfill lactation goals
(or, in lesser hands, the lactation consultant’s own perception of
what constitutes “breastfeeding success”).

On the other hand, it’s hard to understand why the mother’s
mental state isn’t more integral to breastfeeding-related educa-
tion and services. In lactation-related literature, the mother and
child are often called the “nursing dyad,” as if they were one
entity. If breastfeeding creates a symbiotic relationship, then the
health of the mom is directly related to the baby, as much as the
converse. Why would a depressed or suffering mom be consid-
ered acceptable?

Back in the 1960s and 1970s, theories on infant “attachment”
and the “maternal/infant bond” posited that there was a “critical
period” when babies formed either secure or insecure attach-
ments to a primary caregiver—in most cases, for obvious rea-
sons, the mother. Based on the work of John Bowlby, it was
thought that a securely attached infant would use his mother as
a sort of “home base”; he could explore the world, depending on
his mother for comfort and security when things got too intense.
If a kid was insecurely attached, the mom-as-safety-net concept
didn’t hold; an insecurely attached baby would actually avoid
physical contact with his mom and take longer to recover from
periods of distress.”

By the 1980s, most experts had officially dismissed this
“attachment theory,” especially the idea of a critical period
beyond which there is no hope of correcting problems, because
the original studies that formed the basis for this theory were
flawed.”" But the ideas behind attachment theory still permeate

breastfeeding literature, which is chock-full of references to the
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“maternal-infant bond” and “attachment.” (Ironically, Bowlby
himself believed that attachment was formed through the inter-
actions of the primary caregiver and the child, rather than the
act of feeding in and of itself, or “individual differences in feed-
ing, such as breast or bottle.”)**

Later research into attachment discovered that “sensitively
and consistently” responding to our infants’ cues—cues like cry-
ing, smiling, and eye contact—creates that coveted secure attach-
ment; being unresponsive, unpredictable, disengaged, or, on the
other end of the spectrum, overly intrusive results in insecure
attachment™ and a hefty bill from the child psychiatrist some-
where down the line. Interestingly, the behaviors blamed for
causing insecure attachment not only are related to postpartum
depression but could also be attributed to breastfeeding prob-
lems. Extreme nipple pain, clogged ducts, or mastitis can cause
feedings to be unbearably painful; insuficient milk can be anxi-
ety-provoking. Is it too much of a stretch to suggest that physical
pain and anxiety could cause a mom to act “overly intrusive,”
“unpredictable,” or “disengaged” Sociologist and researcher
Stephanie Knaak says that despite numerous claims in parenting
literature that breastfeeding leads to better bonding, “It’s not
going to be the same for all women. For some women, it’s not at
all about closeness and bonding, because they don’t actually
enjoy breastfeeding. They don’t enjoy the physical aspect of it.”**

Many of the moms who’ve written personal stories of breast-
feeding failure as part of an ongoing feature on my blog have
talked about formula allowing them to “finally be a mom?”; all
their energy had gone into breastfeeding, a process that often
took so much out of them physically and mentally that they had
nothing left to give to their babies. “I chose to breastfeed primar-

ily for the opportunity to bond with [my son], although, of
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course, | also wanted all the health and nutrition benefits,” one

woman wrote.

However, this process was starting to feel like anti-bonding. Instead
of cuddling with my baby I was fighting with him to get him to latch
while he wiggled and squirmed and cried. Instead of caring for my
baby’s needs, I was hooked up to the pump while my husband took
charge of changing him, feeding him, and rocking him to sleep.. ..
didn’t want to spend my first weeks and months with my newborn
in constant tears, fighting an uphill battle that exhausted all of us
and potentally left me feeling resentful and drained. I didn’t want
my relationship with my son to become about food.”

For those of us who have had extreme physical difficulty or
emotional discomfort with breastfeeding, formula may allow us
to stay calm, connected, and responsive to our children in a way
that breastfeeding can’t. Some women have also told me that
they believed their breastfeeding struggles made them better
mothers, leading them to focus more intensely on meeting their
babies’ needs in other ways. Irvin Leon, of the University of
Michigan, argues a similar point regarding the benefits of adop-
tive parenting:

Biological parents may be inclined to believe that their genetic

connection with their offspring will inevitably solidify the emotional

bond with their young. It may feel a bit less important to parent
when one is so assured of being the parent. Adoptive parents, not
having that genetic connection, must rely on the actual parent-
child bond as the principal determinant of parenthood. Attachment
theory . .. make[s] it clear that in the eyes of a child the sense of

Mommy and Daddy is based on who takes care of that child,

meeting that child’s needs, and knowing that child’s uniqueness and

individuality in moment-by-moment daily interactions.”®

Yet, we are forced to balance our desire to connect and bond

with our children in a way that actually works for #s with what
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society tells us constitutes bonding. Another guest blogger on

my site, a mom of twins, wrote of this worst kind of Catch-22:

I spent at least a year feeling like the world’s worst mother. ... [M]y
depression was focused almost exclusively on my failure to
breastfeed. . . . I felt like I should give my babies away to a “real”
mother (i.e., one who could produce milk), I felt like I should get
pregnant again right away so I could try again to breastfeed, and I
contemplated suicide because I was obviously a failure at the most
basic level. It didn’t help that everywhere I turned I was hit over the
head with the “breast is best” message. From the posters in the
pediatrician’s office to the message on the side of each formula can,
I couldn’t escape it.”’

In a review of breastfeeding’s impact on the mother-infant
relationship, Norwegian behavioral scientists found that out of
forty-one papers discussing breastfeeding and the maternal
bond, twenty-two of them made “general statements on the pos-
itive effect of breastfeeding on either facet of the mother-infant
relationship without a reference to empirical studies supporting
this claim.””* The study authors then examined the papers which
did provide evidence backing these claims, and came to the con-
clusion that “breastfeeding may promote the maternal bond, bur
mothers who bond better with their infants may also be more likely to
choose to breastfeed over bottle-feeding.” (Emphasis mine.) Think
about it—a mother who is already nervous, depressed, or
stressed may have a tougher time bonding with a newborn. This
mother may ultimately turn to bottle feeding to control at least
one aspect of her new, overwhelming life. Or consider how a
baby having trouble feeding may act on a daily basis. A hungry,
frustrated baby does not a happy baby make (or a happy mother,
for that matter). In both cases, the maternal bond may be affected

and bottles may replace breastfeeding. So although it is true that
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the mothers of these bottle-feeding babies may exhibit less posi-
tive, “bonded” behavior toward their children, is it the fault of
the bottle? Or was it the situation that led the mom to the bottle
that also caused difhiculty bonding?

The same question holds for the connection between breast-
feeding and postpartum depression. Like the studies mentioned
earlier in this chapter, some researchers have found a correla-
tion between lack of breastfeeding and higher incidence of
depression; however, the majority of these studies don’t factor in
why the mother isn’t breastfeeding in the first place. A 2009
study found that women who exhibited pregnancy-related anxi-
ety or prenatal depressive symptoms were roughly two times
more likely than women without these mood disorders to plan
to formula feed.”” “Prenatal mood disorders may affect a wom-
an’s plans to breastfeed and may be early risk factors for failure
to breastfeed,” the researchers point out. Even if the intention to
breastfeed is there, multiple factors inform infant-feeding
choices once a woman leaves the hospital. Feeling like a failure,
dealing with pain, frustration, and exhaustion, and having a baby
who screams at the sight of her, could make any mother feel
overwhelmed, let alone one who'’s already on the brink of actual
PPD. Maybe for those of us more prone to anxiety or depres-
sion, the stress of breastfeeding struggles is just the camel’s

dreaded straw.

Back in fifth grade, the most popular girl in our class, Caroline
McCloskey, utilized the new invention of consumer telephone
conference-calling in a creative way: she’'d get you on the line,
call another girl, and get her to talk about you (assumedly)

behind your back, while you silently listened in. This was cruel



Of Human Bonding | 89

to both the person talking crap and the person being talked
about; still, there was a strange thrill in hearing what someone
actually said about you when they thought you weren’t listening.
Reading the transcripts of breastfeeding conferences feels
remarkably similar to this childhood game. Discovering what
people (including some of the most respected figures in breast-
feeding advocacy) actually think about formula-feeding moth-
ers is devastating but also validates what most bottle feeders
suspect: there is shockingly little understanding of the lived
reality of breastfeeding “failure.” For example, during a panel at
the annual Symposium on Breastfeeding and Feminism at the
University of North Carolina, Schatzi H. McCarthy voiced
some strong opinions about why women do not nurse: “The
reality is that many women in America choose not to breastfeed
because of: 1) pain or discomfort (often cited as ‘breastfeeding
difficulty’ 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. ... When we erro-
neously believe that the health and vitality of our young is not
easily compromised through the usage of infant formulas. .. the
logic follows that we should use them—to avoid sacrificing our
own comfort and our youth.”*

I can only cite the people who frequent my blog as evidence,
but I have yet to meet a woman who isn’t breastfeeding because
she doesn’t want to “sacrifice her own comfort and youth.” The
refusal to acknowledge the legitimacy of personal reasons for
not breastfeeding could be written off as a misunderstanding;
the experience of motherhood is a tough thing to measure and
varies depending on socioeconomic, ethnic, and geographical
factors. You can’t really look at a study of immigrant communi-

ties in Arizona and compare that to the experience of an upper
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Westside Manhattanite, and yet this is in effect what advocacy
groups try to do. It may indeed be true that for some women in
bottle-feeding cultures like the American southeastern sea-
board, bottle feeding is motivated by a pervading fear of droop-
ing breasts. But that is not the only reason women choose not
to breastfeed.

Since I felt I had gone to “appropriate” lengths trying to
nurse, when I began writing as the Fearless Formula Feeder I
still harbored a suspicion that most women who formula fed
from the beginning were doing so for “practical” reasons, which
some might even consider selfish. I didn’t think there was any-
thing wrong with that; after what I'd been through, I wouldn’t
blame anyone for choosing the path of least resistance. But I
assumed these choices were made for the reasons put forth by
advocacy literature: convenience, desire to get one’s body back,
an unsupportive environment. This all changed the day I
received an email from K.

K had been a frequent poster on Fearless Formula Feeder for
months before she wrote to me explaining her real reasons for

formula feeding. “I was 14 when I was raped,” she began.

I come from a place where breastfeeding rates are high. It’s the
normal, responsible and practical thing to do. When I thought about
having babies in the future, I imagined holding that child in my
arms and breastfeeding it. . .. I felt that way right up until about the
6 month mark of my first pregnancy. At first it started out with
feelings of dread. A person, using my body again. ... I started waking
at2 am in sweat after nightmares of a baby suckling blood from me;
having panic attacks and breaking down in tears. . .. I started to hate
the baby growing inside me. . .. I hated the fact I would be made to
feed this thing from my breasts, my most sensitive part of my body,
that had had so much damage done to them in the past. ... I felt ]
couldn’t discuss it with anyone because I got the “it will be fine” talk
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or looked down at for feeling this way about my baby. ... I couldn’t
even discuss it with my partner or my best friend. . . . I felt so
ashamed, so guilty.

When I posted K’s story on my blog, I began receiving emails
from other women who had similar experiences. One wrote to
say that she’'d been totally unprepared for how her past sexual
trauma could affect her first breastfeeding experience. “I was
shocked to find . .. that it creeped me out. Badly. I was not pre-
pared for the first of several flashbacks that would come that day.
I felt horror at my perceived perpetuation of the cycle of abuse
upon my newborn son. Good Lord, I just shoved my boob in his
mouth! He was crying! What had I just done? Each time he was
put to breast, | wanted to fling him across the room. I would
close my eyes and cry while the hospital LC tried to get him
to latch.”

“I was 17 when I was raped by a boyfriend,” wrote another
woman in the comment section of K’s guest post. “And no one
knows, not my husband or my mom or my best friend, which is
why I'm leaving this comment anonymously instead of signing
in.... This is EXACTLY why it makes me so angry when people
say ‘all women should at least try to breastfeed.” You never know
what someone has been through and it would be cruel to expect
someone to explain WHY she chose to not even try.”

I uphold a pretty lenient comment policy, but sometimes I
regret my stance on censorship; seeing the next comment left on
K’s post was one of those times. “That’s an awful story, but have
you ever heard of counseling? Sheesh,” the anonymous contrib-
utor wrote. “I can’t believe that your midwife, a health profes-
sional, didn’t refer you for mental health services AND tell you
the truth about the risks of artificial feeding to your baby.
Healthcare fail.” So much for the milk of human kindness.
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It’s not only survivors of sexual trauma who have been left out of
the breastfeeding discourse. While infant feeding experts have
debated the cause/effect of depression on breastfeeding, they’ve
barely touched the surface of how other psychological or emo-
tional problems might factor in to a woman’s “failure” to breast-
feed. Some of these conditions, like sensory disorders that make
bodily contact unbearable, are relatively rare; public health dis-
course must focus on the population level, so a condition that
affects only a statistically insignificant number of women can
understandably be dismissed. But when one in five women suf-
fers from some type of eating disorder,” you’re talking about an
incredibly significant number of mothers. Body image and weight
issues are barely acknowledged in the popular breastfeeding lit-
erature, unless it’s a dismissive shout-out to vanity (most articles
on the “myths” of breastfeeding assure women that nursing
won’t ruin their breasts, as if this were a primary reason for
choosing formula).

One 1996 study on body image and breastfeeding found that
women intending to nurse had higher levels of satisfaction with
their body shape.”” Other studies have suggested that breast-
feeding can enhance self-esteem and even give women with eat-
ing disorders a brief respite from symptoms (although these
same studies admit that once weaning has commenced, the trou-
blesome behaviors come back with a vengeance). But what about
when breastfeeding exacerbates symptoms? Having swollen,
enormous, leaking breasts was not just physically uncomfortable
for me; it brought back every dark thought, every weird insecu-
rity from a ten-year struggle with anorexia. I hated that the

issues of my youth were still plaguing me in my thirties, and
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especially that they were infringing on my ability to care for my
child. But I couldn’t help feeling disgusted every time I looked
down at my chest.

“Concerns about body image . . . tend to be overlooked in the
moral hierarchy of motivational factors influencing women’s
infant-feeding decisions [but]| were significant factors in partici-
pants’ decisions to both formula feed and breastfeed their
infants,” write Stapleton and colleagues in their 2008 study
examining the connection between eating disorders and
infant feeding.”

The authors state that “a desire to . .. resume regimes which
had previously been employed to control and shape the body,
was a significant motivator” for choosing not to breastfeed. One
could feasibly still breastfeed while starving oneself or engaging
in bingeing and purging—after all, if starving women in third-
world countries are able to make sufficient milk, why couldn’t an
anorexic—but at what emotional cost? According to Stapleton
and colleagues, “for eating disordered women who are already
exceedingly image-conscious, but who generally project a nega-
tive body image, it is suggested that the prospect of breastfeed-
ing may stimulate uncomfortable, and unmanageable, feelings
about identity and experience.”**

Some of the women in the Stapleton study chose to breast-
feed because they believed it would help them lose the preg-
nancy weight. This tends to be a strong motivational factor in
studies examining women’s reasons for breastfeeding; it may not
be politically correct to admit that you’re nursing for “selfish”
reasons, but burning an extra five hundred calories a day sounds
awfully appealing when you’re desperate to fit back into your
favorite jeans. “The ‘selfish’ drive to recover the pre-pregnant

[eating disordered] figure seemed to be at least as powerful a
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motivator for women to breastfeed as were altruistic desires to
privilege the welfare of the baby,” write the authors. But they
also warn that “breastfeeding is not necessarily synonymous
with maternal weight loss and indeed one prominent researcher
in the field reports that ‘there is surprisingly little evidence
that breastfeeding makes women lose more weight after preg-
nancy.”” For a woman with an eating disorder, the reality of
breastfeeding’s ability to expedite postpartum weight loss,
compared to what the popular mythology has promised, can
feel like the ultimate betrayal, and several women in the
study “stated that they would have ceased breastfeeding much
earlier in order to resume their binge/purge activities had
they known that weight loss did not automatically follow
from breastfeeding.””

It may be hard for someone without an eating disorder to
understand just how difficult breastfeeding can be for someone
afflicted with this condition. [ think we’ve all watched enough
daytime talk shows to know that eating disorders are not simply
about being skinny; they are undeniably linked with a need for
control. Nursing—hell, motherhood in general—is all about
letting go of control. Especially at the beginning, when your
baby needs to eat, you need to make your breast available. Skip a
feeding and your boobs will make you pay for it—some of my
bras are still stained with wasted milk from days that I didn’t
make it to the pump in time. Your breasts are bigger, fuller, and
the nipples . . . well, they don’t look like they used to. I expect
for most women, this is a small and insignificant price to pay
for the incredible gift of being able to singlehandedly nourish
your child (also, the enhanced cleavage may very well be a posi-
tive thing for those who haven’t spent their lives wishing for
smaller breasts).
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For me, however, this literal full-ness was stifling. The physi-
cal sensation of let-down—a tngling, burning heaviness—
rooted me in my body; I had spent years trying to float above my
corporeal self as a coping mechanism, and this felt like hell. I
hadn’t lost any of my pregnancy weight and, with the larger
breasts, I felt even bigger than I had during my third trimester.
Every time I opened my shirt and was forced to look at my
naked torso, I wanted to scream. For those of us with eating dis-
orders, feelings about physicality go far beyond appearances. It’s
a pain you can taste, an inability to escape from what feels like a
ponderous weight. It’s a prison, one that I'd finally escaped five
years earlier, and managed to avoid for nine precarious months
of steady weight gain. But here [ was, locked up again, and the
only means of escape would mean forever damning myself to
the labels selfish, vain, and weak.

That wasn’t an option, so I chose to take Zoloft and risk the
consequences. Within days of starting back on antidepressants,
my mind started to sharpen. I could look at Leo without shaking.
But although drugs may have enhanced my serotonin levels,
they couldn’t stop my child from screaming in fear every time |
pulled down my shirt; they couldn’t pump my milk for me,
allowing me the rest I needed to truly heal or the time I wanted
to begin bonding with my baby, to start feeling like an actual
mother rather than a milk depository. At least the drugs gave me
the strength to keep going, despite the anxiety that each feeding
time provoked, as [ waited as patiently as I could for that legend-
ary bond to happen. And eventually, it did—albeit with a three-
hundred-dollar breast pump.



FOUR

The Dairy Queens

American mothers are stuck between a rock and a hard place—
or, more accurately, a breast and a breast pump. In millennial
America, most women are going back to work within a few
months of giving birth;' in order to feed their children breast-
milk exclusively for the recommended six months, some of that
milk is not going to be straight from the tap. This has meant
that breastfeeding has come to mean primarily breastpumping
for a large group of mothers,” and breastfeeding rights have
been superseded by the need for “lactation-friendly” workplaces
that allow for adequate expression of milk. Feminist discussion
of breastfeeding has been lodged between this same rock and
hard place, focusing mostly on surface workplace breast-
feeding issues and all but ignoring the potential danger that
breastfeeding advocacy might essentialize women down to bio-
logical functions.

The trouble is that there are fundamental differences—both
philosophically and biologically—between breastfeeding and
serving pumped milk in a bottle. As defined by WHO, the term

96
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exclusive breastfeeding means no bottles, regardless of what’s in
them.’ The skin-to-skin emotional closeness of breastfeeding is
nullified when you’re bonding with a machine rather than your
child; babies fed from a bottle, no matter what its contents, are
supposedly prone to issues with intake regulation, potentially
putting them at risk for later obesity;" and even certain compo-
nents of the milk itself are altered in the process of pumping,
storage, and delivery. Studies show that antioxidant activity is
greatly decreased in both refrigerated and frozen breastmilk as
compared to fresh (the authors of one study recommend using
all pumped milk within forty-eight hours,” which puts a damper
on the common maternity leave practice of creating a “freezer
stash” in preparation for going back to work); cellular activity
and vitamins Bs and C are also reduced, as are some of the
immunological properties.’ Since historically, breastfeeding
studies haven’t been great about defining exactly what “breast-
feeding” means, we don’t know if the benefits are as bountiful for
those kids who are bottle-fed pumped milk as for those who are
completely breasrfed.

Having women express their milk also creates a commercial
market that undermines the claim that breastfeeding is “free.”
After the frenulectomy and several more visits with lactation
consultants, it became clear that Leo was probably not going to
latch successfully in the immediate future; we finally decided I
would pump all of his food and serve it to him in the bottles he
so loved, while still attempting to put him to the breast when-
ever possible (I followed this plan for exactly a week, before
exhaustion and pessimism got the best of me, at which point
I gratefully accepted the label of “exclusive pumper”). The
moderately priced single pump we’d originally purchased
had seemed sufficient when we thought I'd be pumping only
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supplementally, but once we’'d made this decision, it became
abundantly clear that we needed to step it up a notch. In con-
sumer terms, | was in the same market as working moms—
women who needed a high-functioning machine that would
extract the most milk in the shortest amount of time. The Mer-
cedes of pumps was the Medela Pump-in-Style, marketed to
working moms as offering “portable convenience for quiet, dis-
creet pumping anywhere” in “an attractive microfiber tote for
fast and easy pumping” with the ability to pump “more milk in
less time” and “keep the connection to your baby even when
you’re not there.”” Considering the price tag of this apparatus
(as of this writing, it retails for a hefty $279 at Target), it's wise
that they market it mainly to professionals, because you’ll need a
second salary to afford the darn thing. My pumping days were a
couple of years too early for a 2om tax law that legitimized
breastfeeding costs as a medical expense;® at the time, some
insurance companies were starting to cover or subsidize the cost
of a pump, but our insurance company apparently hadn’t gotten
the progressively-pro-breastfeeding memo. We ended up rent-
ing a hospital-grade double pump, at the modest price of sixty-
five dollars per month, from a hospital about forty minutes away.
The drive was worth it; our own hospital charged upward of
eighty dollars per month to rent the same equipment.

The cost, commercialism, and reality of pumping conflicts
with the way breastfeeding is typically promoted, causing con-
sternation for those fighting to raise breastfeeding rates.

But the reality is that in order to avoid formula, most working
women will have to pump significant amounts of milk—and
accordingly, breastfeeding advocates need to ensure that

employers cooperate. The Breastfeeding Promotion Act, intro-
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duced by Rep. Carolyn Maloney (D—New York) to Congress in
June 2009, was designed to create tax incentives for employers
that “encourage” their female employees to breastfeed and pro-
vide pumping facilities at work. Although giving pumping moms
an easier time is a great idea, the language used in the discussion
of this act is troubling. Maloney’s literature uses the argument
that not breastfeeding is a public health threat, listing the requi-
site statistics about reduction of disease,” even though few
studies have controlled for whether the babies categorized as
“breastfed” were cared for at home (like the majority of truly
exclusively breastfed babies would need to be) or in germ-
ridden daycare centers. The rhetoric invoked to argue for better
pumping rights leans heavily on the claim that more breastfeed-
ing leads to less employee absenteeism due to sick kids, but this
claim rests on shaky ground, as Mary C. Noonan, assistant pro-
fessor of sociology at the University of lowa, and Phyllis L. I.
Rippeyoung, assistant professor and coordinator of women’s and
gender studies at Acadia University, found when studying the
economic impact of breastfeeding.

Breastfeeding advocates point to research that finds formula-fed
infants are more likely to be sick than breastfed infants and so
breastfeeding employees may miss less work to care for sick children
than formula-feeding employees. . . . If this is the case, women who
choose to breastfeed may actually be more likely to work and/or
work more hours because their children are healthier and thus less
of a barrier to productive participation in the labor force. Research
by Cohen, Mrtek, and Mrtek (1995) 1s the most often cited research
on this issue. This study is based on a small sample of women and
finds that formula fed infants are more likely to be sick than
breastfed infants. However, the modal number of missed days of
work due to a sick child is zero for both groups and only 3 percent more
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Jormula feeding mothers than breastfeeding mothers missed more than one day

of work due to a sick infant.® (Emphasis mine.)

Considering this, and considering that WHO makes a point of
designating pumped milk as the “second best choice” for infant
nutrition (the first being breastmilk direct from the breast),"
wouldn’t we be better off fighting for longer maternity leaves, giv-
ing women the opportunity to stay home and nurse their babies?
Or, alternatively, advocating for on-site daycare centers so that
working women could breastfeed their children during the work-
day (a practice that has, incidentally, been shown to increase the
chance of breastfeeding past the six-month mark by a whopping
59 percent),'” so that “breastfeeding does not have to become a
disembodied practice involving machines and bottles”?"

It’s odd that these pumping policies are considered “family-
friendly,” when they have little to do with easing the burden of
women juggling what sociologist Arlie Hochschild dubbed the
“second shift” (implying that working moms have to balance
paid work with a myriad of responsibilities at home)."* Instead,
all the focus on pumping, and the advocacy tools used to ensure
that women can pump successfully, just adds to the stress of the
working mother. Sociologist and Fordham University professor
Orit Avishai has argued that “accommodations for breast-feed-
ing women who pump their breasts in their place of employ-
ment [can| exacerbate, rather than alleviate, women’s double
burdens.” In her 2002 article “Family-Friendly as a Double-
Edged Sword,” Avishai reports on in-depth interviews she
conducted with first-time, middle-class mothers in the breast-
feeding-friendly San Francisco Bay Area, attempting to discover
exactly how lactation-friendly policies affected these women."”
She chose to focus on educated, professional women, since

breastfeeding rates are highest among this group—and, more
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important, because these are the women who have work situa-
tions most conducive to pumping. Although recent government
activity has made lactation-friendly workplaces a more wide-
spread phenomenon, it stands to reason that women who are
salaried, held in high value by their organizations, and have
more control over time and office real estate (i.e., a private office)
are going to have the most ideal pumping scenarios; if these
women are experiencing difficulty with the process, then that
says a lot. And for the women in Avishai’s study, having “difh-
culty” is putting it mildly.

“One thing that really came out when [ was doing a lot of inter-
views with women was that I'd ask, how do you [manage breast-
feeding and pumping]? What's involved? And they would launch
into these twenty-minute narratives about all the work that goes
into it,” Avishai tells me via phone one summer afternoon, eight
years after this paper was published. “And then they start talking
about, you know, I bought this, that, and the other; or they have all
these stories about what they set up and how long it takes to get
into it. ... And for that group who had autonomy, who had control
over time and space for the most part. . . it was incredibly difficult
to keep up long-term. Some were very successful, others not so,
but the general story was, it’s hard. It’s hard to do.”*®

Even the logistics of getting the milk pumped in the first
place are complicated, a multistep process Avishai details in her
paper that entails setting up the pump; closing curtains and
doors; partially undressing; waiting for the body to cooperate
and “let down,” which can be difficult in times of stress (“times
of stress” being the status quo for women in certain profes-
sions—it’s hard to relax enough for milk to flow in the middle of
a deposition or after a meeting about lackluster quarterly sales);

and finally, cleaning the equipment and storing the milk.
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Avishai points out that due to this extensive process, “pump-
ing cut heavily into the workday. To ensure maximum results
and to avoid painful engorgements as well as embarrassing leaks
... women arranged their workday around their pumping rou-
tines.”'” Even for those with “great work situations” (as one
interviewee described her ability to take two fifteen-minute
breaks and an hour lunch break every day), this can be difficult
to achieve. Several of the mothers Avishai interviewed men-
tioned that the additional break time needed to pump suffi-
ciently—meaning producing enough milk to completely meet
their babies’ needs, as feeding exclusively breastmilk for a year
was the common goal—resulted in extended work hours (trying
to make up for lost time) and longer days in general. Avishai
quotes a message board thread she followed in which partici-
pants encouraged a pumping mom to add pumping sessions
overnight and in the wee hours of the morning, when milk pro-
duction was the highest; I can only imagine how a mother who is
working all day, coming home to spend time with her child,
dealing with an infant waking numerous times during the night,
and trying to spend five minutes connecting with her spouse
finds the energy to sacrifice sleep for pumping sessions, without
going completely batty.

As part of the Obama administration’s health care reform, a
2010 amendment to the Fair Labor Standards Act (FLSA) made
it law that employers allow “reasonable break time” and “a place,
other than a bathroom, that is shielded from view and free from
intrusion from coworkers and the public” where a woman can
express breastmilk, for one year after the child’s birth."” There
are several caveats to this, though: if your company has fewer
than fifty employees, the rules don’t apply and you better not

expect to be paid for these pumping breaks. Plus, “reasonable



The Dairy Queens | 103

break time” is not clearly defined; the literature from the U.S.
Department of Labor just states that “the frequency of breaks
needed to express breast milk as well as the duraton of each
break will likely vary.” In the early months of 201, First Lady
Michelle Obama publicly encouraged women to breastfeed, as
part of her anti-obesity campaign.'” But despite the new provi-
sions that came with her husband’s health care reform, exclusive
breastfeeding while working full-time is a lot to ask of women—
especially those in the lower-paid, lower-status jobs typical of
those in the same demographics that suffer from the highest
obesity rates. A study from the Institute of Women’s Policy
Research (IWPR) argues that these provisions will affect mostly
lower-status, waged workers, as these were the women who were
most likely not given access to breaks or a proper place to pump

in the past”

Using this logic, we are essentially giving lower-
status workers the same lactation rights as higher-status work-
ers—and bigher-status women ave still having difficulty pumping ar
work. The IWPR study estimates that the new laws will have a
significant impact on breastfeeding rates, but the reality remains
to be seen—as does the effect these changes will have on women
in the workforce.

Rippeyoung and Noonan point out that even if we accept
that formula-feeding parents do miss slightly more work due to
sick kids, the time required for pumping carries its own poten-
tial for lost wages and work time. They estimated that if women
spent a combined average of one hour pumping at work per day,
over the course of the recommended twenty-four weeks of
breastfeeding, “this would equal 120 hours of lost work time due
to breastfeeding. Assuming an 8 hour workday, that translates
into 15 missed workdays. Even compensating breastfeeding

women with one less sick day than their non-breastfeeding
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counterparts are faced with on average . . . breastfeeding women
would lose the equivalent of 14 workdays during their child’s
first 6 months of life,” they write.”!

In light of these findings, my original question—why aren’t
we focusing more on extending maternity leaves>—opens up a
can of particularly nasty worms. If lobbyists are arguing for lon-
ger paid leave in order to reach breastfeeding goals, they need to
convince businesses that there will be an economic and/or pub-
lic health incentive. When a group of economists looked at the
effect of a change in Canadian parental leave policies (chiefly,
the “large increase in maternity leave entitlements”), their
assessment of the effectiveness of these incentives was ambiva-
lent. Although mothers spent more time away from work and
duration of breastfeeding increased, the economists found “little
effect of the increase in breastfeeding (and parental care) on
self-reported indicators of the mother and child (in the first 24
months) health.”*

This type of research is seldom brought to public attention
when discussing workplace lactation rights. It might diminish
employer and government support for breastfeeding initiatives,
so it’s understandable that these findings aren’t being shouted
from the rooftops. Then again, if we must frame our need for
more family-friendly workplace policies in terms of the advan-
tages for our employers, what does that say about how our soci-
ety values parenthood?

Of course, there’s always the option for women to “opt out,”
to choose motherhood over work, and this is as valid a choice as
any—as long as it 1s a choice made free of subtle coercions and
misleading fear tactics. But we also need to remember that not
everyone has this choice. “Most of the women who are dropping

out [of the workforce] are wealthier women, highly educated



The Dairy Queens | 105

women, married to higher earning spouses so they can take time
off to breastfeed—it seems to be a very class-based decision,”
says Mary Noonan. When she and Rippeyoung presented their
paper at a conference about feminism and breastfeeding, “some
people were saying, well, women should be able to stay home
full time and breastfeed. And I just felt like, what planet are you
on? Where are they getting the money to pay their rent? A lot of
women aren’t married, do not have another source of income. It
seemed like this pie in the sky idea of what motherhood is
all about.””

Obviously, if all women were given six months’ paid mater-
nity leave, they would have a way to pay their rent and sull
breastfeed exclusively. But that isn’t the reality in present-day
America—and even if it were, that doesn’t negate the fact that
there are other factors that play into a woman’s decision to com-
bine breastfeeding and employment. According to Avishai, “The
thing I think that gets lost is the fact that, you know, we’re not
hunter-gatherers anymore, and we don’t live in caves. . . .
[W]e've got to keep in mind the context in which breast-
feeding is happening for women now. So, you've got to rede-
fine ‘natural’ within the context. And take into account the
modern-day pressures.”*

Rippeyoung and Noonan warn that one of these “modern-
day pressures” may lead women to sacrifice professional goals
solely for the sake of infant nutrition. “The desire for the health
benefits of breastfeeding or the shame felt for not breastfeeding

. may lead employed mothers who are unable to combine
breastfeeding and paid work to opt for breastfeeding in place of
paid work, when they are financially able to do so,” they write.”’
And for those who don’t opt out, combining work with longer
breastfeeding (even just a year of nursing, as the AAP and WHO
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recommend) may have a very real impact on professional pros-
pects. Although the concept of a “motherhood penalty”—the
wage penalty women with children experience in comparison to
childless women’*—is nothing new, Mary Noonan describes the
results of her research (that women who breastfeed longer earn
less money than those who don’t) as “the motherhood penalty
with an asterisk next to it.” This matters, she says, because
“breastfeeding may be correlated with better health outcomes,
but money is too—so whether or not to breastfeed is not such an
obvious decision to make.”

In a dissertation examining various factors affecting breast-
feeding rates, scholar Alison Jacknowitz cautions that welfare
programs that encourage new moms to seek employment may
have a deleterious effect, at least in one specific regard: “Holding
a job increases the costs of breastfeeding, which in turn could
reduce the propensity of new mothers to breastfeed their chil-
dren. ... [W]orking negatively affects breastfeeding. ... [W]hile
the primary intention of welfare work requirements is to
increase self-sufficiency among impoverished mothers . .. [o]ur
results suggest that these policies could impose a significant cost
on infants and their mothers by reducing the prevalence of
breastfeeding. This cost must be weighed against the potential
benefits associated with the rise in employment.””” The success
of welfare-to-work programs is debatable for a myriad of other
reasons, but it seems a bit Orwellian to argue against a program
that could theoretically empower mothers, affording them self-
esteem and self-sufficiency, in order to raise breastfeeding rates.

Despite what the government and breastfeeding advocates
are so admirably trying to accomplish by encouraging “lacta-
tion-friendly” workplaces, it’s not an obvious decision to exclu-

sively breastfeed while working full-time, even if you are
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allotted several breaks and don’t have to pump in a restroom.
There are human factors that complicate things further. Women
attempting to combine breastfeeding and paid work are left dan-
gling in a nebulous space; much of the pro-breastfeeding dis-
course is wrapped up in a biologic-essentialist view of gender,
with the assumption that child-rearing should come before work
for women, that the professional world should accommodate us,
and 1f it can’t, then it’s our responsibility to choose the welfare
of our kids over professional or financial gain. I think most moms
would agree that their kids are more important than their jobs,
but it’s not always financially feasible for a mother to forgo
employment. For other women, being professionally fulfilled 1is
integral to self-worth—which brings things right back to the
dead-end argument that a happy, healthy mom makes for a
happy and healthy baby.

Even the working women who believe deeply in breastfeed-
ing may find themselves in a bind, at a loss for emotional sup-
port. La Leche League is the most readily available outlet for
breastfeeding support, but the organization has a spotty history
in its interactions with employed mothers. I spoke with Chris-
tina Bobel, a professor of women’s studies at the University of
Massachusetts and the author of The Paradox of Natural Mother-
ing, who spent time getting to know La Leche League from a
personal and professional perspective. She stressed that although
individual chapters may vary, in the official League literature
the topic of working women is approached very tentatively.
“I think 1t crystallizes around pumping,” she mused.

I mean, I think there is this almost shrouded discomfort with
working outside the home while nursing because of how it
complicates breastfeeding. As a mother who worked and breastfed
and pumped, I get that. It’s complicated. And I think to say, “it will
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be no problem, just go ahead and breastfeed” . .. well, I think it’s just
disingenuous and actually quite damaging for League or anyone to
say that, because then women will begin blaming themselves when
things aren’t working out. [But] I also think that League’s approach
of touting a line of support for working mothers, and then not

cqe . . . . 2
providing the practical tools to make it work, is also destructive.”®

Bobel gives an example of a woman asking about a workplace
breastfeeding issue, who, rather than getting practical advice,
was told that maybe she shouldn’t be working. “That’s not help-
ful at all. She was looking for really concrete advice,” she says,
and suggests that this lack of support may stem from ignorance

more than from denigration.

What often happens is that the League leaders themselves often do
not work outside the home while breastfeeding small children, so
they’ve never experienced it. They don’t know what it’s like to try to
pump while you’ve got somebody knocking on the storeroom door.
Or the terror and the panic of the night before. . . . I remember
thinking, it’s Tuesday night, I have to pump enough for daycare on
Wednesday, and it’s not working . .. and now I'm going to fight with
my partner, the baby’s screaming, I want to hold her [instead of
pumping] my breasts, and I'm panicked. And so I'm saying to
my partner, “I think we have to go buy formula because we don’t
have any breastmilk for tomorrow.” It was terrorizing. I felt like a
failure, I was distraught, feeling guilty about my decision to put her
in daycare.”’

Linda Blum, author of Az the Breast: Ideologies of Breastfeeding
and Motherhood in the Contemporary United States, believes that
despite all the talk about breastfeeding and raising breastfeeding
rates, we are actually just talking about “women pumping and
using the bottle.” “We’re not even talking about the physical
experience of being with your baby anymore,” she says. “When

some authors speak of what an empowering, incredible experi-
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ence breastfeeding is and lament that feminists like me do not
embrace it, | think they are ignoring the reality of the breast
pump. I 4id talk to women about pumping, and no one’s finding
it very empowering, and no one’s finding it body-affirming.”*’

When I was pumping exclusively for Leo, I had to excuse
myself to express my milk every two hours. Friends and family
would shift uncomfortably in their seats, as if I'd just announced
I had to change a tampon, as if pumping was something private
and embarrassing. I couldn’t really blame them. The reaction
had been different in the first week when I excused myself to
nurse Leo; breastfeeding was something sacred and sweet (even
if they didn’t want to see me do it—but I think they were trying
to respect my privacy, rather than feeling disgusted by the act or
anything similarly insidious). There’s a lot of discussion in soci-
ety about a woman’s comfort and rights when nursing in public,
but I've yet to see anyone pump in public. And who would want
to? I've never seen a pump that didn’t resemble a medieval tor-
ture device, at least once it was in use. You can dress it up in
purple and give it a snazzy carrying case, but you can’t disguise
the intimidating tubing, slurping suction cups, and whir of the
motor. [t’s a piece of machinery, evocative of mass farming prac-
tices, like something out of a PETA film on the unfair treatment
of bovines.

My father-in-law caught on to this comparison straight away.
Attempting levity, he’d joke about my being the “Dairy Queen,” a
title I grew to love. It helped to have a sense of humor about these
things, because it was kind of ridiculous. In order to provide my
child with something so inherently “natural,” I was more inti-
mately acquainted with technology than I'd ever been before.

I spoke to a slew of fellow Dairy Queens who had pumped
at work, asking them to tell me about their experiences. The
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challenges they faced suggest that the current laws protecting
pumping in the workplace aren’t going to cut it if we are going
to encourage women to lactate on the job. Erin, a teacher who
was attempting to pump for her twins, admitted that while the
room she was given to pump wasn’t completely private (the door
had a window, so she had to make sure to sit where no one could

see her through the glass), this was the least of her worries.

The privacy issue pales in comparison to how awful I've been made
to feel for pumping at work. My principal is not at all supportive of
my choice to pump. She frequently schedules meetings that I have
to attend during lunch. Since I'm a teacher, the break between our
morning and afternoon sessions is the only time I can pump; I can’t
meet with parents or other professionals while I'm pumping. When
I bring this up, she treats me as if I'm saying I don’t want to work.
She doesn’t seem to understand that I can’t just not pump whenever
she wants me to do something else. 'm convinced that my need to
pump has made her think that I'm a poor employee, when, in
actuality, 'm a very hard worker and dedicated to my job.
Unfortunately, most of our conversations start with her asking me
to do something, and end with me saying that I need to pump. It has
made going back to work just miserable for me, and I'm ready to just
give up on the whole thing. Pumping already sucks. I don’t need my
job to make it suck more.

Tracy, who worked as the education director of an aquarium,
“had to pump in a public restroom on a dirty chair that people
often use to change their children’s diapers on. They erected a
curtain but my knees were three inches away from the curtain
and crowds of children were often just inches away on the other
side. I was peeked at by everyone from young toddlers to seven-
year-old boys to adults. It was awful,” she explains. And while
she was technically allowed to pump when she needed, “often I

had to skip or be late for a session due to a meeting.” Tracy’s
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employer wasn’t necessarily doing anything illegal; the FLSA
amendment does not specify whether the “place, other than a
bathroom, that is shielded from view and free from intrusion
from coworkers and the public” has a door. Having grade school-
ers spy on you does probably qualify as “intrusion from cowork-
ers and the public,” but Tracy would have had to take up the
case with HR; she already feared for her livelihood and didn’t
want to rock the boat. “My husband had lost his job, and I felt
my job was threatened from the moment I returned from mater-
nity leave.”

Unfortunately, no amount of legislation can control how
employers feel about a pumping employee; there may be laws
protecting that employee’s job and rights, but there are subtle
ways that coworkers and supervisors can make a breastfeeding
mother feel ostracized. Breastfeeding advocates argue that we
just need to change the culture we live in; if breastfeeding were
the norm, then no one would give pumping professionals flak.
Women should have the right to combine breastfeeding with
work, and in some ways, whatever means we use to secure that
end are justified. But undil this happens—a process that could
easily take a generation or two—working mothers are going to
bear the burden of Noonan’s motherhood-penalty-plus-aster-
1sk, and not just financially. This is fine if pumping is something
they want to do. But when mothers are made to feel as though
it’s something they Aave to do in order to protect their children

from harm, it’s a whole other story.

Feminism and breastfeeding have a highly dysfunctional rela-
tionship. According to the World Alliance for Breastfeeding

Action (WABA), “Breastfeeding confirms a woman’s power to
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control her own body, and challenges the male-dominated med-
ical model and business interests that promote bottle feeding.””!
But most prominent feminist voices—aside from cautiously
mentioning in scholarly journals that breastfeeding may be too
sex-specific to support the goal of gender-neutral childbear-
ing—have been conspicuously absent from the debate. The mis-
sion statement of the National Organization for Women (NOW),
the largest organization of feminist activists in the United States,
claims that one of its goals is to “secure abortion, birth control
and reproductive rights for all women”;” it would seem that
breastfeeding would fall into the category of “reproductive
rights,” which would mean NOW should have some official
position on breastfeeding. It’s not that simple. First off, breast-
feeding is not unilaterally accepted as a “reproductive right.”
According to feminist scholar Judith Galtry, this has much to do
with the concept of the “bright line”—basically, that a line needs
to be drawn between “female-specific functions” like pregnancy
and birth, and the actual childrearing, which has the ability to be
something either a man or woman can handle.”

This distinction has been a source of contention in feminist
circles; on the one hand, it could provide fodder to those who
don’t want to accommodate nursing moms in the workplace; on
the other hand, placing breastfeeding on the other side of that
bright line further illuminates gender differences and could
potentially harm the ability of women to excel in the workplace.
Putting the emphasis on breastfeeding as the reason for longer
maternity leaves (and having it be maternity leave in the first
place, rather than gender-neutral parental leave) does essential-
ize women to a significant degree.

Things get even more muddled when feminist-related breast-

feeding advocacy turns the argument from one of protecting the
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rights of those who want to breastfeed, to one of biological
imperative or social responsibility. Katherine A. Dettwyler, a
lactivist and anthropologist most famous for her claim that the
“normal” weaning age for modern humans is somewhere
between two-and-a-half and seven years old, wrote a strongly
worded essay on feminism and breastfeeding, which she posted
on her Facebook page in 2009. In it, she accuses mainstream
feminists of a myriad of evils that have undermined breastfeed-
ing advocacy efforts. She claims that people have portrayed her
as antifeminist for promoting the concept that “breastfeeding
has consequences for the health of mothers and children [which]
has been portrayed as ‘essentializing’” women, reducing them to
their biological functions, and as a call for a return to a patriar-
chal, pre-feminist system where women devoted all their time
to child-bearing and child-rearing.”**

Dettwyler does not see her point of view as antifeminist, and
spends the rest of the essay explaining why. Yet she speaks of the

results of second-wave feminism with derision:

Which 1s more important, reproductive success or productive
success? . . . The compromise that many modern Western women
have settled for is to have only a few children, and to turn much of
the care of those children, including bottle feeding, over to others.
Some women have chosen to adopt children, rather than go through
pregnancy and childbirth themselves, in order to reduce the amount
of time and effort they must take away from their jobs. . .. Others do
give birth to their own biological children, but insist that
childrearing is not their primary focus, and that breastfeeding and
other activities that require mother-infant contact are luxuries they
can’t afford.”

The underlying anger and defensiveness in this piece under-
scores the nature of feminist discourse in this country, especially
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around issues of motherhood. Feminist scholar H. E. Baber
writes that liberal feminists “are not in the business of assessing
the ‘value’ of persons whatever that might come to. ... [W]omen
want a variety of things and different women want different
things. . . . [S]ex roles, and conventional expectations about
women’s behavior, aptitudes and goals, restrict women’s options
and so undermine preference satisfaction.””® If this is true,
shouldn’t feminists be protecting the rights of #// women to
decide what being a woman means to them?

While I was interviewing Phyllis Rippeyoung about her study
on the economic cost of breastfeeding,”” we got fortuitously
sidetracked on a discussion about feminism. “For a long time the
whole promotion of breastfeeding was this sort of grassroots
feminist rejection of Nestlé, and rejection of the commoditiza-
tion of women’s bodies, which as a feminist [ can get on board
with,” the self-described “feminist since third grade” said. “But
at the same time it became this enormous pressure . . . and it’s
like we can relinquish state responsibility for child welfare if we
just instead start saying okay, well, women should breastfeed;
now it'’s women’s fault that children are growing up with lower
1Qs. Or say the obesity epidemic . .. any of these things . .. that
it’s all women’s fault. Like child welfare is all on women as
opposed to saying we as a society are going to collectively try to
address these things, because it impacts everybody’s lives.”

Maureen Rand Oakley is a political science professor at
Mount St. Mary’s College who has studied the role of feminism
in breastfeeding policy work. She explains that, like pregnancy,
breastfeeding is something only women do; this poses a dilemma
rooted in what is called the “equality of sameness” concept.

Under the constitution, the equal protection clause is basically this
idea that you are treating people equally under the law. Obviously
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men and women are not exactly the same, but it makes sense in our
culture to look at it this way. So then it presents this dilemma—
when there are situations where there are differences, how do you
handle it? As soon as you allow that yes, women are different so
maybe policies should be different.. .. That is what was used against
women for so long. They were kept out of jury duty, they were out
of all kinds of areas of life, and the justification was always, well,
they are first and foremost mothers.™

Oakley 1s in her early forties, and she wonders if part of the
disconnect in today’s feminist discourse is rooted in genera-
tional differences. She says she sometimes worries that her stu-
dents “take for granted a lot of the things that feminists before
them fought for. And so they may not be as worried that by rec-
ognizing these differences, that yes, only women breastfeed, and
allowing protections and supports for that, that it’s going to be
used against women ... because they haven’t really experienced
that sort of thing in their lives.”

Oakley nursed her daughter, and also tells me that her mother
breastfed in a time when it was far more acceptable to formula
feed. She points out the irony of these generational differences.
“My mother was not in the workplace. She did not own a second
car. Women were home more. This was when they were being
urged not to breastfeed. And then just at the time when women
are working more, they are out of the home, and they are more
likely to have two cars in their household and be able to go out
and about and get out of the house, that is when the rise in urg-
ing them to breastfeed happens.” (Incidentally, Rippeyoung had
a similar theory: “It doesn’t seem to me to be coincidental that as
women in the 198os—well, you know, you have images of women
in power suits and Working Girl and all that stuff—that then you
sort of have this push back, this backlash of ‘go home again.’ It’s
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no longer about ‘be good to your husband,” but now it’s about ‘be
good to your child.””)

My generation of parents has worked toward a more egalitar-
1an reality for childrearing. But exclusive breastfeeding leaves
women, in the most visceral, embodied sense, as the most appro-
priate caretaker for infants. So while radical feminists wax poetic
about maternal power and releasing ourselves from the old,
male-dominated, medicalized version of child nutrition, exclu-
sive breastfeeding also makes truly equal parenting an impossi-
bility. There are certainly other ways fathers can contribute, but
if we are going to stress the bonding benefits of infant feeding,
we are simultaneously making early nurturing and attachment
women’s work alone.

Rippeyoung recently began studying the effect of breastfeed-
ing on co-parenting. She came to this research by way of the
question: does breastfeeding make it so that the woman becomes
the primary parent, and the dad is relegated to “helper” status?
“There are all these feminists who say no, it doesn’t have to be
that way, and then other feminists saying well, that’s how it
happens.” With her colleague Mary Noonan, she carried out
research on the fathers of breastfed versus formula-fed kids, and
found that “on everything, the dads whose kids are being breast-
fed relax. When you look at it, it sort of makes sense. It’s things
like feeding the kid, obviously, but also things like bathing a kid,
how often you take the kid to the doctor, how often you get up in
the middle of the night, how often you change your baby’s dia-
per ... and youd think those are things all dads should do, but
when you breastfeed it’s like, well, you change the diaper and
then you breastfeed. Or if you take them to the doctor to get
shots, breastfeeding is going to comfort the baby. So you can

kind of understand where those patterns happen.” She stresses
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that by the time the kids are two, a lot of these patterns disperse,
although in cases where the mother breastfeeds longer, “there
are a few things, like the soothing activities . . . the moms do
become more of the soother. The dad soothes less if their part-
ner breastfed a long time.””’

When my friend Megan was four months into exclusive
breastfeeding, she found herself growing aggravated by the
oversimplification of parenting roles within the feminist com-
munity. “I keep hearing these things about how if you’re in a
truly feminist, truly ‘modern’ marriage, then breastfeeding
shouldn’t lead to an unfair division of labor,” she explained to
me, sitting on my bed while she nursed her deliciously chubby
son. “And I have to say, it’s a load of crap.” Megan’s husband
made a meager salary working full time as a barista, but they
depended on his benefits; she was an independent contractor
with no benefits, but they relied heavily on her income to make
ends meet. Neither of them could afford to quit their jobs. Not
only was she working obscene hours, but she was getting up
every few hours at night to nurse, and since her job wasn’t con-
ducive to pumping (she tutored teenagers—*“try explaining that
as a reason for why you need to take fifteen minutes out of an
hour-long session,” she laughed), she was relegated to frantic
pumping while driving to the next student’s house in order to
keep up her supply and meet her child’s needs. The reality was
that only she could provide breastmilk for her child. Her other
reality was that she needed to work in a specific way to keep her
family afloat. Formula wasn’t an option, either, considering how
expensive it was. There was no easy answer, but as Megan
pointed out, it was unfair and obtuse to imply that one could
both breastfeed exclusively for a year and still have total equal-

ity—at least in terms of division of labor—in a marriage.
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It’s also important to consider a father’s unique role in deci-
sions regarding breastfeeding, as it is one that toes a squiggly
line between paternal 7ights and paternalism. Although the real-
ity of the situation is that breastfeeding requires little sacrifice
on a father’s part and tremendous sacrifice and work on the
mother’s, this is no one’s fault but Mother Nature’s. Fathers have
an equal stake in the well-being of a child who is 5o percent
their creation; if men are hit over the head with the message that
formula feeding will have deleterious effects on their offspring,
they have every reason to encourage their wives to nurse.

I asked the readers of my blog how much say men should
have in infant-feeding decisions.” No one seemed 100 percent
sure what a father’s role should be; one reader worried that “if a
man truly believes there is no substitute for breastmilk, and that
he’s only trying to ensure that his child gets the best, then he
might encourage his wife to breastfeed even if it’s against her
wishes or bad for her health. This is where the ‘breast is best’
campaign that misleads people into thinking that formula fed
babies will be stupid, fat and poisoned really [does] people a
disservice.” Most felt that ultimately, it needed to be the moth-
er’s decision; it was her body. But one woman argued that the
best support she got from her husband was when he stepped in
and made a decision for her. “When [the struggle to breastfeed]
got really bad ... my husband made the decision for me. He took
my son from me and gave him a bottle and when I finally came
out of the bedroom the next morning my husband said we
weren’t breastfeeding anymore,” she wrote. “Some may say that
what my husband did was wrong, or unsupportive, or even
misogynistic . . . but it wasn’t. My husband knows me. The only
way he could have made me stop before I hurt myself or before

our child got sick was to make me stop ... So my husband did an
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extremely hard thing and he took the stand.”*" Other men feel
that the best way to support breastfeeding is to push on through,
like you would with any goal. On his blog “How to be a Badass
Dad,” writer Sol Smith recounts his wife’s challenging start to
breastfeeding, and urges that the father has a responsibility to
“be the stable one™ “I wasn’t allowed to breakdown in tears or
give up. . .. All it would have taken to make the whole project
come crashing down would be a small chink in my armor. One
moment of hesitation, and I could negatively affect my wife’s
post-partum, tired, and fed-up will to do the best thing for
our baby.”*

On the other hand, some men do intentionally sabotage their
wives’ breastfeeding goals. A 1998 study conducted at Ohio State
University examined men’s negative attitudes toward breast-
feeding, and found that “the most common reasons that men
gave for not supporting breast-feeding included their fear of
separation from the mother, envy of the special bonding between
the mother and child and general feelings of inadequacy because
only the mother can breast-feed the child.”"¥ (To counter this,
the study’s lead author, Rick Petosa, suggested that providers
stress the positive aspects of breastfeeding, like “the fact that
breast-feeding is not only good for babies, but helps mothers
lose weight postpartum”; he seems to be implying that having a
slender wife is a fair trade for bonding time with your child.)

Oprah-endorsed Rabbi Shmuley provoked intense rage when
he published a piece titled, “Moms, Don’t Forget to Feed Your
Marriages” on the website Beliefnet.com.* “In the end, there are
two effects of breast-feeding that we often refuse to acknowl-
edge,” Shmuley muses. “One is the de-eroticization of a wom-
an’s body, as her husband witnesses one of the most attractive

parts of her body serving a udlitarian rather than romantic
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purpose. This is not to say that breast-feeding isn’t sexy. Indeed,
the maternal dimension is a central part of womanliness. But
public breast-feeding is profoundly de-eroticizing, and I believe
that wives should cover up, even when they nurse their babies in
their husband’s presence.” Reading something like that from a
well-known relationship “guru” makes a clear case for why those
who care about the way women are perceived in our world need
to concern themselves with breastfeeding. Breasts are not the
sexual real estate of men. But they are also not the property of
the state; framing the need to increase breastfeeding rates as a
way to improve our nation’s health leads to an equally stifling
view of women’s bodies.

My husband once went on an hour-long diatribe about the
stupidity of a bumper sticker we saw that said “Against Child
Trathcking.” “Is anyone for child trafficking?” he shouted at the
driver, although our windows were tightly closed. Similarly, I
sincerely doubt that most feminists would argue against breast-
feeding rights or advocacy. But I wonder why more aren’t dis-
turbed by how that advocacy is typically carried out. When the
message is that zor breastfeeding is somehow giving in to the
man, or makes you less of an actualized, autonomous, or natural
mother, doesn’t that limit women’s choices? For the past several
years, although the speakers of the University of North
Carolina School of Public Health’s annual Symposium on
Breastfeeding and Feminism have encompassed a wide range of
disciplines and backgrounds, there hasn’t been much variety in
their philosophies toward breastfeeding promotion. Reading
through the available transcripts of past conference proceed-
ings,¥ you notice that there’s an eerie sameness to the rhetoric
used by every speaker. For example, the focus of the 2007 con-

ference™ was the DHHS Breastfeeding Campaign brouhaha.
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Multiple speakers alluded to the ads being pulled, as if it were a
huge disservice to womankind, as if the ads had been pulled
solely because of formula industry intervention. I could not find
one voice arguing an alternative opinion, bringing up the clas-
sist, racist, and misogynist implications of this campaign, or not-
ing that even NOW had broken its underlying code of silence
on breastfeeding issues to speak out against the ads. In these
proceedings, the only feminist perspective is one that unilater-
ally supports breastfeeding advocacy and does not believe that
“choice” 1s a valid concept within this debate. There were some
intelligent discussions of how the sexualization of breasts (and
females, in general) in our society puts nursing women in an
uncomfortable position (we're told by medical authorities to
breastfeed exclusively, and then made to feel exhibitionist for
doing it in public); many speakers focused on the complexities
of combining motherhood and work, and others stressed the
fracturing of family and “tribal” structures that are beneficial for
breastfeeding. The symposium gathered some of the finest and
most respected minds of modern feminism—but they all
appeared to be of one cohesive mind about an issue that deserves
some devil’s advocacy.

In its description of the WHO Code, UNICEF applauds Iran
for its “innovative” approach to breastfeeding promotion;" this
innovation entailed making formula a government-controlled
substance. With the checkered history of women’s rights in Iran,
this is troubling on a number of levels. Feminist breastfeeding
advocates have chosen to politely ignore dichotomous endorse-
ments such as this, seeming to favor the goal of making the
world formula-free over that of securing the bodily autonomy
of females across the globe, and ensuring that we have a safe

and reliable alternative for infant feeding. When viewed as an
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example of a profit-driven, male-dominated corporation under-
mining the natural abilities of women to safely feed their babies,
the Nestlé scandal seems like an obvious feminist cause; yet,
Shirley Gorenstein points out that the ensuing boycott of the
Nestlé corporation “did not demand that the company provide
... a canned or boxed formula which would enable women and

men to use the bottle safely”; instead, the boycott

assumed that restoring breastfeeding as the exclusive way of feeding
babies was the right goal. In this situation, the groups from non-
traditional societies (where the baby bottle made breastfeeding
optional) were reinforcing traditional society’s historical gender
system (where breastfeeding was done exclusively) while women
from traditional societies were moving towards changing or
subverting their current gender system. . .. How do we answer the
question, is the baby bottle and formula a feminist or anti-feminist
technology? We can’t answer that question without working through
not only the complexity of the context of the situation in which
the technology is set, but also the complexity of the situation of
the activists.”

There are some disturbing parallels to the abortion debate
here. One is an argument over reproductive rights while the
other concerns child-rearing, but in both cases, the discourse
circulates around a woman’s right to exert control over her own
body. Some feminists have dealt with this conflict by defining
choice, 1n this context, as the “rhetoric of choice,” simply a clever
construct of the formula industry. There can be no real choosing
when we are unable to choose freely; the constructs that make
breastfeeding so difficult, especially for those in lower socioeco-
nomic groups, make “choice” an irrelevant concept. Marketing
formula to vulnerable women plants mistrust of their own bod-

ies, and the practices of non-Baby-Friendly hospitals destroy
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breastfeeding efforts. By this reasoning, taking away the tempta-
tion of formula would allow women to make an unencumbered
choice. This may be true in some cases, but it does not negate
the fact that making formula a choice we need to fight for and
justify does make it a less viable choice, and the harder a choice
1s to make, the more unlikely it is a choice at all for women in
already challenging situations.

Also, the theory that we are unable to choose freely, while
sympathetic, implies that we’ve made the wrong choice. Thar
there is a wrong choice to make. (No wonder, then, that women feel
the need to defend that choice by giving evidence of how hard
they tried not to have to make it—which just perpetuates the
belief that if barriers weren’t in place, formula would be ren-
dered unnecessary.)

Jessica Valenti, author of Full Frontal Feminism: A Young Wom-
an’s Guide to Why Feminism Marters and touted as the “poster girl
for third-wave feminism” by Salon.com, started a fresh conver-
sation about these issues when she wrote about her frustration
with feminist breastfeeding advocacy (and its support of Baby-
Friendly initiatives) on her personal blog in the fall of 2011. She
critiqued the “condescending attitude that women who formula
feed are somehow stupid or have been duped, the assumption
that anyone who formula feeds or supports women who do so
isn’t educated on the issue, and, of course, the shaming inherent
in suggesting that formula hurts women (and babies).” Valenti
also railed against the “hypocrisy of judging women who choose
to formula feed and the way they are made to justify their
choice. . .. [W]hat if [a woman] simply didn’t want to breast-
feed? Isn’t that her right, and shouldn’t she be equally
supported for that decision in the same way a breastfeeding

mom is?”"
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The response was deafening. Valenti’s words provoked
numerous heated discussions within the Wild West of social
media. She was chastised by fellow feminist bloggers—
“[Valenti’s| statement about [formula] being ‘just as healthy’ as
breastmilk is patently false, and is disputed by every piece of
lactation science published by every health organization in the
world. This purposeful misrepresentation of facts and truth is
incredibly insulting to women. If an educated, privileged white
woman still believes that any processed artificial food is exactly
as healthy as any living, whole food, then how are people with-
out access to information expected to know the difference? . . .
We should NOT be lying to women in order to make them feel
good about their choices,” one popular blogger wrote in response
to Valenti’s assertion that formula was a “healthy” choice.
Another resented that Valenti invoked the “choice” rhetoric in
the first place: “F**k choice. I want liberation. I want my breasts
not to be sexualised commodities to be sold back to me, but
rather a part of my body which offer pleasure, function, decora-
tiveness, health-giving properties. . . . I want motherhood to be a
valuable and valued contribution in the context of my family,
community and society. [ want breastmilk to be recognised for
its health, bonding, economic and empowering properties.
THEN you can ask me to choose.””’

It’s no wonder that feminists (and politicians attempting to
secure the female vote) have stuck to the issue of workplace
pumping rights, if the issue of breastfeeding is destined to be so
divisive. It’s a safe way to appear “supportive” of breastfeeding
without getting caught in the minefield of another ultimately
futile debate over the meaning of choice. If we were really inter-
ested in protecting all women, we’d look for a way to protect bozh

breastfeeding and formula feeding, not as contradictory choices
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but as complementary ones. If we were really looking at this
from a feminist perspective, we would question why we allow
the powers that be to focus so much on infant feeding as a pana-
cea for all the world’s ills—because by doing so, we are essen-
tially putting all the responsibility on women’s shoulders—or
breasts, as it were.

Feminist scholar Joan Williams writes, “Feminists need to do
what we are always urging others do. We need to recognize that
gender is nothing more or less than a social toolkit and that
women use these tools in a variety of ways. Women do not all
agree just because they are women. To assume so is to take as a
premise the error feminists have united to defeat: that biology

determines destiny.””?

Until women stop trying to force their
own desires on one another, we’re going nowhere fast. Acknowl-
edging that, for some, formula feeding may be an instrument of
freedom should not negate the fact that the choice to breastfeed
isn’t always made freely. These are two separate scenarios, which
necessitate two separate, but equal, battles—and neither battle

should be fought between women.



FIVE

Damn Lies and Statistics

Throughout all the arguing back and forth about the benefits of
breastfeeding, we as a society are ignoring the real elephant in
the room. Breastfeeding, except in specific circumstances, 7s a
better choice. The real question is how much berter? We should be
questioning if it’s better enough to justify the pressure we put on
women to do it, even if they don’t want to or can’t; if it’s better
enough to excuse poor science and a stupefying dismissal of
relative risk.

According to the AAP’s official statement on breastfeeding,
the act of nursing an infant can reduce the risk of nearly every
childhood illness. “Research in the United States, Canada,
Europe, and other developed countries, among predominantly
middle-class populations, provides strong evidence that human
milk feeding decreases the incidence and/or severity of diar-
rhea, lower respiratory infection, otitis media, bacteremia,
bacterial meningitis, botulism, urinary tract infection, and nec-
rotizing enterocolitis. There are a number of studies that show a

possible protective effect of human milk feeding against sudden
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infant death syndrome, insulin-dependent diabetes mellitus,
Crohn’s disease, ulcerative colitis, lymphoma, allergic diseases,
and other chronic digestive diseases,”" states the AAP’s official
literature on infant feeding. It’s a great sales pitch: no parent
wants to see his or her child in pain. If breastfeeding practically
guarantees a healthy child, what loving parent would opt
for formula?

We certainly loved our son and believed in the benefits of
breastfeeding, but in our case breastfeeding had done nothing
but make my child—and me—suffer. We would solve one prob-
lem and get smacked on the head with another. After I switched
to exclusive pumping, Leo gained weight but you could hardly
say he was “thriving”—his skin was god-awful—rashy, pale, and
scaly—and he was bloated and uncomfortable. He still cried
constantly, barely slept, and every one of his diapers was a hor-
ror movie unto itself, forebodingly laced with blood and mucous.
The doctors suspected food intolerance; I cut out dairy, soy,
green leafy vegetables, nuts; my diet was limited mostly to
(milk-free) bread and water, but his symptoms persisted. I strug-
gled to fight oft a creeping doubt, lined with a hefty dose of
resentment. I felt lied to. I felt misled.

Our pediatrician proposed an experiment. We'd give him one
day on hypoallergenic formula only. I'd pump as usual, so there’'d
be plenty of milk for him if this didn’t work, and my supply
wouldn’t be affected. It seemed harmless, so we agreed to give
itatry.

The next day, we stood in front of our fridge, staring at the
bottles of breastmilk lined up so proudly next to our organic
peanut butter and Steve’s leftover Chinese food (which I couldn’
eat, obviously—it contained soy). “Should we throw it out?” my
husband asked. I shook my head, unable to destroy the fruits of
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my considerable labor. But we both knew the truth. Within a
mere twenty-four hours on hypoallergenic formula, our son’s
skin had cleared, his stomach was no longer distended, and he
had barely cried all day. Despite the full stock of breastmilk in
the fridge, we’d become a formula-feeding family.

I was able to frame our formula feeding as the result of
unavoidable circumstances, but I couldn’t deny that the facts
were the facts. We'd just had to perform our own risk-benefit
analysis: we weighed how miserable breastfeeding was making
our child and our family against the risks posed by formula feed-
ing. It was a close call, but formula won—probably more out of
sheer desperation than anything else. The prospect of a future
filled with more ear infections or the loss of a few IQ_points
seemed tolerable when balanced against the constant misery
(for all three Barstons) making up our present.

The problem with making decisions in the midst of your own
personal hell, though, is that once things have settled down, it’s
far too easy to start Monday-morning quarterbacking. I became
obsessed with researching formula feeding online and torturing
myself with all the “facts” about the risks involved and all the
advantages I was now depriving Leo of, due to my inability (or,
according to the more guilt-promoting texts, my unwillingness)
to feed him the way nature intended. Some of the cited risks of
formula feeding concerned me more than others—for example,
the ear infections and gastrointestinal problems were less trou-
bling. The former was something I'd suffered from as a child, and
lived to tell the tale; the latter was kind of irrelevant in our case,
having a baby whose stomach problems were resolved due to
formula feeding. But to hear I was giving my son a higher
risk of childhood cancers, diabetes, and meningitis? Head,

meet oven.
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I think I was missing the point, and everyone else seems to be
as well. These decisions are never made in a vacuum; some
things may be better for the majority, but not for the individual.
“How do we put the breast-milk versus formula question into
the context of other health choices we make?” asks Rebecca
Goldin and her colleagues at the Statistical Assessment Service
(STATS), a nonprofit, nonpartisan group aiming to “correct sci-
entific misinformation in the media and in public policy result-
ing from bad science, politics, or a simple lack of information or
knowledge.”” “We make decisions all the time that incur risks
but also have benefits for the individual. We get into cars, risking
death and injury; we send our kids to school, risking infections;
and we eat foods like hamburgers, risking an assortment of prob-
lems, from obesity to E. coli.. .. Our lives are filled with risks,
small and large. Not nursing is a small risk, the real question is
what it costs (or benefits) you.”’

Since writing this article back in 2006, Goldin has been
accused of the anti-breastfeeding trifecta: she supposedly is in
the pockets of the formula industry, hates breastfeeding, and has
no idea what she’s talking about. Back in reality, where life is not
one big conspiracy theory, Goldin has an undergraduate degree
from Harvard and a PhD from MIT; along with her work with
STATS, she is an associate professor of mathematical science at
George Mason University and, at the time we spoke, served on
the Science Policy Committee of the American Mathematical
Society. She may not be a lactation consultant, but she certainly
has the cred to talk about numbers, statistics, and relative risk.
As for being sponsored by Big Formula, she has no personal con-
nection to the industry although they have approached her sev-
eral times, and she has also insisted that STAT'S remain free of
industry funding. And I think you'd be hard pressed to find an
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anti-breastfeeding, formula zealot who nursed all four of her
children. Her point is not that breastfeeding isn’t worthwhile,
but that we need to acknowledge the real-world meaning of the
often daunting statistics unearthed by breastfeeding research.

Goldin has suggested that the media’s flawed interpretation
of public health-related statistics is due to a general misunder-
standing of a number of key factors, including the difference
between causation and correlation; the meaning of “statistically
significant”; the “prevalence” of a problem; confounding factors;
relative versus absolute risk; and the importance of scientific
consensus.” A quick-and-dirty rundown of these terms should
probably be required reading for any new parent; imagine if,
rather than What to Expect When You're Expecting, an Intro to Statis-
tics textbook graced the nightstand of every pregnant woman.
We'd all be a lot less neurotic. At the very least, to understand
parenting science enough to avoid panic attacks, we need to
comprehend causation versus corvelation, relative risk, and confound-
ing factors better than the average journalist does.

The concept of “causation vs. correlation” means that even if
two things are related, it doesn’t mean one caused the other. For
instance, when I flew out to Virginia to meet Goldin, I observed
that a lot of people who work for the Transportation Security
Administration (TSA) seem angry. One might assume that
working for the T'SA turns you into an angry person. This isn’t
necessarily the case. Maybe angry people are attracted to jobs at
the T'SA, or maybe the person in charge of hiring TSA staff has
a sick sense of humor. These are confounding factors, variables that
are related to the variable being studied, which can either hide a
true effect or imply a false one.

According to Goldin, confounding factors are at the crux of

most arguments against the validity of breastfeeding science. It’s
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not the most politically correct concept, but, as she explained to
me over lunch, “Someone who is so excited to have a kid and
obviously has done all the reading will most likely breastfeed,
because everything in society right now tells you that it makes
you a good mom,” whereas somebody who maybe wasn’t all that
dedicated to parenthood might not go to the trouble; these ten-
dencies carry through and affect all aspects of parenting. It
stands to reason that the same mom who breastfeeds exclusively
for six months will also attend all her well-baby visits, will either
be able to stay home with her child for that half-year or afford
in-home childcare, and will be wealthier and more educated.
Even in homogenous groups that don’t fit this profile, there are
marked differences between those who breastfeed and those
who don’t. During a Vatican conference on breastfeeding, one
researcher admitted that even with the best intentions, it is dif-
ficult to control for these confounding factors. He cited evidence
from a study looking at low-income populations in Houston,
one that his group had elected not to publish “because [they]|
weren’t confident that we could deal with some of the issues that
were raised.” As he told a group of his well-respected peers: “We
controlled for socio-economic status in that we recruited only
women who were delivering at our public assistance hospital.
But when we looked at our two groups, we found that despite
our efforts to control for socioeconomic status, the women who
elected to breastfeed were taller and had infants with higher
birth weights than the women who elected to bottle-feed. This
suggests there is some inherent difference, even in a group of
homogeneous socioeconomic status, between women who
choose to bottle-feed and those who choose to breastfeed.”
Since controlled experiments are ethically impossible, the

next best things are sibling studies, which look at children in the
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same family, thus controlling for a myriad of lifestyle and genetic
factors right off the bat. Siobhan Reilly and Eirik Evenhouse,
married economists who compared breastfed children to their
formula-fed brothers and sisters,’ designed their study to “look
at ... how much of the difference in the outcomes of the two
siblings 1s accounted for by differences in their breastfeeding
history.” Reilly explains, “You're shedding all the things that dif-
ferentiate them from kids in other families—you’re essentially
controlling for all the things they have in common. They may
have grown up in the same neighborhood, they had the same
parents, their mother had the same educational level, their par-
ents had the same 1Q.” This cancels out a lot of the background
noise that complicates observational breastfeeding studies, by

naturally controlling for many confounding factors.

Now what you don’t control for . .. are any differences between the
siblings not captured in the data: if one was premature and that
explains why she wasn’t breastfed and the other one was. ... But also
differences in the family that occurred over the times between the
two kids being born—maybe the mother was working a fulltime job
when one child was born and she was staying at home with the
children and more able to interact with them when the other was
born.. .. So those are some of the problems with sibling studies, but
the big advantage is you can knock out the effects of a whole lot of
variables that you can’t observe because you’re just looking at the
difference between two siblings who share all those conditions.”

Reilly, a strong proponent of breastfeeding (and a former breast-
feeding mother herself) tells me that, although they “were pretty
sure by doing the study, some effects would be clearly supported
and others would be clearly dismissed,” the couple was “a little
surprised to see that almost none of [the effects of breastfeed-

ing] came out large enough that we could say that they survived
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the differencing methodology.” Since sibling studies are as close
to randomized, controlled experiments as infant-feeding studies
will ever get, these results are startling. Still, Reilly says, “this
doesn’t mean that those effects aren’t real. But they couldn’t be
clearly identified in our data.”

Aside from confounding factors and correlation not meaning
causation, the concept of relative risk often confuses those try-
ing to decipher the cost-benefit scenario of breastfeeding. Going
back to my travel analogy, on my flight to Virginia we experi-
enced some turbulence. I'm a nervous flier, but I could have
soothed myself by remembering that the risk of dying in a plane
crash is far lower than the risk of dying in a car accident, and I'd
never think twice about getting into a car. As a general rule, we
humans don’t have a strong grasp on the concept of relative risk.
People are more freaked out by turbulence than trafhic.

Once I was (safely) on the ground in Virginia, Goldin and I
discussed how individual risk/benefit assessments are necessary
and valid when making infant-feeding decisions. “One of the
things I think is really important is that even if you are at risk for
a few more ear infections and stomach aches or things like that,
if you use formula . . . that’s a perfectly reasonable chance for
anybody to take, because they’d rather have to deal with that
than deal with not sleeping,” Goldin mused. “And I think that’s a
level of decision—T'm going to choose between sleeping or my
kid getting a cold.” The reality is that any number of things
involve putting our children at risk. ... You put your child in the
cart in the supermarket and there’s a risk that he could pinch
a finger.”

Toward the end of our conversation, Goldin and I got a bit
more personal, discussing our own breastfeeding experiences.
After hearing what we had gone through with Leo, she shook her
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head. “That’s where I think the danger is. . .. They’re not listening
to individual cases. These are children, not statistics. And I think
we have a hard time sometimes understanding that. Your son has
his own medical story. If you could do a study of all the children
who had that exact same medical history, then there would be rel-
evance. The point is that you're outside of the norm, for whatever
reason. ... And I think that’s really, really important.”
Infant-feeding decisions can’t be based solely on what studies
say because health is an individual thing. Artificial sweeteners
are a godsend for diabetics and those with dental issues. They’ve
also been shown to cause cancer, migraines, and other maladies
in lab rats. Good for some; not so good for others. Formula is
downright dangerous in areas with a lack of clean water or if
prepared improperly; breastfeeding can be dangerous if the
mother is on a few select medications or recreational drugs, or if
she can’t make enough milk. Studies can tell us what may be
beneficial for the norm, but a lot depends on what your personal

norm may be.

No one quite knows who said it first,"

but whoever came up
with the saying “lies, damn lies, and statistics” was one smart
cookie. Research is a complex beast; it’s actually not all about
the numbers because it’s being conducted by human beings, and
whenever there are humans involved, there’s human emotion.
The more experts I spoke to about breastfeeding, the more I
understood just how much your own personal experiences could
color your interpretation of data. The author of one respected,
scholarly book on human lactation told me she couldn’t relate to
the women who said breastfeeding was such hard work. Her sons

had been “snackers”; they’d nursed for only a few minutes at a
; they y
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time, so it was no huge time investment. “I guess some babies
take longer to breastfeed but sull, it’s not your whole day. They
sleep a lot. It’s a lot easier than adult children,” she said archly.
This was similar to arguments I'd had with friends as our chil-
dren entered the toddler years; some of the moms in our group
mourned the loss of babyhood as their kids grew more mobile,
more verbal, and consequently more defiant. I couldn’t fathom
this perspective because Leo’s worst terrible two tantrum was
nothing compared to the hell we lived through during his
infancy. It’s all a matter of perspective.

The media might be guilty of misrepresenting data; the med-
ical community could be chastised for being overly cautious.
But I'd propose that the chief problem of the breastfeeding
debate, inherent in this misguided presentation of “facts,” is that
even those who do have the education and professional back-
ground to “know better” can easily get misled by their own fears,
insecurities, and emotions. We laypeople take it on faith that sci-
entific research is impartial, but this is far from the truth—espe-
cially when we'’re talking about public health concerns. Mary
Renfew, for example, is the author of an impressive number of
lauded breastfeeding studies. A professor of maternal and infant
nutrition at the University of York, she’s crystal clear about her
personal feelings regarding breastfeeding. “[There] has been a
huge force for good trying hard to counter . .. societal forces so
that women can do what women are, in part, born to do. They
are born to do many other things too, but one of them is breast-
feed the baby,” she told a group of like-minded individuals
during a conference on infant feeding." If someone has an
empirical belief that women are in fact born to breastfeed—that
it is integral to their identity or validity as women—how can

that not color her judgment?



136/ Damn Lies and Statistics

The Encyclopedia of Public Health warns:

Many public health scientists are willing to become advocates,
taking a public position in favor of actions that will reduce or
eliminate risks to health that their scientific studies have disclosed.
But many other public health scientists are not prepared to become
advocates, arguing that by doing so they would compromise their
scientific objectivity. They assert that if they become public health
advocates they cease to be impartial and thereby compromise future
scientific studies that they may undertake . . . that a conflict of
interests will arise if they become advocates for a particular cause
in public health practice. Scientific objectivity is often equated
with impartiality, which, by definition, is incompatible with
advocacy, which necessarily adopts a position in favor of or against

. 12
a particular cause.

Scientists are human, of course; it’s naive to think that bias
doesn’t enter the research field. That’s the purpose of metastud-
ies or reviews, which examine a wide variety of studies in the
hope of seeing a trend. Breastfeeding research finds its strength
in metastudies, which do tend to show a consistent protective
effect against several ailments like ear infections and gastroin-
testinal infections. Other breastfeeding benefits do not show up
as consistent “truth” throughout the research landscape—and
yet, these are mentioned consistently as if they have been proven
beyond any doubt.

Nearly every paper I read discussing the tendency to over-
state breastfeeding benefits cited the work of Jules Law, whose
quintessential article “The Politics of Breastfeeding” critiques
the “circular” nature of breastfeeding science. “All too often, sci-
entific research into the consequences and effects of infant feed-
ing choices concludes by acknowledging the inconclusiveness of
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its own results but then recommends breastfeeding on the
grounds that its virtues are already well established in any case,”
he writes."”

Law’s field of expertise is not sociology, epidemiology,
medicine, or even feminism—it’s comparative literature. He
became interested in the breastfeeding discourse while working
on a book about how bodily fluids are portrayed historically
through literature.

I started doing research on nineteenth-century attitudes towards
wet nursing. . .. So I found the one academic book on the history of
breastfeeding'* and T got detoured a little, because I was struck by a
moment in that book where the author claims that seventeenth-
century women who put their kids out to wet nurse did so for
the sake of convenience, in the same “often unthinking” way—
this book 1s written back in the 198os—that women today bottle
feed. I thought she was going to cite research or archival evidence
that would allow her to characterize women’s attitudes towards
breastfeeding and wet nursing in that way, but it turns out that
she was just making assumptions about why seventeenth-
century women put children out to a wet nurse, just as she
was assuming, wrongly, that she knew why women bottle-fed [in
her day]. But now of course, her work gets cited by people
who want to argue that these are the attitudes that women
had in the seventeenth century, and their agenda in turn is to
show that if women today have the same attitudes as women in
the seventeenth century, then those attitudes must be trans-
historical and natural. . . . I started getting interested in the
breastfeeding discourse. . . . I got obsessed with how much this
kind of circular logic pervaded all the available literature, scholarly
and nonscholarly."’

In his article, Law illustrates the danger of this “circular logic,”

using the example of what was, at the time, “the most sensational
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current figure circulating among breastfeeding advocates”: a
statement that eight thousand infant deaths per year in the

United States were attributable to formula feeding.

This figure is extraordinary and completely lacking in scientific
foundation or documentation. All references to it extrapolate from
a single 1989 “study” conducted by the National Institute of
Environmental Health Sciences (NIEHS). But the actual source is
simply a one-paragraph abstract of a study of carcinogens in breast
milk (Rogan 1989). Neither the abstract nor the study itself purports
to analyze formula feeding. Nonetheless, in order to contextualize
the relative risk of carcinogens in breast milk, the abstract postulates
an alternative risk of 4-in-1,000 deaths attributable to formula feeding.
The figure is never mentioned again—let alone explained or
corroborated. . . . Thus breastfeeding advocates have cited a
misreported figure, which, moreover, was derived from a study that
did not collect or examine any data on actual infant-feeding practices.
Yet this figure now circulates in breastfeeding-advocacy literature as
the scientifically established “result” of a “study” by NIEHS.'®

“It’s one thing for laypeople to think of science as a religion
or to have a kind of mystified view of it,” Law tells me when I
ask him how his foray into breastfeeding research affected his
views of science. “But for scientists, rather than saying, ‘our data
actually don’t really prove much,” to say, ‘Well, you know the
data only points s/ightly in a certain direction, but it’s in the
direction we would have expected it to point anyways, so this
probably does confirm our reigning assumptions.’. .. That’s very
disturbing. ... I was kind of shocked at that.”

Joan Wolf, author of Is Breast Best? Tuking on the Breastfeeding
Experts and the New High Stakes of Motherhood'” (which earned her
comparisons to advocates of cold fusion and Holocaust deniers,

simply because she offered a different perspective on the
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research), has argued that the “experts” we rely on to accurately

assess breastfeeding research have stopped asking the question

of whether or not there’s proof for [the claims made about
breastfeeding]. We've become so persuaded. How it is that doctors
and scientists have essentially become convinced that breast is best?
Part of it is information overload and your reliance on other people
for information . . . you know, you can’t go out and do the research
yourself. And, when everybody keeps saying that breast is best you
start saying it too. You're relying on other people to evaluate
information for you, and they’re also relying on other people and so
... 1t ends up being that everybody believes one thing and there’s
only one person who’s actually looked at it."*

Wolf acknowledges that “breastfed babies tend to be health-
ier; they tend to be slightly smarter,” but she doesn’t think that
science has conclusively shown us that it’s the breastmilk itself
that 1s conferring these benefits. “When you see an association
(between breastfeeding and better outcomes) five hundred
times, you begin to think there’s something to it. But if you have
a flawed study that comes up with this result and you redo that
same study five hundred times, you’re no closer to the answer
than you were in the beginning. If you repeat the error five hun-
dred times you still have lousy data.”"’

“Lousy data” can spread like a virus: in the second decade of
the new millennium, obesity and breastfeeding have become
seductively intertwined, despite a lack of conclusive data that
breastfeeding truly has a “protective effect” against fatness. First
Lady Michelle Obama made breastfeeding an integral part of
her plan to fight childhood obesity, claiming in February 2o
that “because it’s important to prevent obesity early, we're also
working to promote breastfeeding, especially in the black com-

munity—where 4o per cent of our babies never get breastfed at
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all, even in the first weeks of life. . .. We know that babies that
are breastfed are less likely to be obese as children.””’

Know may be too strong a word, considering the shaky science
behind these claims. It’s true that several studies have suggested a
correlation between children who are breastfed and a lower chance
of being overweight, but others have found no significant link. In
fact, the research Obama was likely referring to—a 2007 Agency for
Healthcare Research and Quality (AHRQ) report,”" which the sur-
geon general in her husband’s administration had used to form a new
“Call to Action on Breastfeeding”” in 20n—cautions that although
there is “an association between a history of breastfeeding and a
reduction in the risk of being overweight or obese in adolescence
and adult life ... one should be cautious in interpreting all these asso-
ciatons because of the possibility of residual confounding.” In plain
speak, the report states that although a few studies have shown an
advantage (and a small one at that—a 4 percent reduction in risk is
probably not worth basing a whole campaign on) to breastfeeding in
combating obesity, these studies have also been rife with confound-
ing factors and the benefit is not entirely clear.

An earlier metastudy, published in 2001, found conflicting evi-
dence; two studies referenced even seemed to suggest that breast-
feeding could be positively correlated with later obesity. The
authors summarize that “most studies examining the effects of
breastfeeding on later obesity have found an insignificant effect. . ..
An effect of breastfeeding on later obesity, if any, is probably
weaker than genetic and other environmental factors. ... Although
a highly provocative concept, the protective effect of breastfeed-
ing on later obesity remains controversial.”’ And a 2003 cross-
sectional study that examined several generations found “no sup-
724

port for a protective effect of breast feeding on obesity.

The authors also point out that “secular trends do not suggest a
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protective effect: in both Britain and the United States the inci-
dence of breast feeding has increased since 1990, but so has obe-
sity. Promoting breast feeding is important, but evidence for an
important beneficial effect on obesity is still equivocal.”

Even Michael Kramer, the physician/researcher responsible
for what is probably considered the best breastfeeding-related
study in recent history (the Promotion of Breastfeeding Interven-
tion Trial, or PROBIT, performed in the country of Belarus),”
admits that the obesity benefit is probably minimal. At a 2008
American Society for Nutrition conference (which was, admit-
tedly, funded by the International Formula Council), he reported
that according to his well-regarded research, breastfeeding did
not reduce the development of obesity at 6.5 years of age.”

Despite the paucity of good-quality, definitive research, the
breastfeeding-prevents-obesity myth will not die. Perhaps this is
because it goes hand in hand with a complementary claim: that
formula feeding causes kids to become overweight. (It doesn’t
matter to the myth’s promoters that formula feeding is also asso-
ciated with lower income,” which is strongly correlated with
obesity”*—again, this comes down to correlation versus causa-
tion.) Formula has become a scapegoat for our nation’s obesity
epidemic, and out of a belief in this association has sprung the
phenomenon of “obese babies.” Infant chubbiness has become a
medical problem; what used to be considered cute is now a
health threat. The danger in this, of course, is that health-con-
scious formula-feeding parents can become so fearful of over-
feeding that they deprive their babies of essential nutrition. In
Bellevue, Washington, a mother was arrested for allegedly starv-
ing her daughter because “her husband [had] a weight problem
and [she] did not want her girls to be fat.” “I was so concerned

she was gaining the weight so fast. I didn’t care that she was
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gaining the weight. That is fine. But too fast, it scared the crap
out of me,” the woman said in an interview in January 2010.”

Considering that parents had recently been warned that rapid
weight gain in infancy leads to later obesity, based on a study that
was published in the April 2009 issue of Pediatrics this wasn’t all
that surprising. Now, ’'m not saying that I withheld food from Leo
after the results of this study hit the newsstands, but I did start
feeling anxious every time someone commented on his “chub.”
had a few friends whose babies were even chunkier than my little
Buddha, but they were all breastfeeding. A few times, people who
assumed [ was nursing made comments like “good job, mama!” in
regard to Leo’s girth; I'd blush, hoping that they wouldn’t notice
the bottle sticking out of my diaper bag. If I were breastfeeding,
there would be no question that Leo was gaining the way he was
supposed to, but since I “controlled” his food intake through his
bottles, it was my faultif he was gaining too much, too fast. [ would
think that with the current fat-phobic climate, this sort of para-
noia regarding infant weight gain is pandemic.

ABC’s Good Morning America (GMA) reported a trend of par-
ents putting babies on “diets,” which the show suggested might be
in response to this same study.” But even in that news report,
which condemned the practice of withholding food from infants
based on one study, the formula-feeding scare tactics were in full
force. “We need to stop the notion that fat, cuddly, cute babies are
a good thing,” GMA quoted one pediatrician as saying. “The
answer, however, is not to put your baby on a diet. Rather, the best
start for a baby is breast-feeding. . . . Breast-fed babies tend to gain
weight faster early on and then slow down in the next six
months. ... Formula-fed babies tend to continue the rapid weight
gain as a result of overfeeding or inappropriate feeding by their

parents.” Notice that there are no if5; ands or buts used in this pas-
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sage—it is implied that 4// formula-fed babies will continue the
rapid weight gain; that they #// will be fed inappropriately. Seman-
tics, perhaps. But regardless, it perpetuates the unfounded belief
that formula feeding “causes” fatness, and potentally sets bottle-
feeding parents up for a major complex—despite the fact that
these claims are based on equivocal evidence. Plus, even if it is
true that kids who grow faster in infancy have an increased risk for
being slightly more overweight than their peers, there may also be
some advantages to being “overfed.” The same physician quoted
for the GMA story explains that “babies who gain weight at the
higher percentiles have better neurocognitive outcome, less lung
disease, but run the risk of later adverse outcomes such as diabe-
tes and hypertension. . .. Babies who grow at the lower percentiles
run the risk of lower neurocognitive outcome and more lung dis-
ease, but less risk for adverse outcomes.”

Fat, or stupid and wheezy? Pick your poison.

In some ways, relying purely on observational studies, without
any real understanding of the biological mechanisms that confer
such amazing benefits on breastfed babies, is not much more
“scientific” than anecdotal evidence. Yet saying “my formula kid
never gets sick” or “I was formula fed, and I turned out fine” will
get you nowhere. You'll be told that your child may have long-
term problems that you just aren’t aware of yet, or that he or she
is a lucky fluke. To be fair, this critique is correct: anecdotal
evidence is pretty worthless. On the other hand, certain studies
are really just a ton of anecdotes collected into one place and
thrown into a computer program meant for statistical assess-
ment. These anecdotes are called “self-reported data” in the

research world. Self-reported data isn’t guite as unreliable as
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true anecdotal evidence, since researchers can reduce the effect
of bias within study parameters; in fact, the use of self-reported
data in public health research is extremely common and entirely
acceptable. Good examples of what is considered high-quality
self-reported data are the Nurses’ Health Study II (NHSII) and
its predecessor, the original Nurses’ Health Study (NHS).”
These are collections of self-reported data from a group of
female nursing professionals of childbearing age, from a variety
of states across the country. NHS and NHSII ask women a myr-
1ad of health-related questions via questionnaires that are
mailed to the participants every few years.

NHS and NHSII have been used for breastfeeding-related
studies, like those associating breastfeeding with lowered diabe-
tes” and breast cancer risk,”* both heralded as ways in which
breastfeeding benefits mothers. Yet, researchers have worried
about the validity of self-reported data. “In epidemiological
studies, questionnaires and interviews are often the only feasible
means by which information can be obtained,” explains the
introduction to a study examining the accuracy of recollection
in the nurses involved in the NHS. “Self-reported data, like data
obtained by sources external to the study participants, can be
afflicted by biases and misclassification.””’

This bias isn’t even necessarily the kind of bias we typically
worry about. It’s not that people’s opinions on something like
breastfeeding color their responses (although responses can be viv-
1dly painted by “social desirability bias,” or the tendency to want to
give information that we think is socially acceptable); the more
innocent phenomena of “selection bias” and “recall bias” can really
screw up results. When Walter Willett, an epidemiologist who has
worked extensively with NHS and NHSII, was interviewed for the
website ScienceWatch, he told a story that illustrates the power of
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these biases. During a study on the association of past dietary fat
intake and breast cancer using the NHS women, Willett and his

associates noticed some discrepancies in the data.

Depending on whether we asked about diet before or after the
diagnosis of breast cancer, we obtained a different answer. Had we
relied solely on the case-control data, we would have concluded
that there’s a positive association between fat intake and breast
cancer. But in the prospective analysis, there was absolutely no
relationship. That shows that this combination of selection bias—in
other words, who participates in the controls—plus the recall bias
can produce some bias [in results]. What we saw was a modest bias,
but we’re looking for a modest effect, so it was enough to seriously
distort the darta.”’

Another researcher, interviewed for the New York Times about a
study conducted via self-reported data suggesting an increased
risk of birth defects in children conceived through ferulity treat-
ments, explained that “when you send questionnaires, the ten-
dency is for the couple who may have had a problem or who
think they have a problem to answer that questionnaire. . . .
Those who do not respond tend to be parents whose children
seem fine, skewing the data.””

Studies can avoid some of the pitfalls of recall bias by using
external sources of data to back up what subjects are report-
ing—things like medical records and lab tests—but not all stud-
ies do this, and that is why it’s important to understand just how
researchers reach the conclusion they broadcast. That’s difficult
when most of us need to rely on the media to accurately report
the studies, or pay thirty bucks a pop to download the actual
papers from medical journals (assuming you have the ability to
understand the medical and epidemiological jargon, as well as

the time to read through all the referenced citations. .. which of
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course, is entirely possible in the five minutes you have during
nap time that’s not filled with scrambling around to wash your
dishes and take the dog out).

Still, not all breastfeeding studies are based on self-reported
data, and some really do rely on sound science. And it’s almost
irrelevant to overanalyze the studies or question that in most
cases, breast is better than bottle, because it’s a fight only the
formula companies care about winning. What /s relevant is mak-
ing sure women are not pressured, for the “good of humanity,”
into doing something that should be a personal choice, espe-
cially when the risks involved are dramatically misunderstood
or misrepresented.

Consider if every parenting decision we made were based on
this narrow interpretation of relative risk. Parents might be
warned not to have babies via in-vitro fertilization, because
babies conceived through IVF have an increased risk of child-
hood and adult cancers; are “seven times more likely to be born
with a set of rare urological birth defects that include the forma-

239

tion of the bladder outside the body,”” and triple the risk of
autism.” Women could be alerted to the dangers of getting
pregnant with an older partner’s sperm, since studies have
shown that kids with older fathers have decreased cognitive
ability and an increased risk of autism and birth defects.* Work-
ing mothers, be warned—ryour child may do worse in school and
have an increased risk of unemployment and psychological
stress, according to a recent British study.” Even gaining a little
too much weight during pregnancy—especially if you were
thinner to begin with—can make your kid 48 percent more
likely to be obese at the age of seven.*

“You know, it’s probable that on balance there is a very slight

marginal health advantage to breastfeeding, so you'd have to
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weigh that relative to other things that impinge upon your baby
and your family,” Jules Law muses. “For a lot of people, that’s a
heretical, horrendously impersonal, inhumane way of talking
about your relationship with your baby. But what’s wrong with
talking in terms of assessing how much of an advantage it is?
What’s wrong with saying you might actually choose not to pur-
sue that particular advantage in order to pursue other advan-
tages within the general framework of the health and welfare of
your family life, which includes, of course, your baby? But that
kind of pragmatic thinking is seen as kind of inhumane.”* Inhu-
mane might seem like a strong term, but when we’re being told
that our choice to formula feed is costing America thirteen bil-
lion dollars and killing gur of our children every year, mothers
are in effect being held responsible for the health and wealth of
the nation. Rather than a simple, personal matter of relative risk,
it has become about formula-feeding mothers contributing to a
public health threat of daunting proportions.

These frightening figures come from a 2009 study titled “The
Burden of Suboptimal Breastfeeding in the United States: A Pedi-
atric Cost Analysis,” which appeared in Pediatrics;, the medical
journal published by the AAP, giving it instant credibility. It
sparked a media frenzy, stating in its abstract (which, according to
Wolf, is often all physicians—and presumably pressed-for-time
journalists—read of any study)" that “if 90% of US families could
comply with medical recommendations to breastfeed exclusively
for 6 months, the United States would save $13 billion per year and
prevent an excess gu deaths, nearly all of which would be in
infants. . . . Current US breastfeeding rates are suboptimal and
result in significant excess costs and preventable infant deaths.”*
Headlines screamed bloody murder—literally. “More breast-

feeding could save goo lives a year!” yelled CBS News." “Lack
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of breastfeeding costs lives; billions of dollars,” warned CNN.*
Apparently, this study had shown that “if most new moms would
breastfeed their babies for the first six months of life, it would
save nearly 1,000 lives and billions of dollars each year.”* If this
had truly been the case, the media could certainly justify their
dramatic reporting of the study. But the results were not nearly
as cut-and-dried as the articles made them out to be.

“This isn’t a typical health study,” explains psychologist,
blogger, former researcher, and “mother against distorted data”
Polly Palumbo.® “[The authors] don’t critically examine
whether breastfeeding actually prevents disease. In fact they
take 1t for granted and pull ten health conditions linked to
breastfeeding from [the 2007 AHRQ_report],”" a government
review based on studies done mainly in the 198os and 1990s.” The
authors then estimated the health care costs associated with
treating the resulting conditions—everything from doctor visits
to medications, and more indirect costs like parental work
absences. They then compared this to what they estimared would
happen if 8o percent to go percent of women breastfed exclu-
sively for six months.

Says Palumbo,

They took a very large leap or two in calculating these costs. First
they estimated how many deaths resulted each year (for each
condition) due to “suboptimal breastfeeding”—even though the
[AHRQ] report concluded there was insufficient data to calculate
premature deaths. But the authors never reveal how they actually
estimated the number of “premature” deaths. They report how
they calculated everything else, but not the deaths. . . . Basically
they blamed each death entirely on suboptimal breastfeeding. The
corollary, then, is that more breast milk would prevent children
from dying. Now, that just isn’t accurate. It might prevent some
children from getting the disease in question (although that’s not
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completely clear either) but it’s a stretch to say not breastfeeding
was entirely responsible for deaths. It’s also possible there are factors
that make breastfeeding difficult for a child and also contribute to

death, like chronic health conditions.”

She also cautions that “the authors don’t approach the literature
on breastfeeding from a neutral standpoint. Even if it’s rightly
recognized as the preferred choice, the authors’ bias is clear
from the ‘burden of suboptimal breastfeeding’ in the title to
their conclusion endorsing the ‘creation of a national infrastruc-
ture to support breastfeeding.””

Palumbo worries about the impact of this study. “Reading
about the goo baby deaths . .. that can get to a parent. As for the
health professional who may be more convinced by medical
costs, they now have that 13 billion and those dead babies to use
in their arguments for breastfeeding. Yet the estimates are
deceiving and dramatic, and will be cited over and over.”

Palumbo has good reason to worry. These findings weren’t
questioned; the media reported the numbers as fact, without
stopping to consider how the numbers were calculated, or even
what the numbers meant in the grand scheme of things. Rebecca
Goldin tried to offer a modicum of common sense when she was
interviewed by ABC News, critiquing the “13 billion in savings”
aspect for failing to factor in the social and professional costs
that a nursing mom—and a society that did what it needed to in
order to allow women to nurse exclusively for six months—
might accrue. “When you do an economic comparison, it’s unfair
to only look at one aspect of the cost for any one particular deci-
sion. It’s not clear that this is a fair savings to the nation,” she
told ABC, explaining that “studies like the current one present a
problem for women who can’t afford or otherwise choose not to

pay those costs of breastfeeding, because often they are looked
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upon poorly.” She also “asserted that driving could be made to
look equally bad, given the medical costs in the form of car acci-
dents” and asked if it would be fair to “look at the medical costs
of driving and talk about the morality of driving.””’

A few days after the ABC News report came out, | noticed
Goldin’s name popping up on several lactivist blogs, including on
the website of one prominent, mainstream breastfeeding advo-
cacy group. This organization wrote a response to the ABC piece,
condemning them for spreading misinformation and picking
apart the “expert” quotes from Goldin and another female physi-
cian (who did, in fact, have links to the formula industry). There
was nothing outwardly accusatory toward Goldin in the group’s
original piece, but in an online discussion one of the organiza-
ton’s founders casually mentioned that “apparently, Dr. Goldin is
related to the formula industry too. No wonder moms trust blogs
more than the mainstream media.””*

When [ contacted her to ask where she’d gotten this infor-
mation, she quickly responded, “[Dr. Goldin’s quotations| in
the ABC News article don’t hold water, which is why I wrote
this post. Her position is sufhciently outlandish that it draws
attention to her and invites critical examination both of her
work, and of the institutions with which she is affiliated, by
researchers and scientists we respect (the information we
received came from a national watchdog organization). But I
am less interested in going down the rabbit hole of her
athliations and prefer to stick to the confusing points she
made in this story. . . . I hope you will join me in questioning
her position on this issue, as it serves neither breastfeeding nor
formula-feeding mothers.””’

Lies, damn lies, and statistics. Amen.
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Ultimately, even if we take the science for what it is, there is still
a plethora of unanswered questions and conspicuous gaps in our
understanding of infant nutrition. When we spoke, Joan Wolf
expressed frustration at the limited scope of breastfeeding
research. “Let’s get the lactation scientists to try to figure out
what would have to happen in the body for the breast milk to be
making a difference. If breast milk truly reduces the chance that
you will get diabetes, tell me how that happens biologically.
Let’s work on that instead of doing another five hundred studies
on whether or not breastfeeding is associated with diabetes.”

To perform a study like this, we’d have to use two sample
groups—one that was exclusively pumping and feeding breast-
milk in bottles, and another that was predominately feeding
from the breast. Depending on these results, we could infer
whether the benefit was coming from the milk or some aspect of
the breastfeeding experience. If it was the milk that was indeed
preventing diabetes, then a separate study could be undertaken
to try to decipher which element of breastmilk was doing so.
This ingredient could then possibly be created synthetically and
added to formula, giving women (and babies) an alternative—
not as a way to replace or disparage breastfeeding as a practice,
but simply to focus on the end rather than the means; to free
women from biological imperatives and give them choices that
didn’t force them to feel they were putting their own needs
before their children’s.

What if, rather than asking women to bear the burden of
responsibility for our nation’s health and intelligence, govern-
ments invested money in research for better formulas that can
improve health? If what we feed our babies in the first year really
has that much of an impact on lifelong health, this should be a

priority. Because in reality, not all babies are going to be able to
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be breastfed, as long as we want to live in a world where women
have the freedom to decide how to use their bodies; whether to
work or stay home; whether to be a primary caregiver or not. In
reality, there are going to be children raised by single dads; there
are going to be children raised by grandparents; there are going
to be children who are adopted by parents who aren’t able to
induce lactation; there are going to be children whose mothers
don’t produce enough milk, or who are on drugs not compatible
with breastfeeding. Rather than demanding that every mother
should be able to—should want r-—breastfeed, we should be
demanding better research, better resources, better options.
We should be demanding berzer.



SIX

Soothing the Savage Breast

I had only one friend who chose to formula feed from the begin-
ning, without ever bringing her child to her breast. Erin’s hus-
band had been deployed in Iraq when she gave birth to her first
son, and she’d started out thinking that she would attempt to
breastfeed, but “being a single working mom with a job that was
less than breastfeeding friendly in nature was overwhelming”
and Erin started thinking that it would be too much for her to
handle. She worried that she would be depriving her son by not
giving breastfeeding the old college try.

Everything came to a head one night as I was cooking with my
brother [a chef] ... and he imparted the only piece of parenting
advice he has ever shared with me. He started talking about the
recipe he was working on and how when he cooks he prefers to use
eggs from a specific local organic farm but that sometimes he just
can’t get those eggs—delivery problems, the chickens don’t lay eggs,
whatever. In those circumstances he can’t just close the restaurant
or refuse to make specific dishes that use eggs; he has to use other
eggs. Eggs that are just as good in a lot of ways and most importantly,
still do the job that needs to be done in the recipe. And while the

153
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yolks may not be as yellow or the eggs as fresh in general, the end
result is still just as good. . .. I had the realization that parenting is a
lot like cooking. There are many ingredients that go into making a
meal, just like there are many decisions that we make as parents.
And even if you can’t necessarily get the one ingredient you think
you need to make a meal work, you can find a substitute that will
make something just as delicious. . . . [U]sing formula is only one
part of what I do as a mother, and not something that will define me
or my relationship with my son.

Erin’s story didn’t end there. Her husband returned from his
deployment and she got pregnant again. And this time, with the
advantage of a co-parent and not having to work, she was able to
breastfeed her second son. “Do I think I made the right decision
for my second son? Yes. I believe that just as strongly as I sull
believe that I made the right decision for my first son when |
gave him formula from the very start. Different circumstances,
different children, and different decisions that were equally right
for me, my child, and our family.”

Like Erin, mothers are not “breastfeeders” or “formula feed-
ers,” but rather women who choose to feed their babies in the
best way possible for their given situation. Defining ourselves by
what we feed our child for the first year is as insane as defining
ourselves by how that child was conceived, and you don’t see too
much mainstream rage between those who had children via fer-
tility treatments or adoption and those who “naturally” con-
ceived. So why is this fight so vitriolic?

Those who are attempting to make breastfeeding the norm
have a tough row to hoe, especially in a culture where every
baby doll comes accessorized with a bottle. Even in 2011, when
“there is no debate” about the superiority of breastmilk, women
are still being kicked out of malls for nursing, given hell about
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taking pumping breaks at work, and being banned from posting
photos on Facebook of nursing infants. If I had suffered any of
these injustices, I'd be royally ticked off, too. Especially when the
medical community pushes us so hard to breastfeed, and our
cultural climate puts ultimate responsibility on mothers for the
future health of the nation . .. and then those same forces turn
on us if we nurse too long or too indiscreetly. It’s more than
unfair; it’s despicable.

I've overheard many breastfeeding mothers expressing
frustration about the fact that whenever they rail against a bot-
tle-feeding culture, formula companies, or formula-pushing
physicians, their formula-feeding peers accuse them of “making
moms feel guilty.” They have a point. Even online articles in
respected publications get their fair share of this phenomenon.
Mention the benefits of breastfeeding in an online arena and
you're guaranteed at least one or two comments about how
someone couldn’t breastfeed and her child is just as brilliant and
amazing as anyone else’s. On one popular parenting blog, a
reader angrily complained that “women who are passionate
about breastfeeding and promote breastfeeding by talking about
the facts are constantly under attack. When are mothers going
to stop fighting with each other?” But as she continued, she
unknowingly answered her own question. “When are people
going to stop making all kinds of false accusations and start
thinking about what really matters—the health and welfare of
our children and ultimately our population?”*

Unfortunately, statements like that are exactly why women
feel attacked by breastfeeding advocacy. Even if one agrees that
breastfeeding will have a significant public health impact, it’s
hard to justfy that logic to a mom who 1s struggling in that
moment. Public health efforts must subjugate the needs of the
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individual for the good of the whole, but tell that to a mom who
feels like throwing her child across the room when she nurses,
due to flashbacks of abuse. Or a mom whose baby gets sicker and
sicker on breastmilk, no matter what she cuts from her diet. Or a
mom whose preemie—a child who would not have survived
before the advent of the same medical advances that apparently
led to a formula-feeding culture—is unable to latch and loses
precious weight.

Emotion fuels both sides of this “debate.” Just as defensive-
ness might color a formula-feeding mom’s interpretation of the
infant-feeding discourse, some breastfeeding advocates will
understandably see formula as the enemy. In 2011, after her pub-
lication of a review article on infant-feeding disaster prepared-
ness, breastfeeding activist Karleen Gribble engaged in an
enlightening and lively debate on FearlessFormulaFeeder.com.
One of the points of contention between Gribble and my read-
ers was that in her article she neglected to point out how much
safer ready-to-feed, single-use “nursers” would be in an emer-
gency situation (these would negate the need for sterilization,
clean water, bottle washing, etc.). She argued that these were not
available in all countries; I suggested that formula companies
would most likely be happy to donate the proper supplies, even
if they weren’t typically available in the country where the
disaster occurred—it would be a much-needed boon to their
precarious reputations. During the rather heated discussion that
ensued, she informed me that donations were not welcome from
formula companies and commented that “UNICEF’s sponsor-
ship policy places companies that breach the International Code
of Marketing of Breastmilk Substitutes as more untouchable
than tobacco companies because of the impact of their unethical

marketing practices on the well-being of children. They
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[UNICEF] purchase what they need at market prices.” Gribble
was not speaking on UNICEL’s behalf; I have no idea whether
UNICEF would accept donations from formula manufacturers
in a time of dire need, but considering their stance on the WHO
Code, Gribble is most likely correct.

What Nestlé and other formula companies have done in
third-world countries is unforgivable, but we can’t allow the
heartless marketing practices of profit-driven corporations to
warp our common sense. If a disaster were to happen tomorrow
in an area where breastfeeding rates are low, formula would be
needed. It is irrelevant that breastfeeding would be a more eco-
nomical and safer option (because there is no doubt it would be;
as long as the mother was adequately hydrated and not in an
extreme state of starvation, she could sustain her child for a sig-
nificant amount of time; formula feeding would require the
proper supplies and adequate resources); if a baby is notin prox-
imity to a willing, lactating woman, we better hope that he’s in
arm’s reach of some Good Start. There’s a reason why people
sign deals with the devil in all of those 1980s movies: when you're
in desperate need of something, you don’t really have the luxury
to care about morality.

If there weren’t enough reasons to hate what Nestlé and other
formula companies did in the third world, I'll submit one more:
their actions have caused a reverse halo effect, making it difficult
for some to separate the product from the producer. Formula as
a substance did not convince women that their bodies weren’t
capable of nurturing life; marketing executives, injustices, and
bad circumstances did a bang-up job of that all on their own.
Formula as a substance does not kill babies; the water used to
reconstitute it does—rather than blame the powder sitting in the

can, we should be blaming the infrastructure.
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Unfortunately, even if we are capable of viewing formula
purely as a substance, it will still be seen as a competitor to
breastmilk. No wonder, then, that some breastfeeding moms
might view it negatively; it’s a substance that renders consider-
able efforts unnecessary and allows society to criticize them for
their choices. But part of viewing formula as a substance is real-
izing that formula is an entirely separate entity from formula
feeders, or the act of formula feeding. Women who choose to—or
have to—formula feed are not necessarily anti-breastfeeding; in
fact, many of them are wholeheartedly in favor of the practice.
For most formula-feeding women, formula doesn’t hold the
same meaning as breastmilk. We see it as food, not the magical
elixir breastmilk may or may not be, and not an outright rejec-
tion of the beauty and power of breastfeeding. I can’t speak for
every formula feeder in the world, but personally, hearing that
breast is “normal” or “best” doesn’t offend me at all. It wasn’t
“normal” or “best” to need progesterone to carry a pregnancy to
term, but / needed it, and that progesterone allowed me the gift
of my children. Formula may not be perfect, but for those who
cannot make breastfeeding work, for any reason, this substance
gives us the ability to nourish our kids—and that is something to
be grateful for.

There are lactivists who understand this distinction, and their
positive approach would be far more effective than the current
modus operandi. “I think if breastfeeding advocacy focused on
breastfeeding rather than comparing it to formula it [would be]
best served. You can spread awareness on the benefits of breast-
feeding, the ways to overcome any hurdles, without talking
about formula,” argues Devan McGuinness-Snider, a well-
known blogger and breastfeeding advocate.’ Natural parenting

blogger Suchada Eickemeyer agrees, using the metaphor of a



Soothing the Savage Breast | 159

Thanksgiving meal to explain her feelings on the breastmilk/
formula divide. “I'm a turkey person myself, and I can’t really
imagine serving Tofurky for Thanksgiving dinner, but people

have all kinds of reasons for doing it,” she writes.

The place for change is with the people who want to serve turkey,
but are intimidated by all the methods (roasting, frying, smoking),
the endless instructions (trussing, basting, turning), the horror
stories of how it can go wrong (frozen in the middle, overcooked
and dry), and decide Tofurky might be the easier, and therefore
best, option. If we can spread the word that you just have to thaw it
out a few days before, and then pop it in the oven for a few hours,
it might change some minds. But talking about how crappy
Tofurky is when they reluctantly decide to serve it will just ruin
their Thanksgiving.}

If breastfeeding advocacy continues to fuel itself on negativ-
ity and zealotry, rather than listening to astute voices such as
these, its proponents will be ruining more than a poultry-sacri-
ficing holiday. As it is, the push to breastfeed in America is creat-
ing a strong push back. One of my blog readers told me that
although when she first switched to formula she “felt absolutely
horrible . .. like I was just the worst person in the world . . . like I
was going to be judged by everyone any time I pulled out my
baby’s bottle . . . like I had failed her,” that guilt soon turned to
anger. “How dare anyone judge me! I am feeding my daughter,
taking care of her, and doing what’s best for us—how can that
possibly be a bad thing? . .. It’s gotten to the point now where I
am very skeptical about a lot of the so-called ‘benefits’ of breast-
feeding and I get very angry when anyone so much as suggests
that my daughter will now somehow be inferior to a child who
was nursed.” Another woman lamented that although she “can’t

go a single day without hearing how breast milk is the cure for
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everything,” when she actually attempted breastfeeding, “none
of the so-called experts could actually help me solve the prob-
lems I was having. So, [I think breastfeeding experts should]
spend more time on educating about the sow and not the why. 1
think we all get the ‘why’; it’s shoved in my face so much that |
actually don’t even believe it anymore.”

Those who are genuinely interested in finding a more effec-
tive form of breastfeeding promotion would be best served by
speaking with women like these, who wanted desperately to
breastfeed but couldn’t. These are the women who see both
sides of the argument; the women who have been there, done
that, and bought the nursing bra. Just as an anti-tobacco activist
might not give the time of day to a smoker’s rights group, I fully
comprehend why breastfeeding advocates wouldn’t care about
the feelings of a bunch of disenfranchised breastfeeding “fail-
ures.” However, if the true goal of breastfeeding advocacy is to
promote and support breastfeeding, they should care.

“Why not start with asking women what they plan to do, sit
down with them before the baby arrives to sketch out whether
breastfeeding will work with their lives or not, give them good
information on the benefits and challenges of breastfeeding
(including unbiased responses on common myths about breast-
feeding versus formula feeding that may discourage them
wrongly) and its alternatives and then respect the decisions that
they make?” suggested a formula-feeding professor of compara-
tive politics when I asked my readers for suggestions on how
breastfeeding advocacy could better serve women. “When you
go to hospital you should be able to say ‘here’s what I plan to do’
(regarding feeding) and you should be given support accord-
ingly. It’s really quite simple at the end of the day—good breast-

feeding support respects the woman’s right to think and choose
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for herself within the bounds of basic safety while bad breast-
feeding support assumes she needs to be rescued from herself or
her own possibly sub-optimal choice.” Sara, another mother
who “failed” at breastfeeding, wondered “what 1s so difficult
about advocating for something without advocating against
other choices by default. Let women make their own informed
choices, and help them achieve whatever it is they choose to do.”

We also need to be clear on what informed choice means.
Informed choice means giving women a real-world understand-
ing of what their choice entails. It means offering impartial data
on the admittedly better outcomes for breastfed children, but
with a clear explanation of what these statistics actually tell us.
We shouldn’t shy away from sharing facts about the risks of for-
mula feeding, especially in resource-poor countries, but we also
can’t pretend that the risks of bottle feeding in Zimbabwe are
comparable to those in suburban Maryland. The preceding
chapters have primarily focused on a specific socioeconomic
subset of women; I have only skimmed the surface of the intri-
cacies of formula feeding in the third world. This is partially
because | feel these are two entirely different discussions. In
order to safely prepare formula, one needs a safe water source—
a requirement that is not easily filled in many parts of the world.
And there are additional problems inherent in formula feeding
in resource-poor areas. Back in 1991, the Los Angeles Times
reported on formula-related problems in the Ivory Coast,’ using
the frightening example of a middle-class, city-dwelling baby
who had become severely ill due to his parents’ method of infant
feeding. “Six-month-old Jhym had withered away to skin and
bone by the time doctors first saw him. The diagnosis: malnutri-
tion caused by improper formula feeding,” the article ominously

states. “Indiscriminate dumping of large quantities of free or
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cut-rate powdered baby foods has been an ongoing disaster for
babies in the developing world, where many families live with-
out electricity, clean water and refrigeration to easily sanitize
and preserve formula. Abidjan is one of the continent’s most
modern cities, with skyscrapers and six-lane highways, but 30%
of the population does not have running water at home. . . .
Improperly prepared, mixed with dirty water or over-diluted,
formula-feeding can lead to malnutrition, diarrhea, dehydration
and death.”

Stories like these are used to illustrate the dangers of for-
mula, but often fail to differentiate between the dangers of the
formula izself and the risks inherent in the act of formula feeding.
Improving the water supply, for example, could be the takeaway
message of these cautionary tales. Approximately 3.5 million
people die from water-borne diseases every year, many of whom
are past the age of weaning.” Though not an easily achievable
goal by any means, clean water could improve the health and
mortality rates for entire populations, not just infants. “The
money it takes to provide water and sanitation services is so
small when compared to the payoffs,” said one UNICEF official
in 2003;” this would seem to be a more nuanced solution to child
health disparities than simply insisting that all women must
breastfeed. The breastfeeding discourse also ignores the fact
that not every woman in the developing world lives in a tradi-
tional or tribal setting; the same Los Angeles Times piece explains
that the sick child’s parents were choosing formula not because
they thought it was better than breastmilk, but because they
both worked. “Jhym’s parents are middle-class white-collar work-
ers. . .. [Tlhey left him with his illiterate grandmother so his
mother could return to her secretarial job. . . Nurses said the

grandmother fed Jhym insufficient amounts of formula and that
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he lost more than half his body weight before his parents took
him to the clinic.” What would have prevented Jhym’s sickness,
according to a representative from a state-run pediatric hospital,
was to “persuade working mothers to pump out their breast milk
and have baby-sitters feed it to babies with bowls and spoons to
avold the difficulty of having to sanitize feeding bottles and nip-
ples.” Although this may indeed solve some formula-related
problems, it seems overly simplistic. Informed choice also means
providing accurate information about the tme and energy
breastfeeding may take; the difficulty of combining exclusive
breastfeeding and full-ume employment; and the physical and
psychological problems that can occur while nursing a child.
These challenges are not limited to women in affluent nations—
they are even more relevant for women living where working
and living conditions are subpar at best. Are we really to believe
that a secretary living in the Ivory Coast—a country that ranks
sixth from the bottom on the 2011 World Economic Forum’s gen-
der gap index’—will have an employer willing to give her ade-
quate breaks to express milk? And how is she supposed to store
the pumped breastmilk without a refrigerator? There is contro-
versy over what is deemed “safe” storage for expressed human
milk; according to La Leche League International (LLLI),
“There has never been a time when there has been agreement or
consensus among health professionals, organizations, govern-
ment agencies and health ministries, and the research about the

storage and handling of human milk.”

Some guidelines permit
pumped milk to be left out at room temperature for up to eight
hours," but these same guidelines deem room temperature to be
77 degrees Fahrenheit—a bit chillier than the 9o degree highs
(or even the 8o degree norms) of the Ivory Coast. Another study

appearing in an African medical journal specifies that in high
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temperatures like these, breastmilk is safe for only four hours."
Powdered formula remains stable until reconstituted with water.
If that water is unsafe, the improperly stored breastmilk would
obviously still be a better option. But the same developing
nations that suffer from unsafe water are typically prone to other
third-world problems, and in these environments there may also
be dangers in expressing and storing breastmilk—a reality that
even LLLI has acknowledged:

Globally (including within the USA), there are mothers who lack
access to freezers, refrigerators, or coolers with blue ice for a long day
of work. It is hard to reconcile the possibility of telling mothers who
are separated from their infants to discontinue breastfeeding, or at
least expressing their milk, and have their infants receive infant
formula (possibly prepared incorrectly or in unsanitary conditions or
with contaminated water) in questionable environments. ... The real
challenge is trying to find some common ground and common sense
between the research and the real life situations around the world in
which breastfeeding mothers live and work.

The same document concludes by assuring mothers that breast-
milk is #/ways better than formula, but then tacks on instructions
at the very end about the importance of cleaning pump parts
after every use to avoid bacterial contamination.”” According to
the previously mentioned paper on emergency infant feeding in
the developed world,” formula-feeding parents need to have
ample supplies of bottled water to properly clean hands and
bottles before prepping formula, because the water supply may
be questionable in the wake of a natural disaster. How is a
woman supposed to properly clean pump parts in an area of the
world where the water supply is constantly questionable?

Even within our own country, there seems to be a blatant lack

of understanding of the way women live. Low-income women
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enrolled in the Women, Infants, and Children (WIC) program
are heavily inundated with pro-breastfeeding messages. This
makes sense on several levels. First, it’s to the government’s
economic advantage if subsidized families decide to breastfeed;
formula is expensive, and WIC is Similac’s biggest customer.
Second, incremental differences in health outcomes are most
relevant to those in the toughest circumstances. During the
swine flu epidemic of 2009, public health officials noticed that
the communities hit hardest with this type of influenza were in
poor black and Latino communities; experts claimed that this
disparity was due to social factors." If social circumstances can
increase the chance of serious health problems or make com-
mon illnesses more serious, then even a small improvement in
immunity is advantageous for the population most likely to be
utilizing WIC.

The criteria that make a woman eligible for WIC may make
breastfeeding difficult, however. A 2001 study conducted among
WIC participants in New York found that the majority of mem-
bers were single mothers; it also found that around a quarter of
participants worked full time. This probably means a fair per-
centage of WIC mothers are shouldering the burden of keeping
their families afloat; considering that the majority of the WIC
demographic is at or below the poverty line and a significant
portion hasn’t finished high school,” much of this income likely
comes from non-white-collar employment. I can’t imagine try-
ing to pump while working in a factory, for example, or as a
migrant farm worker, a waitress, or a childcare provider. (My
friend Jen, struggling with her own breastfeeding issues, once
asked her nanny if she had nursed her own, now teenage, daugh-
ter. The woman looked at her blankly, responding that she had

been too busy taking care of someone else’s children.) WIC can
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promote breastfeeding in every way possible (for example, it has
incentivized nursing by offering “enhanced food packages” to
breastfeeding women and their families, and by allowing nurs-
ing mothers to remain in the program longer than their formula-
feeding counterparts),'” but until the program can ensure that
women have the familial support and amenable workplace envi-
ronments that would enable them to pump successfully, we also
need to make sure these women are able to formula feed safely
and without additional stress. As Christina Bobel, author of the

Paradox of Natural Parenting, once told me,

I think we do a lot of our mothering, and make these choices, with a
gun to our heads. . .. [I]t’s sort of like advising your friend to leave
an abusive marriage and she says, well I can’t leave him because we
have a kid . .. I can’t leave because then I'll be destitute. And you
want to say, but you deserve better than that. But yo# do not live
with the fear of being homeless with children. So you might extract
a theoretical sense of what the right thing to do 1s, but you don’t live
her life, and so you can’t really advise her. You can just tell her that
whatever decision she makes you support, because she has to live
with the consequences. Of course I would love it if every woman
had a fair shot at breastfeeding, a supportive place so that she could
do it as long as she wanted. I'd love to live in the world of wish. But
until I can personally ensure that’s the case for her, I have no
business judging her."”

I would amend that statement to say that we not only have no
business judging her but also have no business blindly promot-
ing breastfeeding to her as a one-size-fits-all “best” solution
unless we are prepared to help take care of her other children,
subsidize her income, and ensure that she has lactation consul-
tants willing to make free, in-home visits, because if she can’t
afford a car or gas (lack of transportation and high gas prices

were cited in a number of studies as barriers to participating in
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the WIC program'® or WIC-related activities,"” and as reasons
for an inability to pick up checks from WIC),” how is she going
to get to the local WIC office for breastfeeding support?

Not only do the “breast is best” or “breast is normal” memes
ignore the lived realities of the specific subset we've focused on
in these pages—educated, middle- to upper-income Western
women—they are also dismissive of individual women in a variety
of situations. The problems surrounding infant feeding for a woman
living in the Sahara are quite different from those facing a Manhat-
tanite; the breastfeeding-related problems facing a woman on the
Upper West Side of Manhattan may vary from those of a woman in
a lower-income area of that same city. And perhaps more impor-
tant, not all women define motherhood the same way. We are moth-
ers, but not ozy mothers; we are also professionals, wives, sisters,
daughters, lovers, friends .. . and yet, women are supposed to hap-
pily subjugate these other roles after giving birth. A woman who
decides to return to work after several weeks even when offered a
longer maternity leave would probably be perceived as cold and
“unnatural”; fathers are barely expected to take off work for the
delivery. It’s not so much a question of women’s rights as of women’s
expectations—men are able to juggle their various roles (father, pro-
fessional, husband) while women are assumed to be uniformly
affected by biological imperatives and must put “mother” before
any other facet of their identities. We can speak of informed choice,
but we must also accept that the same “information” might liberate
one woman and make another feel imprisoned by her biology.

Informed choice can’t mean that we simply hand women a
blanket statement of out-of-context facts. All women deserve to
be informed about the why, what, and who’s of breastfeeding
recommendations, in ways they can easily comprehend, without

bias or vague, often ignorant notions of cultural or geographic
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norms. Then, once we have ensured that a woman has received
this information, we need to allow her to make her own choices,
remembering that o#7 own world of wish—however idealistic or

well-intentioned—may not necessarily be bers.

There’s no doubt that breastfeeding does many wonderful things
for many people. Breastfeeding cuts a woman’s cancer risk sig-
nificantly. For children, it can reduce the number of ear infec-
tions and gastroenteritis, and has been associated with a lower
propensity for obesity and higher IQ. It is a sterile and perfect
food, and it can save lives in disaster situations. It allows certain
women to heal from childhood sexual trauma by reclaiming
their bodies, and affords others a new understanding of what
their gender is capable of in the most biological sense. It can be
a tremendously rewarding, beautiful experience, which bonds
women to their babies in a unique and incomparable way.
There’s also no doubt that breastfeeding is a difficult and
uncomfortable process for many women. There are other ways
to cut cancer risks that don’t entail gritting your teeth in pain, or
feeling trapped, or desperate, or frustrated. Breastmilk does
contain incredible immune-boosting properties, but breastfed
kids still get sick, still get ear infections, still get stomach bugs;
most bottle-fed children who have access to clean water, good
hygiene, and decent healthcare will not suffer long-term effects
from having one or two more ear infections or bouts of diarrhea
in the first year of their lives, if they get them at all. Breastfeed-
ing can be unbearable for certain women who’ve suffered from
sexual trauma, and can be anything but liberating for women
who feel coerced or frightened into doing it. Formula is usually

not appropriate in third-world countries, and historically for-
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mula companies have done very, very bad things there; but
formula also has afforded women a choice, in a nonrhetorical,
completely literal sense.

If you breastfeed, your child will most likely thrive. But there
will be some small percentage of children who don’t get enough
milk, who will become dehydrated; there will be some who react
terribly to their mother’s milk, no matter what she cuts out of
her diet.

If you formula feed, your child will most likely thrive. But
there will be some small percentage of children who do suffer
recurrent ear infections, or get seriously sick from a gastrointes-
tinal infection, or react terribly to all commercial formulas, no
matter what type their parents buy.

There will be breastfed kids who are brilliant. There will be
formula-fed kids who are brilliant. There will be breastfed kids
who get cancer, and formula-fed kids who get cancer. There will
be breastfed kids who grow up to be productive, positive mem-
bers of society, and breastfed kids who end up in prison;
formula-fed kids who will be well-adjusted and loving, and
formula-fed kids who will become sociopaths.

Mothers who breastfeed will be empowered; mothers who
breastfeed will hate nursing and count the days untl they can
stop. Mothers who formula feed will do so without a second
thought; mothers who formula feed will feel guilty and devas-
tated at the loss of the nursing relationship they craved. Mothers
will vary in their experiences of motherhood, and babies will be
born with different temperaments, physical needs, and circum-
stances. In order to say that breast is “best,” or even “normal,”
would require qualifying a woman’s relationship with her body,
with her sexuality, with her sense of self, as “best”; it would

require labeling her child as “normal” or “abnormal.”
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Once, formula feeding reigned supreme as the feeding
method of choice. Women were led to mistrust their bodies and
to erroneously believe that science knew better than they did.
Now, breastfeeding reigns supreme; women are once again
being led to mistrust their bodies and to erroneously believe
that science knows better than they do.

Perhaps the pendulum swung so far that it ended up in
exactly the same place. Perhaps next time it will come to rest a

little closer to the middle.

When my son was a few months old, I had lunch with Nicolle, a
woman I'd met during prenatal yoga whose son was born a few
weeks before Leo. We began swapping war stories and discov-
ered how similar our experiences had been. It turned out that
her son had been tongue-tied and dairy intolerant too. She’d
been on an elimination diet, and it had been as difficult for her as
it was for me, since we were both vegetarian. Our boys even
looked kind of alike, with intense eyes and chalky white skin. It
was like we’d been living the same life. Except for one small
detail: despite going through much of the same hell that [ had,
Nicolle was still nursing.

Logic says that I should have found this threatening to my
sense of self. I'd been frantically repeating the narrative of / had
no choice but o stop breastfeeding to myself and anyone who would
listen, and here was someone who had been in an eerily similar
situation and persevered. What did that say about the truth I
held to be self-evident?

But I didn’t think twice about it. When I told Nicolle that I
had stopped nursing, she looked me straight in the eye and said,
“I completely understand. It sounds like you have had a really
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rough start, but thank god you figured it out and both you and
Leo are doing great” That was it. No pity, no suggestions, and
not one iota of judgment came from her lips, even though she of
all people had every right to judge me. It was as if she hadn’t
even considered the fact that our situations were parallel. We
had two separate stories, two separate experiences, and two sep-
arate babies, no matter how alike all of these might appear
on paper.

As the conversation progressed, she told me how much
breastfeeding meant to her, and how relieved she felt that she
could still do it despite her son’s allergies. That didn’t mean the
necessary elimination diet didn’t stink, but it was worth it to her,
because she loved nursing her child. I told her that Leo and |
had never quite gotten the hang of nursing; that breastfeeding
had been inexplicably intertwined with my postpartum depres-
sion, so for me it had been no loss to quit. And then we stopped
talking about how and what we fed our kids and moved on to
more important topics, like the daunting prospect of postpartum
sex and the push-pull of going back to work.

Eventually, we had to interrupt the conversation because
both babies started wailing. Nicolle lifted her shirt and I pulled
out my bottle, and we both fed our children in the best way we
could. As if these things were just preferences. Which is, of

course, exactly what they should be.
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