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For Bobby and Aaron

Current truths are nothing of the sort; they are merely the best contemporary insight into a situation. And no matter how logical such insights might seem, they exist only for as long as it takes new research to prove them wrong. As a science, biology need have little concern for these mistakes; the mistakes of the past are simply stepping stones to the truths of the future. But to everybody else—all those who depend on biological advice to organize their lives and safeguard their health and future—such mistakes do matter.

—Robin Baker, Fragile Science: The Truth behind the Headlines, 2001

Not everything that can be counted counts, and not everything that counts can be counted.

—Albert Einstein
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Preface
Why Breastfeeding?

IN CHICAGO, A counselor at a federal women, infants, and children (WIC) clinic laments the tragedy of teenaged mothers choosing to go to school instead of breastfeeding their babies.1 The director of the neonatal intensive care unit at DC General Hospital tells mothers of infants with runny noses that the babies would not be sick if they breastfed.2 And an anthropology professor argues that infant formula producers, “just like tobacco companies, produce a product that is harmful to people’s short and long-term health.”3 Meanwhile, in Congress, Representative Carol Maloney has introduced legislation to amend the 1964 Civil Rights Act to include various protections for breastfeeding, and Senator Tom Harkin has proposed that warning labels, similar to the Surgeon General’s warning on cigarette packages, be affixed to formula containers.4 How did we arrive at a place in the United States where formula, which nourishes millions of healthy babies every year, can be likened to nicotine? Where breastfeeding her baby can be considered more important to a teenaged mother than getting an education? Where, without evidence, a doctor feels professionally and morally justified telling bottle-feeding mothers that not breast-feeding essentially causes babies’ illnesses or that breastfed babies do not get sick? These are the questions that drive this book.

Hyperbole is commonplace in the world of breastfeeding advocacy, and it is staked on an overwhelming consensus that breastfeeding is the optimal form of nutrition for virtually all babies everywhere.5 According to the most recent policy statement of the American Academy of Pediatrics (AAP), the “diverse and compelling advantages for infants, mothers, families, and society from breastfeeding and use of human milk for infant feeding include health, nutritional, immunologic, developmental, psychologic, social, economic, and environmental benefits.”6 Infant-feeding studies frequently begin with a reference to breastfeeding’s well-known advantages, and in 2009, a director at the U.S. Department of Health and Human Services’ Agency for Health Care Research and Quality announced that “the debate over the relative value of breastfeeding compared with artificial means of feeding is over, as the data are unequivocal in favor of breast-feeding.”7 Even formula companies, which have a vested interest in reducing breastfeeding rates, explicitly state that human milk is the nutritional “gold standard” and advertise their products as “closest to breastfeeding.” In the chaos of conflicting opinions about caffeine, epidurals, cosleeping, and practically every facet of pregnancy, childbirth, and child care, the hegemony of the “breast is best” message in public discourse is remarkable.

It is all the more so because the science behind the consensus is deeply problematic. While compelling evidence indicates that breastfeeding reduces babies’ risk for various gastrointestinal (GI) infections, medical journals are otherwise replete with contradictory conclusions about breastfeeding’s impact: for every piece of research linking it to better health, another finds it to be irrelevant, weakly significant, or inextricably tied to factors that are difficult to measure with the standard tools of science. While many of these studies describe a correlation between breast-feeding and more desirable outcomes—for example, some studies have found that breastfed babies have fewer respiratory infections—they rarely control adequately for what scientists call “confounding variables,” factors that have not been examined but could be affecting the outcome. Perhaps most troubling, breastfeeding cannot be distinguished from the decision to breastfeed, which could represent a more comprehensive commitment to healthy living that itself is likely to have a positive impact on children’s health. If mothers who breastfeed also wash their hands more frequently, keep their babies from crowded places, and expose them to fewer viruses, is it breastfeeding or careful hygiene that produces fewer infections?

Furthermore, despite numerous theories, scientists have been largely unable to demonstrate how breast milk works in a baby’s body to protect or promote health.8 In instances like this, in which the “exposure” (breast milk) and the “confounder” (the choice to breastfeed) are highly correlated and the biological processes by which the exposure has salutary effects have not been identified, determining causality is especially challenging. When studies find an association between breastfeeding and reduced risks, therefore, it is not at all clear that one causes the other, and the conclusion that breastfeeding confers health benefits is far less certain than its proponents contend. Indeed, a great deal of evidence suggests that the difference between breastfeeding and bottle feeding has little impact on the overwhelming majority of infants in the developed world.9

I did not set out to tell a story about science. Rather, I began this project to understand why feminists had not paid much attention to breast-feeding as a social process. Both the AAP and La Leche League International, the world’s largest breastfeeding support organization, advise that babies in “the early weeks” should breastfeed eight to twelve times a day, which effectively means that new mothers will find themselves feeding nearly every other hour.10 Even when babies begin to feed less often, breastfeeding requires an all-encompassing physical and emotional commitment from mothers. Why, I wondered, had feminists not grappled with infant feeding to the extent that they had with so many other aspects of reproduction and child care?11 That “breast is best” I never questioned. My plan was to spend a few days reading the medical literature to learn precisely what science had determined to be breastfeeding’s health benefits before I returned my focus to feminism.

As days turned into months, it became clear to me that feminism’s relationship with breastfeeding was only one dimension of a much broader and more perplexing set of questions: Why, when the scientific evidence is weak and inconsistent, do almost all “experts” agree on breastfeeding’s superiority? In the absence of compelling medical evidence, how have scientists, doctors, powerful interest groups, and the general public come to be persuaded that breastfeeding is one of the most important gifts a mother can give to her child? What does public discourse on infant feeding in America tell us about the relationship between mothers and children as well as about broader social practices that, at least at first glance, have nothing to do with women or motherhood? Why has breastfeeding become a potent, almost sacrosanct symbol, despite serious flaws in the scientific rationale for its health benefits?12

Breastfeeding literally embodies popular unease about risk, health, and motherhood; it serves as a repository for numerous cultural anxieties, many of which have little to do with infant feeding per se. In this book, I try to convey the range of these concerns and how they converge in various expert conversations about breastfeeding. To do so, I use a variety of scholarly literatures, from social theory, cultural studies, and media studies to infant-feeding science, epidemiology, and health policy, each with its own vocabulary, rules, and assumptions. I have tried to avoid overly technical language and to offer examples when my analysis seems especially abstract, but melding such diverse approaches has been an enormous challenge, one that, I suspect, will not be entirely lost on readers. It is, nonetheless, only by disentangling the sprawling roots of American public discourse on breastfeeding that we can begin to understand their equally far-reaching consequences.

This is a book about what I call a “risk culture,” broadly speaking. It is also about health risks and, more specifically, the risks related to breast-feeding; about cultural expectations of mothers and how they shape personal and social meanings of breastfeeding; about rules and routines in epidemiological research and the development of medical knowledge; and about how risk, motherhood, and science coalesce in the social construction of healthy citizens. I pay particular attention to the various individuals and institutions, many with the most altruistic intentions, that contribute to the misrepresentation of breastfeeding as essential to babies’ short- and long-term health: the scientists who conduct, publish, and review infant feeding research; the doctors, government institutions, and interest groups that proclaim breast milk’s advantages for women, babies, and America; and the various media that translate scientific research for the public. My primary concern is with how women’s infant-feeding choices are framed by people and institutions perceived to be authoritative. Experts formulate recommendations in cultural, professional, and political environments that make certain accounts of breastfeeding more compelling than others, and it is these contexts that form the subject of this book.

For example, conversations about breastfeeding reflect long-standing ideas about gender and motherhood. In the spirit of Gloria Steinem’s infamous musings about how women’s monthly periods would be represented “if men could menstruate,”13 we might fantasize about what breastfeeding would mean if men, instead of women, had functioning mammary glands.14 Scientists might assure men that bottle feeding helped babies connect to multiple caretakers, a process of horizontal bonding essential to normal psychological development. Formula might be lauded as evidence of man’s conquest of nature and mastery over his body. Supplemental nursing systems, which involve taping a tube to one’s nipple to help a baby “latch on,” might never have been invented (and if they had, they probably would be denigrated for violating men’s bodies and personal autonomy). Where Steinem imagined men embracing menstruation as the essence of their superiority, we might envision them dismissing lactation as quaint and unnecessary, rather like churning one’s own butter or making paper. In other words, representations of biological practices reflect unequal distributions of power, and the significance of breastfeeding in America has its roots in long-held assumptions about femininity and masculinity.

Breastfeeding also is grounded in deep-seated beliefs about mothering. From the last decades of the twentieth century to the present, the notion of “good enough” mothering has been replaced by “exclusive motherhood,” “intensive mothering,” and “the new momism,”15 or what I have termed “total motherhood.” Like the new momism, total motherhood requires mothers to be experts in everything their children might encounter, to become lay pediatricians, psychologists, consumer products safety inspectors, toxicologists, and educators.16 Mothers must not only protect their children from immediate threats but are also expected to predict and prevent any circumstance that might interfere with putatively normal development.17 Total motherhood is a moral code in which mothers are exhorted to optimize every aspect of children’s lives, beginning with the womb. Its practice is frequently cast as a trade-off between what mothers might like and what babies and children must have, a choice that frames public discourse on breastfeeding. And when mothers have “wants”—such as a sense of bodily, emotional, and psychological autonomy—but children have “needs”—such as an environment in which anything less than optimal is framed as perilous—good mothering is defined as behavior that reduces even infinitesimal or poorly understood risks to offspring, regardless of the potential cost to the mother. The distinction disappears between what children need and what might enhance their physical, intellectual, and emotional development. Mothers are held responsible for matters well outside their control, and they are told in various ways that they must eliminate even minute, ultimately ineradicable, potential threats to their children’s well-being.

What makes breastfeeding especially powerful is how it resonates in ways that have nothing to do with gender, mothering, or infant feeding per se. Common assumptions about women and maternal bodies are crucial to understanding representations of breastfeeding; but expectations of mothers take shape in much more diverse social contexts, and breast-feeding has been invested with so much meaning precisely because it resonates so broadly.18 In American public discourse, breastfeeding is a trope in causes ranging from environmental progressivism to religious fundamentalism. It is invoked by those who believe that what is “natural”—breastfeeding is perceived to be an organic process—is inherently best, but it also confirms the authority of science: research purports to demonstrate that breast milk is nutritionally optimal. It is embraced by grass-roots women’s health advocates as well as by institutional medicine, or the scientists, doctors, and medical associations that health activists have long mistrusted. It serves liberal, radical, and cultural feminist ends at the same time that it appeals to non- and even antifeminists. Like manna from heaven, said to taste like whatever the person eating it desires, breastfeeding appears to have virtually unlimited meaning. To be sure, bottle feeding also has rhetorical appeal, but breastfeeding reverberates across seemingly unbridgeable divides.

What links many of these discussions is what I call a “risk culture,” a pervasive anxiety about the future that drives many people to build their lives around reducing all conceivable risks. What they eat, how they raise their children, and which cars they drive—nowadays so many decisions seem designed to diminish risk and optimize the future. Scientists and various other experts produce a constant stream of information about everything from health and relationships to the economy and the environment, and their advice is subject to constant revision. One day people are advised to eat more fish, and the next they are warned to avoid the environmental toxins that contaminate natural habitats. The quantity and scope of this information, however inconsistent, create a widespread but false impression that the wisdom to make perfect choices is available to everyone and that all risks, particularly health risks, can be prevented with proper calculation. Public discussions about risk are infused with an ethic of neoliberalism: scientists, doctors, and government institutions emphasize individual responsibility, and good citizens are idealized as those who take care of themselves and exercise personal control. A neoliberal risk culture is, in short, a personal responsibility culture. As I discuss at length, however, risks are omnipresent and ever present, and behavior that is risk averse in one domain is likely to create new risks in others. Choices also are socially constrained, and people without social or economic resources often are unable to behave in ways that the experts have deemed to be responsible.

Risks, moreover, can be minimized or exaggerated, and which risks we pay attention to at any given moment—which ones preoccupy experts and lay people alike—frequently depends on cultural values. In the United States, health risks, and particularly those that individuals bear the responsibility to manage, command abundant attention. This is perhaps most apparent in the nonstop barrage of information telling people how a healthy diet can protect against obesity, diabetes, heart disease, and countless other illnesses. Risks to children, and especially threats conceptualized as mothers’ obligation to reduce, are prominent in public discourse as well. Indeed, while my concept of total motherhood owes much to earlier notions of the new momism and exclusive or intensive motherhood, what distinguishes it is precisely this emphasis on risk, or the insistence that mothers eliminate all risk to children at any cost. Breastfeeding, in which mothers are personally responsible for reducing health risks to babies by controlling the production and consumption of their food, is the epitome of total motherhood in a neoliberal risk culture.

What follows, therefore, is much more than an analysis of breastfeeding. It is a study of weak science, an investigation into how cherished but unsubstantiated beliefs about health become conventional wisdom. It is an exposé of motherhood and the collective fantasy that mothers can and should produce perfect children. It also is an inquiry into cultural values and the responsibility that citizens place on themselves and others, a parable of middle-class America’s preference for individual instead of communal solutions to a wide array of problems, including those that have social or biological causes and those whose origin and development we simply do not understand. At its core, this is a story about how ordinary citizens, increasingly anxious in a progressively more complicated world, rely on these values to manage an unrelenting barrage of information whose complexity far exceeds any one person’s capacity to grasp.


1
Monitoring Mothers
A Recent History of Following the Doctor’s Orders

EVEN BEFORE THE creation of powder formulas, infant feeding was a morally charged practice. In colonial and postrevolutionary America, for example, women who did not nurse their babies were often considered to be selfish and unpatriotic. Nonetheless, many women sought alternative forms of feeding. The demand for wet nurses, socially disadvantaged women who breastfed other women’s children, was constant, and human milk was among the most advertised commodities.1 Some mothers, particularly in the middle class, found breastfeeding distasteful or immodest, while others found it exhausting. Scientists, doctors, and clergymen believed that breastfeeding was superior to bottle feeding, but they also argued that emotions, diet, exercise, and various other environmental factors could have a negative impact on the quality of a woman’s milk. The belief that middle-class women were weak and unable to sustain breastfeeding, for example, “was a distinguishing characteristic of both the popular and professional medical literature.”2 Employing a wet nurse remained a possibility throughout the nineteenth century, but a growing middle-class consciousness deterred most of these mothers from turning to lower-class women to feed their babies. Doctors, too, were concerned about the moral and physical suitability of the women who served as wet nurses, many of whom were single mothers, and they also worried that these women would not submit to doctors’ control. Cow’s milk was the most readily available substitute, but it did not have the same ingredients as breast milk, often carried bacteria, and was extracted, transported, and stored under filthy conditions. Boiling eliminated bacteria but was also feared to make the milk less nutritious. The absence of a safe and reliable surrogate for breast milk was widely blamed for high infant death rates, which, despite advances in disease theory and diagnostic tools, actually increased between 1850 and 1900. At the turn of the twentieth century, one-third of children living in cities died before the age of five years, and overall infant mortality hovered around 10 percent.3

At the same time, infant feeding began to play a significant role in the development and consolidation of pediatrics as a distinct branch of medicine.4 Indeed, as the century progressed, pediatricians were often referred to as “baby feeders,” and pediatrics became synonymous with infant nutrition. As a practical matter, doctors’ incomes were dependent on the number of patients they saw, and consultations regarding infant feeding provided a steady stream of revenue. Physicians presented themselves as uniquely qualified to oversee feeding and argued that infant mortality would decline only if mothers gave themselves over to their authority. They also argued that routine weight checks were essential to confirm normal growth; that the nurses, social workers, and lay reformers who dominated the child welfare movement did not have the medical training to evaluate the individual child’s development; and therefore that regular visits to the pediatrician’s office were necessary.5 Meanwhile, pediatric researchers produced various milk substitutes based on calories and different percentages of fat, protein, and sugar, and their endless tinkering with proportions reflected the competition among scientists to determine whose formula was best. It also served to legitimate pediatricians vis-à-vis other physicians who did not take seriously infant and child medicine as a distinct medical specialty. Professionalization also was enhanced by pediatricians’ supervision of milk stations, which distributed sterilized milk and prepared formula, and also the certification of cow’s milk, both methods of making milk safer that were far more expensive than pasteurization—which doctors feared destroyed some of milk’s nutritive qualities—but that guaranteed physicians’ services would be essential to infant feeding.

Throughout the first half of the twentieth century, pediatricians grew increasingly fond of “artificial feeding,” as bottle feeding was commonly known. As evidence developed to suggest little difference in health between breastfed and properly bottle-fed babies, pediatricians began to contend that feeding with evaporated milk or appropriately constituted formula, under a doctor’s supervision, could be as nutritious as breastfeeding. They did not directly dispute the notion that breastfeeding was optimal, but they relied heavily on their clinical experience, which indicated that babies developed normally on some form of mixed feeding or on manufactured foods alone. Like their predecessors, pediatricians argued that “relief bottles” could provide a respite for exhausted breastfeeding mothers. Nursing babies should receive one bottle a day, some advised, so mothers could have a modicum of freedom; if babies grew accustomed to bottles, these doctors reasoned, they might have an easier time with weaning. In addition, anxiety could adversely affect a mother’s milk supply, so bottles might even improve lactation. By the 1940s, pediatricians generally accepted the viability of generic milk substitutes, and they blamed any health problems on infants or mothers’ failure to follow doctors’ advice, not on the formula itself.

Regardless of its nutritional merits, supervised bottle feeding made doctors central to babies’ lives. Bottled milk, moreover, gave physicians the comfort of knowing exactly what and how much babies were consuming, and this reinforced their control over infant feeding. Some openly expressed their preference for “the young mother with a nutritionally untutored mind who frankly states that she knows nothing about babies and leaves the instruction to me” over a mother who had studied nutrition in college or was aware of competing opinions. One pediatrician stated frankly that it was “easier to control cows than women,” and by midcentury, some contended that an educated mother could be a threat to her child’s well-being.6 Medical schools devoted many more hours to teaching about artificial feeding than about breastfeeding, so the average physician knew more about the bottle than the breast and was ill prepared to counsel mothers struggling to breastfeed. Doctors’ misgivings about manufactured baby food pertained largely to mothers who fed without professional instruction. While these pediatricians were concerned about the health of these babies, they also recognized that unsupervised feeding reduced their function and income. At the same time, commercial food companies offered doctors free samples and calculators, and they stressed in mass advertising that formula should not be used without a doctor’s prescription. The American Medical Association eventually threatened to remove its seal of approval from products whose manufacturers included instructions on labels and that advertised directly to mothers. Those companies that failed to comply fared much worse than those that did. Both industry and pediatric practice ultimately benefited from the mutual affirmation that formula feeding required a doctor’s supervision. By emphasizing the indispensability of medical advice, formula companies bolstered the business of pediatrics, which then guaranteed that more women would be trained to use formula.

The emergence of pediatrics as a distinct field in medicine and the consolidation of doctors’ control over infant feeding reflected broader changes in the social value of science. In the latter half of the nineteenth century, as historian Charles Rosenberg argues in No Other Gods: On Science and American Social Thought, the “constantly shifting equilibrium between secular and religious imperatives” was tilting strongly toward the former.7 This meant not the delegitimation of religious or ethical concerns but the increasing role of science in pronouncing what was socially desirable. In addition to uncovering the putatively natural laws of any given process, science also determined what was virtuous; a scientist should not simply ascertain what was true but should establish what was appropriate.8 Doctors were perceived and understood themselves to be high-minded reformers, and they insisted that scientific expertise was needed to raise children.

The proliferation and moral elevation of science meant that mothers became subject to a reign of expertise in areas that long had been considered somewhat mundane. As homemaking became a domestic science, for example, women sought education in home economics and the science of housework. It was in this era of “scientific motherhood”9 that scientists began to make careers of advising mothers about what women had been doing largely on their own for centuries. Experts took their place alongside—and sometimes supplanted—customary female networks composed of midwives, relatives, and friends. Exhorting mothers to “Add Science to Love and be a ‘Perfect Mother,’” an advertisement for a twenty-six-part child care course in Parents Magazine in 1938, made clear the growing reach and appeal of scientific authority. According to the advertisement, this course was written by

one of America’s greatest Child Authorities—Dr. Grace Langdon, Specialist and Adviser to the U.S. Government on such subjects as Parent Education, Nursery Schools and Homemaking. She has 1,500 government nursery schools under her direct supervision. She has the entire wealth of the latest Scientific advances in Child Training at her fingertips—and she makes it all available to YOU!

Low-income mothers were educated at public clinics, and government information, child care manuals, and visiting nurses in rural and urban areas stressed the need for scientific advice on all matters having to do with infants and children.10

In the context of scientific motherhood, mothers had even more reason to believe that the advice of pediatricians was essential to infant feeding; and in the early years of the twentieth century, if physicians and other experts in the science of child care continued to advocate breastfeeding, by the end of World War I they appeared to assume that most mothers, for a variety of reasons, would bottle-feed. Doctors’ visits, home economics courses, hospital routines, and advice columns were increasingly dedicated to proper artificial feeding practices, giving the impression that the bottle was just as healthful as the breast. Science was equated with medicine and scientists with doctors, and this translated into the normalization of doctor-directed bottle feeding. In practice, each woman had to navigate her own way through the counsel of experts, her mother, and friends; she was, in the puzzling formation of child care expert Dr. Benjamin Spock, to trust her instincts and follow her doctor’s advice.11 Whatever her instincts, public discourse was dominated by the recommendations of child care experts who presented bottle feeding as a suitable alternative to breastfeeding. As doctor-supervised formula feeding became the norm, pediatricians also began to see babies and young children for regular checkups. These “well checks,” originally designed in the 1920s to provide education and care for immigrant mothers and children in public clinics, eventually became the envy of middle-class mothers who wanted their children to have the same care and were willing to pay for it. When pediatricians realized that well care could provide a substantial and steady income, they moved these visits to their private practices and eventually helped force the closing of public clinics. The privatization of well-child medicine marked the beginning of routine and preventive care in pediatrics, which was estimated to comprise at least half the pediatric service provided in the 1950s and became central to the mission of pediatrics in the last decades of the twentieth century.12

This orientation toward prevention was significant in two seemingly contradictory ways. On one hand, it provoked a crisis of boredom: many pediatricians, who already found themselves near the bottom of the physicians’ pay scale, grew frustrated at the absence of challenge or stimulation in routine checkups, especially as several of the major childhood infections and diseases either had disappeared or had been brought under control. What developed was “dissatisfied pediatrician syndrome,” as practitioners called it, and it aroused such profound despair that many wondered whether pediatrics would survive.13 On the other hand, the shift in focus made it possible to conceptualize anew the mission of pediatrics. Acrimonious professional debates took place in the 1960s and 1970s over what, if anything, pediatrics contributed to the practice of medicine that could not be provided by general physicians and pediatric nurse practitioners. This dilemma, along with a new, biopsychosocial model of health developing throughout clinical medicine, resulted in a sweeping notion of well care, which eventually came to encompass children’s whole well-being. A variety of childhood experiences became medicalized, or were recast as potential pathologies that required the intervention and expertise of pediatricians. “Well” children were to be physically as well as socially and emotionally healthy. By 1975, pediatricians were speaking of a “new morbidity,” which included chronic disabilities, such as asthma and allergies, and also learning, behavioral, and social impairments. The framing of these challenges as illnesses, and not simply as “problems” or “difficulties,” gave them a medical cachet designed in part to persuade pediatricians reluctant to stretch the boundaries of child medicine. This comprehensive concept of well care divided childhood into different components that needed constant monitoring, and in the process, it solidified pediatrics as an independent branch of medicine.14

Obstetrics and the Ecology of Pregnancy

Similar developments in patient monitoring also helped legitimize obstetrics as a distinct discipline and medical practice. General physicians and midwives argued that they had the skills to provide women’s reproductive health care, and like pediatricians, obstetricians faced doubts about the need for the kind of specialization they represented. It was, in part, the emergence of “the fetus” as a separate patient that helped establish bounded intellectual and clinical territory for obstetricians. In the late nineteenth century, public health workers, scientists, doctors, and others engaged in social action began to speak of “infant mortality” as a specific phenomenon.15 In the early twentieth century, “the public fetus”—“a life” with a distinct conceptual existence whose protection required the social surveillance of pregnant women—began to emerge.16 Urban public health institutions, devoted to reducing both infant and maternal mortality, began to target the prenatal period. In 1916, for example, New York City’s milk stations were renamed “baby health stations,” and the new centers included care focused on the fetus.17 By midcentury, major obstetrics textbooks were speaking of the fetus and “fetal stress.” Meanwhile, the “perinatal period,” which referred to the time surrounding birth, developed as a clinical concept. Reasoning that deaths before, during, and shortly after birth had similar causes, obstetricians began to focus on monitoring the fetus. The concept of perinatal mortality conjured up a living subject before and during birth and encouraged doctors to optimize fetal life in order to maximize infant health. This new subject shook the relationship between inside and outside and reoriented the pregnant woman, the living subject, and the experts charged with their care.18

Simultaneously, a new approach to disease, which dramatically expanded the definition of what was “medical,” began to take shape. In this paradigm, health and well-being were conceptualized ecologically, which meant that everything about individual lives was potentially significant to health status or was a possible risk factor for poor medical outcomes. This shift from a biomedical to a biopsychosocial model of medicine was welcomed by most health professionals and activists as a positive step toward a more integrated notion of health; increased knowledge would enable patients to make better choices and exercise more control over their well-being. But it also meant that nothing should be shielded from medical scrutiny. Where a person lived and worked, what she ate and breathed, her personal habits and social relationships—every behavior could be measured and monitored by a medical professional. By the late 1960s, virtually all aspects of women’s lives came to be viewed as potentially risky to the fetus. As William Arney argued in Power and the Profession of Obstetrics, obstetricians contended that “absolutely everything must be made visible to medicine, be subject to observation, and recorded,” and they collected copious data from each patient as much to confirm normalcy as to identify pathology. Pregnancies and births were to be “separated, individualized, subjected to constant and total visibility, and then offered technologies of normalization to guarantee an optimal experience, not necessarily for the individual, but for the system as a whole or, more precisely, for the individual considered in relationship to other components of the system.”19

In other words, each pregnancy was to be tracked in relation to others, and deviations were cause for concern, not because they indicated danger, but simply because they were different. As “the notion of risk was transformed from a dichotomy to a continuum,” pregnant women were categorized as high or low risk, which meant that no one was without risk and every pregnancy had “pathological potential.”20 The distinction between abnormality and normality became increasingly difficult to define, and “healthy” pregnancy and childbirth became even more dependent on the obstetrician’s expertise and judgment. Moreover, “whereas earlier forms of prenatal care had been about maternal health, and prenatal education about the health of infants, risk assessment was novel in its attention to the health of the fetus.”21 New specialties developed in perinatology, embryology, and maternal-fetal medicine. By the last quarter of the twentieth century, the fetus was as much the obstetrician’s patient as was the pregnant woman, and obstetrical work depended to a great extent on prenatal care.22

The fetus also aided obstetricians confronted by a growing women’s health movement. In the late 1960s and 1970s, women’s health activists challenged medical authority over women’s bodies. They argued that doctors were “condescending, paternalistic, judgmental, and non-informative” and that the medical profession ultimately functioned to “enforce the subordination and neglect the needs of women” and other disadvantaged groups.23 They also accused doctors of undertaking procedures and prescribing risky drugs that were unnecessary. They urged women to reject the largely male profession’s control over their bodies, and they trained women to oversee their own reproductive health. While the National Women’s Health Network monitored federal agencies and health policy, groups such as the Boston Women’s Health Collective, authors of the well-known Our Bodies, Ourselves: A Book by and for Women, provided women with information, acted as referral services, and stressed both self-care and care from other women. “We encourage women health consumers to work for woman-controlled, woman-oriented health care and to pressure medical institutions to respond more flexibly to our needs,” wrote the authors in the 1976 edition.24 Activists encouraged women to give birth at home, not the hospital; assisted by midwives instead of controlled by doctors; and “naturally” rather than with pain-relieving drugs or technology. They created women’s health and alternative birthing centers that were staffed largely by nonphysicians, and these institutions encroached on the patient base and challenged the authority of obstetricians and gynecologists.25

The fetus gave obstetricians a moral and professional stake in prenatal care. Whereas proponents of natural childbirth tried to naturalize reproduction, obstetricians sought to pathologize it; whereas the former fought to marginalize doctors, the latter emphasized risk in pregnancy and childbirth to demonstrate that physicians were essential to healthy births. In his history of obstetrics and gynecology, Arney went so far as to suggest that obstetricians preferred to “leave their treatment of the mother-to-be out of the debate entirely, for they now had the fetus, which they could defend against all bad consequences they claimed might result if they accommodated the demands of women for a more natural birth experience for themselves.”26 Just as in the nineteenth century, when forceps and ether had simultaneously improved the experience of childbirth for many women and helped obstetricians in their efforts to displace predominately female midwives, so in the twentieth century did fetal monitoring, expanded prenatal care, and a nebulous concept of abnormality work to improve the health of pregnant women and to cement the professional authority of obstetricians. As the medical parameters of pregnancy expanded, “the hospital became the center of a system of obstetrical surveillance that extended throughout the community.”27 Everything a pregnant woman did became grist for the medical mill, and comprehensive surveillance was justified as being in the best interests of the fetus. It was the fetus that required medical intervention, and it was in their concern for the fetus that obstetricians positioned themselves as more knowledgeable and trustworthy than women and as essential to a healthy pregnancy. They turned increasingly to their monopoly on technology, such as ultrasound, fetal monitors, and newborn intensive care units, to make the case for their unique ability to manage the omnipresent risks of pregnancy.28

The twentieth century was an era of consolidation for both pediatrics and obstetrics, and the establishment of each field as a bona fide specialized form of medical knowledge was made possible, in large part, by expanded opportunities for patient surveillance. As a result, both obstetricians and pediatricians became increasingly engaged in their patients’ lives. The ecological approach to pregnancy, in which everything about women’s lives was potentially consequential for the fetus, created the possibility of pregnant women’s empowerment through knowledge but also broadened the terrain of obstetrical monitoring and medical control. Both physicians and women came to believe that the health of the fetus depended on medical expertise and frequent contact between patient and doctor. After birth, surveillance shifted from the mother to the baby, and the obstetrician’s continuous monitoring of the pregnant woman’s body in order to optimize the fetal outcome gave way to the pediatrician’s constant auditing of the baby to manage proper development. On one hand, tracking children’s maturation could bypass mothers, since their bodies no longer prevented direct medical contact between doctor and patient. On the other hand, mothers retained responsibility for both ensuring that children received proper medical attention and creating and maintaining conditions that would promote growth. Just as women monitored their bodies during pregnancy with an eye toward creating low-risk fetal environments, mothers managed their own lives and their children’s bodies to minimize threats to optimal development. By the last decades of the century, the professionalization of both pediatrics and obstetrics and gynecology had redefined pregnancy, birth, and childhood as medical events to be managed by doctors. This medicalization of women’s and children’s bodies is integral to total motherhood in a risk culture.

The Resurgence of Breastfeeding

Motivated by their Catholic faith, a commitment to correcting misinformation about breastfeeding coming from doctors, and a strong belief that “nature intended mothers to nurse; therefore, mothers ought to nurse,” a group of seven suburban housewives founded La Leche League (LLL) in 1956.29 At the heart of the LLL philosophy was (and remains today) the principle that mothers are naturally best suited to care for babies and to help other women with breastfeeding. The founders wrote and published the first edition of The Womanly Art of Breastfeeding in 1958, and the second edition, which appeared in 1963, sold more than a million copies before a third edition was published in 1981. The authors argue early in the book that “breastfeeding is integral to good mothering.” It is “Nature’s way,” and it is healthiest for babies as well as mothers who have become “bogged down in scales and charts and schedules” and have lost “confidence in their own abilities.” The authors advise each reader to tell her doctor during her first prenatal visit that she plans to breastfeed. If he disapproves, “you definitely need to be in touch with some mother who knows the ins and outs of breastfeeding because of her own successful personal experience.” Remember, the authors stress, that “your right and privilege as a patient is the choice of a doctor sympathetic to your needs and desires,” and this is a right protected by the American Medical Association. Above all, “don’t let your confidence in yourself be shaken. We know many women who have successfully nursed their babies and enjoyed it thoroughly” even when their doctors have not been supportive. At the hospital, after the baby is born, “you may need to be prepared to assert yourself.” Once home, let the baby determine the feeding schedule, and when it comes to weaning, “let the baby do it.” A baby who has received appropriate care and attention eventually will lose the need to be breastfed. They advise mothers to “turn a deaf ear” to people who criticize them. “This is your child, and you are doing what you know is best for him.”30

Building in part on the LLL’s success, the resurgence of breastfeeding began in earnest in the late 1960s and early 1970s. Although they distanced themselves from LLL’s broader philosophy, which deemed that mothers were exclusively responsible for babies’ care, many women’s health advocates promoted breastfeeding as “ideally suited to a baby’s need.”31 In 1974, breastfeeding became part of an anticapitalist campaign when international activists revealed that many babies in the developing world were dying as a result of formula companies’ deceitful promotional practices and failure to educate the women who were buying their products. These companies, including the Swiss-based Nestlé, had been hiring women with no medical training to dress up as nurses and give away formula. They also were providing hospitals with free samples whose use interfered with lactation, and new mothers often went home unable either to breastfeed or to pay for additional formula. Many of these mothers lacked basic literacy, and they did not understand the potentially lethal consequences of mixing the powder with contaminated water or diluting the concentration to make the formula last longer. In a controversial pamphlet entitled The Baby Killers, the British charity War on Want argued that formula manufacturers were promoting “commerciogenic malnutrition” in developing countries.32 A few years later, in 1977, activists in the United States launched a boycott of Nestlé products that eventually spread to Australia, Canada, New Zealand, and Europe. Then, in 1981, the World Health Organization (WHO) and the United Nations Children’s Fund (UNICEF) issued the International Code of Marketing of Breastmilk Substitutes, which banned formula advertising or distribution of samples. The code was approved by 118 countries.33

Although practicing pediatricians were free to supervise formula feeding as they deemed appropriate, the American Academy of Pediatrics (AAP) had always supported breastfeeding. In 1982, an AAP task force issued a statement reiterating the organization’s support for breastfeeding but also criticizing the WHO’s code for its “limited approach to an issue that is complex and involves extensive social, economic, and motivational factors . . . particularly evident for the situation in the United States.” The report argued that significant differences existed between breastfeeding and bottle-feeding mothers and that the actual effects of breastfeeding were difficult to isolate. It concluded that pediatricians should “work to improve the knowledge of all potential expectant and current parents on optimal infant feeding nutrition, emphasizing the positive aspects of breast-feeding and the proper choice and utilization of breast milk substitutes.”34 In short, the AAP argued that breastfeeding was preferable but that formula was an acceptable alternative.

But controversy in the preceding decade over the marketing of formula in the developing world had generated strong antiformula sentiment and energized new breastfeeding advocates. It also had stimulated research into the health effects of different feeding practices. Five times as many studies on breastfeeding appeared in 1980 as in 1970, and nearly twice as many were published in 1990 as in 1980.35 In 1997, the AAP declared that the superiority of breastfeeding, even for women in the industrialized world, was undeniable. It urged all women to breastfeed exclusively for six months, and it cautioned practitioners to “weigh thoughtfully the benefits of breastfeeding against the risks of not receiving human milk” before recommending formula or early weaning.36 Decades of advocacy from domestic and international women’s health activists certainly had helped shape this statement. But by the close of the twentieth century, the viability of pediatrics as a separate branch of medicine also was no longer in doubt. Well checks, a diffuse notion of morbidity, and preventive care had come to define the profession, and supervised infant feeding was no longer a central component of pediatric practice.37 Some breastfeeding advocates continue to argue today that pediatricians lack the knowledge and commitment to help women struggling to breastfeed and that the formula industry exercises undue economic influence over the AAP.38 But the 1997 statement, and an update in 2005, stipulated in no uncertain terms that breast is best,39 an assertion that few in pediatrics or medical practice in general would challenge today.

Current Scholarship and Chapter Summaries

When, for the first time, a mother provides ongoing care to her baby as a separate entity, as a body that exists outside her own, breastfeeding constitutes a rupture. But as a continuation of the vital connection between mother and baby, breastfeeding also prolongs the perinatal period. It is the only moment in the child’s life cycle that requires surveillance of both the mother’s and the baby’s bodies, and as such, it is especially fraught with social meaning. Now that pediatricians and most other medical doctors have come to embrace breastfeeding as best for babies, scholars in the social sciences and humanities, many of whom identify themselves as feminists, have begun to ask critical questions about the social dimensions of infant feeding. In particular, these scholars have examined what breast-feeding reveals about race, class, gender, and motherhood in various social contexts, and this book owes much to their pioneering work.

One of the first texts in this field, Pam Carter’s Feminism, Breasts, and Breast-Feeding (1995), challenges the “fact” that breastfeeding is superior. Concentrating on the United Kingdom, Carter emphasizes the importance of understanding women’s varied experiences of infant feeding. She argues that pro-breastfeeding policies often serve as an instrument of social control by enabling various institutions of authority to police the bodies of black, working-class, and less educated mothers, women whose mothering practices have always been suspect to the middle class. These women, she contends, struggle to reconcile their feeding choices with conflicting prescriptions for appropriate behavior in public and private spaces and with heteronormative expectations about the sexual purpose of women’s breasts, social obligations that take on different meanings depending on racial and class context. Nonwhite mothers in Britain have particular difficulty appreciating the celebration of “nature” and “the natural” in pro-breastfeeding discourse, as these terms are often used pejoratively to mean “primitive” and “animalistic” in other conversations about race.

The foundational text for studying breastfeeding in the United States is Linda Blum’s At the Breast: Ideologies of Breastfeeding and Motherhood in the Contemporary United States (1999). Blum examines breastfeeding through the lens of what she calls “exclusive motherhood,” exemplified by the LLL’s philosophy, according to which breastfeeding is a uniquely and naturally “womanly” art that corresponds to babies’ natural need to be in constant close contact with their mother. Blum contends that this vision of “embodied” motherhood, with its emphasis on the continuous and exclusive interaction between mother and baby, is tantamount to the normalization of white, middle-class mothering, maternal practices that are inaccessible or undesirable to black and white working-class mothers for a variety of social, economic, and cultural reasons. Blum contrasts breast-feeding in embodied motherhood with a more “medical” model, in which doctors regulate and women scrutinize their behavior in order to produce perfect breast milk. Whereas exclusive motherhood is grounded in the relationship between mother and baby, medicalized feeding centers on mothers’ bodies and the production of milk. Here the breast pump makes possible the constant nutritional presence of the mother, who need not be physically present. While this medical model places less emphasis on the interaction between mother and baby, it nonetheless assumes the time, socioeconomic resources, and availability of the maternal body for optimal child development that define exclusive motherhood. Breastfeeding, Blum concludes, is a class-enhancing, racialized project. Like Carter, Blum demonstrates the hegemony of white and middle-class values in various discourses surrounding motherhood. “Breastfeeding does not have inherent truth,” she writes, “but meanings determined out of power relations, various disciplining practices, and conflicting needs and interests, which are inherently political.”40

A small but growing literature has begun to build on the work of Carter and Blum, and this research bears directly on my analysis of breastfeeding discourse in the United States. Jules Law suggests that debates about infant feeding are less about breast milk and formula than about “the social, domestic, and technical arrangements conventionally associated with them.” He argues that the current pro-breastfeeding literature construes different feeding forms within a framework that unquestioningly accepts a gendered division of domestic labor as both normative and universal, fails to understand mothers and babies as participants in a broader family unit, and therefore presents a skewed picture of the “benefits” of breastfeeding and the “risks” of formula feeding.41 Glenda Wall contends that Canadian breastfeeding education material reveals assumptions about pregnancy as a moral endeavor and the importance of personal responsibility in reducing the cost of social programs.42 Based on interviews with mothers in the United States, England, Sweden, Australia, and Canada, other scholars have raised questions about the challenges of infant-feeding decisions and practices for mothers’ sense of themselves as both embodied women and “good mothers.”43 Elizabeth Murphy, for example, illustrates how different mothers narrate their feeding decisions as being consistent with a notion of good mothering, and Orit Avishai demonstrates how class-privileged women construct breastfeeding as a consumer undertaking and as a project to be managed and accomplished.44

Bernice Hausman analyzes cultural representations of infant feeding in the United States. Writing as “a breastfeeding advocate” who took “enthusiasm and delight in the practice,” Hausman explains that she became “frustrated with feminist collusion with the idea that in order not to induce guilt in mothers who don’t or can’t breastfeed, we shouldn’t argue for its benefits, or even acknowledge that breastfeeding has a biological benefit at all.” That white and middle-class mothers are culturally and economically situated in ways that make breastfeeding more likely, she maintains, should provoke a feminist critique not of the injunction to breast-feed but of the inequitable social arrangements that make breastfeeding less possible for black and working-class women.45 Hausman accuses feminist scholars who have criticized the advocacy of breastfeeding of a tendency “to sidestep a significant engagement with science and its findings in order to focus on political meanings.” She objects to what she calls feminists’ “strategy of raising questions about medical evidence in order to assert the primacy of cultural meanings of breastfeeding” and what she claims is their preference “that biological considerations be subordinated to political ones.” “All the [medical] research points in the same direction,” she contends, and “accepting the scientific evidence doesn’t have to mean giving up on politics.”46 For Hausman, the superiority of breastfeeding is an inconvenient truth that must be recognized before feminists can think critically about its political consequences. A “significant engagement with science” means acknowledging that breastfeeding is medically beneficial, regardless of its ramifications for feminist politics.

Hausman’s critique is based on several erroneous assumptions: that science has demonstrated compellingly that breastfeeding is medically advantageous, that all scientific research indeed “points in the same direction,” and that any challenge to the evidence is a disingenuous effort to shift attention from breastfeeding’s medical benefits to its antifeminist implications. In fact, Blum and Law identify specific methodological and interpretive problems in scientific studies.47 They do not undertake a systematic analysis of breastfeeding research, but neither does Hausman, despite her claim to “engage with the scientific case for breastfeeding . . . on its own terms . . . as a data set crucially important to maternal and child health.” Rather, Hausman cites a few articles that argue for the medical importance of breastfeeding, acknowledging but ultimately bracketing various problems in these and other studies and concluding that “scientific claims for the biological benefits of breastfeeding cannot be dismissed as only discursive.”48

Hausman’s appraisal of feminist scholarship and her defense of breast-feeding science as more than “discursive” neglect the fact that the production, publication, and dissemination of science also are shaped by culture and subject to feminist critique. Breastfeeding research is framed, conducted, and communicated within specific disciplinary paradigms that are themselves situated in social contexts, conditions that set boundaries around what kind of information can be ascertained. At every stage, from the questions that scientists ask to the strategies they use to answer them to the ensuing discussion of the results, breastfeeding research reflects, or is constrained by, what makes professional and cultural sense. “What we know about the world,” in other words, “cannot be fully understood independent of how and why we know it—what social practices are used to establish facts and what human values, goals, and interests those facts serve.”49 This does not mean that findings of breastfeeding research are purely “discursive” or that they have no basis in material reality, but it does suggest that the contrast Hausman draws between “medical evidence” and “cultural” and “political” meaning is too stark. The best research results are partial truths that can be understood only within the parameters of their production, and a “significant engagement with science” requires situating scientific practice in its cultural, professional, and political contexts.50 Such is the aim of this book.

In the next chapter, I explain why the scientific evidence for breast-feeding’s benefits is not nearly as compelling as various advocates insist. I argue that despite overwhelming sentiment to the contrary, epidemiological research does not demonstrate persuasively that breast milk is medically superior to infant formula for most babies in the developed world. While breastfeeding does appear to reduce the risk for various GI infections, the evidence for virtually every other health measure is plagued by unexamined confounding variables, potential selection bias, and inconsistent outcomes, all terms that I explain in detail. I recognize, as do most scientists, that even the best research on any subject is characterized by some degree of uncertainty and that scientists necessarily draw conclusions based on imperfect information. Precisely because no result is ever completely conclusive, scientists have set for themselves standards for proof that must be met before findings can be interpreted, and research suggesting that breastfeeding protects against various poor health outcomes falls considerably short of these measures. The more carefully that studies control for bias and confounders, the less significant that breastfeeding becomes, and the residual benefits could well be explained by general differences in the health practices of breastfeeding and bottle-feeding parents. Health advantages attributed to breastfeeding might have more to do with behavior surrounding breastfeeding than with breast-feeding per se, behavior that, at least theoretically, could be adopted by bottle-feeding families.

Despite this possibility, which scientists commonly acknowledge in published research, the recommendation to breastfeed goes largely unchallenged, and this unanimity among health professionals has much to do with how science is conducted and findings are communicated in a risk culture committed to total motherhood. The design, execution, and interpretation of breastfeeding research take place within a “risk-factor” paradigm whose methodological parameters sharply limit the kinds of questions that can be asked and the conclusions that can be drawn. This research is shared in professional journals in which results are easily misconstrued by scientists and doctors overwhelmed by the volume and complexity of information they must master. Results are then presented to a public largely ignorant of basic scientific principles by journalists unschooled in scientific method or the meaning of risk in epidemiological research. In uncritically circulating the findings of breastfeeding research, these journalists aggravate popular fears and misconceptions about risk and reinforce the expectation that mothers have a categorical responsibility to reduce risks to their children. The practice of science, including communication among scientists and between professional science and the public, are central to the misrepresentation of breastfeeding.

In chapter 3, I outline the parameters of what I call the neoliberal risk culture in which the message that “breast is best” circulates. Here efforts to control the future, and specifically to prevent negative events from taking place, serve as an organizing principle of human behavior, and various forms of scientific expertise exercise far-ranging technical and moral authority over the choices people make. People look constantly to doctors, toxicologists, psychologists, financial planners, and other risk analysts to make everyday decisions about how to eat, breathe, raise children, improve relationships, manage money, and the like. Concerns about risk, especially about health and threats to the body, are widespread, and information about diet and disease pervade public discourse. Life is medicalized, or cast as a body project that requires the continuous monitoring and judgment of medical science, and health becomes a defining characteristic of responsible selfhood and citizenship.

In a risk culture, all manner of experts encourage individuals to assume personal responsibility for their health by subjecting themselves to assorted mechanisms of external and self-surveillance, which I explore at length. Race, class, and gender inequalities recede from visibility, and individuals are held accountable for outcomes well beyond their control. At the same time, as science is increasingly understood to be able to illuminate the path toward optimal living, the pace and uncertain effects of technological progress produce anxiety, and appreciation grows for anything perceived to be “natural.” In such forms as organic foods, herbal medicine, and recycled products, nature takes on an aura of practical and moral authority. Long assumed to play a crucial role in both family and national vitality, mothers in a risk culture are assigned the onus of ensuring babies’ and children’s health. In conversations about motherhood, breastfeeding is coded as safe, natural, healthy, and responsible.

Chapter 4 examines how the representation and practice of infant feeding are shaped by social expectations of mothers. Here I describe what I define as an ideology of total motherhood that requires mothers to devote themselves wholly to reducing risks to their children. Before they even try to become pregnant and throughout the lives of their children, women are counseled to guard against all imaginable threats to their real or anticipated offspring. They are told by multiple authorities to monitor their bodies in order to optimize conception, pregnancy, and childbirth, and they are advised that no risk to a child is too small to eliminate and no cost is too high to bear in the effort. As girls grow into women, their bodies are increasingly conceptualized as future wombs that must be managed to create a low-risk environment for the inevitable fetus. Diet, sleep, work, thought, leisure behavior: virtually every dimension of women’s lives is framed in terms of how it might affect their babies’ health and well-being. Once a woman becomes pregnant, the fetus is cast in various discourses as a separate person. It becomes a distinct human entity that has needs and rights that are in direct conflict with, and take precedence over, the wants and desires of the mother, who is to remain devoted to reducing all risks to her fetus. “Natural” mothers eschew the trappings of modern life, including pain relief during childbirth and disposable diapers, that might make their lives easier but that they believe could put their children at risk for anything from delayed development to diaper rash. Pregnancy guides eventually give way to baby and toddler manuals and a voluminous library of child-raising advice that assumes mothers will subjugate their own needs, often cast as desires, to those of their children. Breastfeeding is integral to total motherhood. Advised that it reduces risks to babies’ physical, emotional, social, and cognitive well-being, mothers are expected to undertake any sacrifice necessary to breastfeed. They are to track what they eat, reduce stress, suppress emotional needs, and restructure employment to accommodate breastfeeding. No matter how high the cost to the mother or how marginal the risk to the baby, breastfeeding is imperative in a risk culture committed to total motherhood.

Chapter 5 brackets the question of whether research has sufficiently demonstrated the advantages of breastfeeding in order to ask whether, even if proven, such benefits would be strong enough to justify the rhetoric of contemporary advocacy. Here I analyze as a case study the National Breastfeeding Awareness Campaign (NBAC), sponsored in 2004–2006 by the U.S. Department of Health and Human Services, and I argue that the campaign distorted both the putative risks of bottle feeding, such as increased GI infections, and the costs or trade-offs of breastfeeding. “You’d never take risks before your baby is born. Why start after?” asked televised public service announcements over images of pregnant women logrolling and riding a mechanical bull. The campaign, and particularly its fear-based approach, exploited the dynamics of a culture consumed by risk and total motherhood. Based on weak and inconsistent research, it capitalized on the public’s misunderstanding of risk and risk assessment by portraying infant nutrition as a matter of safety versus danger and then creating misleading analogies. In telling mothers that not breastfeeding put their babies in danger, it misrepresented statistics. It manipulated deep-seated common assumptions about the responsibility of mothers to protect their babies and children from harm, and it offered little to redress the psychological, socioeconomic, and political concerns of women themselves. Crucially, it ignored the risks and trade-offs of breastfeeding itself, costs that are overwhelmingly shouldered by mothers. In most infant-feeding research, and in all the research cited by the NBAC, the putative benefits of breastfeeding for babies are calculated against the potential costs of formula feeding for babies, not the costs of breastfeeding for women who, as mothers, are presumed not to have needs that might diverge from those of their babies. A nexus of flawed medical research, fears about and misapprehension of health risks, and an ideology of maternal responsibility, the NBAC revealed breastfeeding as a microcosm of total motherhood in a neoliberal risk culture.

In the conclusion, I situate breastfeeding in the context of debates about other contemporary health risks. In particular, I explore the ongoing campaign against America’s “obesity epidemic” as another example of the limits of epidemiology, neoliberalism, and framing health behavior as risky. As numerous scholars have demonstrated, the fact that obesity is correlated with poor health outcomes does not provide evidence that extra weight—adiposity, or the fat itself—causes sickness or, by extension, that losing weight reduces many of these health risks. Yet the admonition to be thin, like the injunction to breastfeed, has become a guiding principle for those who seek to be healthy, responsible citizens. The obsessions with thinness and breastfeeding stem from a glut of health information that reflects a misunderstanding and misuse of the concept of statistical significance in both science and the popular media. As moral agendas, they reveal a certain blindness to how what is labeled “healthy” reflects social privilege, and they give rise to fearmongering and hyperbole, or what one lactation scientist who advocates breastfeeding nonetheless calls a “netherworld of drivel created by advertising and political posturing.”51 Research is far from demonstrating that, in the words of one academic advocate, “adequate consumption of human milk as an infant is a powerful guarantor of health and long life.”52 In truth, no such guarantee exists, and examining the false elixirs that all societies create reveals a great deal about their values. As Diane Eyer wrote about early theories of maternal-infant bonding that were widely accepted but eventually rejected:

For researchers in the social sciences, it is a matter of self-defense to understand how seemingly carefully constructed research findings can be distorted and why. For clinicians it is important to understand the implications of basing practice on research findings. And for parents and potential parents, it is important to sort out what is fact and what is fiction in the advice they receive on childbirth and child rearing.53


2
The Science
Does Breastfeeding Make Smarter,
Happier, and Healthier Babies?

AT THE CORE of the “breast is best” message is the notion that breast-feeding—the substantive properties of breast milk, the interaction between breastfeeding mother and baby, or some combination of the two—is medically superior to bottle feeding for babies. That is, breastfed babies are physically, cognitively, and emotionally healthier than their bottle-fed counterparts, and their relative well-being can be attributed to one or various dimensions of the breastfeeding process. There is broad disagreement on the extent to which employers and public institutions should make accommodations for breastfeeding, and scientists have not established any consensus on the long-term health effects of breastfeeding for women who lactate. But few in either the medical community or the public, including critics of the rhetorical and political tactics of some more ardent activists, question the biological “fact” that, as the American Academy of Pediatrics (AAP) has argued since 1997, “human milk is uniquely superior for infant feeding.”1 Yet the evidence for breastfeeding’s health benefits is far more equivocal than the AAP implies. Indeed, an analysis of the epidemiological research on breastfeeding—how studies are designed, carried out, interpreted, and communicated among scientists and between medical professionals and the public—indicates that while breastfed babies, on average, do appear to be slightly healthier, the science does not demonstrate compellingly that breast milk or breastfeeding is responsible.

Although scientists have recently begun to examine the biological consequences of breastfeeding for women, breastfeeding research has focused overwhelmingly on its potential effects on babies, the consumers of breast milk. In these studies, scientists have looked at the association between different modes of infant feeding and various physical, mental, social, and emotional health outcomes. These include asthma and allergy, bed-wetting, various childhood cancers, cardiovascular disease, celiac disease, child abuse, diabetes, diarrhea, eczema, growth pains, leukemia, necrotizing enterocolitis, inflammatory bowel disease, intelligence, mother-infant bonding, obesity, otitis media, postneonatal death, preterm infant health, respiratory infection, sleep-related breathing disorders, social mobility, stereoacuity, stress, sudden infant death syndrome (SIDS), and urinary tract infection. PubMed, a database of medical research maintained by the National Library of Medicine, indicates that 1,155 articles with “breastfeeding” or “breast-feeding” in the title or abstract were published in 2009 alone. The scientific literature is voluminous, and I do not intend that this chapter be a comprehensive review.

Rather, I concentrate on the health outcomes for babies that have generated the most attention in scientific journals with relatively high “impact factors,” or rates of citation. I also incorporate the evidence cited by the National Breastfeeding Awareness Campaign (NBAC), sponsored by the U.S. Department of Health and Human Services between 2004 and 2006, and articles in journals determined to contain “the best evidence relating to clinical pediatric practice.”2 I do not include material from journals devoted specifically to breastfeeding, including Breastfeeding Medicine, International Breastfeeding Journal, and the Journal of Human Lactation. All these are peer reviewed and have editorial boards composed of research scientists, but their editorial policies make clear that each journal’s mission is to promote breastfeeding.3 I offer a plausible rival explanation for breastfeeding’s benefits: that behavior associated with breastfeeding, not breastfeeding per se, explains any relationship between breastfeeding and better health. I argue that methodological and interpretive problems are pervasive at every step of the research process, from the design of the studies to the communication of their results; that as is often said, correlation does not equal causation; and that except in the case of gastrointestinal infections, the biological mechanisms by which breastfeeding promotes better health have not been demonstrated. In short, I contend that the unfounded certainty about breastfeeding’s benefits in both scientific and popular culture is rooted in the discourse of breastfeeding research.

Observational Research

The success of epidemiological studies depends not on their ability to explain how diseases are acquired and controlled, ostensibly the mission of epidemiology, but on their establishment of a statistical relationship between a variable or a set of variables, such as obesity or the consumption of dark chocolate, and a particular outcome, such as heart disease or high blood pressure. Variables linked with disease, such as high cholesterol or residency in a highly polluted area, are termed “risk factors.” In the past decade, epidemiological research has been “going through a soul-searching period” during which critics have argued that this approach conceals more than it reveals.4 Epidemiologists, they contend, search for antecedents to disease at the individual level based on the dubious assumption that these factors “can be linked to outcomes without necessity for intervening factors.”5 They strive to be parsimonious, or to arrive at the simplest explanations, but in their effort they often obscure both what precedes putative risk factors, such as genetics, and the mediators linking these factors with disease, such as behavior. While correlations are provocative, they reveal little about process, such as why fat tissue is detrimental to the cardiovascular system or why the flavonoids in dark chocolate reduce blood pressure. The explanation for the associations, in other words, “resides in linkages along a causal chain whose detection is hindered by the very structure” of risk factor epidemiology.6 Epidemiology, therefore,

is never able to establish “causation” in either direction. All that it can show is “association,” a much-misunderstood term. . . . When all goes well in an epidemiological study, one finds an association between two things. No more, no less. And that’s true even of the best of studies, those that are methodologically rigorous and carefully constructed.7

But in a research domain that emphasizes measurability over analysis at the same time that it purports to explain how diseases proliferate, what results is a “continual confusion of observational associations with causality” in which researchers employ “more and more advanced technology to study more and more trivial issues.”8

Infant-feeding research also is limited by its reliance on “observational” methods. Because the medical community largely assumes that breast-feeding is medically superior to formula feeding, researchers consider that it would be unethical to construct randomized controlled trials (RCT) in which babies were randomly assigned to either breast or bottle. Instead, they systematically observe people who have chosen, for their own reasons, to breastfeed or bottle-feed. The results of observational investigations are often at odds with one another, and the ability to replicate such studies is much lower than for RCTs.9 One powerful reason for this is that observational research frequently fails to adequately weigh crucial confounding variables, unexamined factors in a study that plausibly could explain differences in outcome. Confounding makes it difficult to isolate the protective powers of breast milk itself, or to rule out the possibility that something associated with breastfeeding is responsible for the benefits attributed to milk. Hypothetically, if most mothers who breastfeed also eat low-carbohydrate diets or exercise five times a week, it would be difficult to determine whether the different health outcomes in breastfed babies stemmed from breastfeeding or from the nutrition or exercise associated with breastfeeding. As the number of years between breastfeeding and the measured health outcome grows, so too does the list of potentially influential factors, which means that the challenge of isolating cause and effect is magnified when trying to evaluate long-term benefits. While consideration of confounding is always a challenge in observational research, it is of “paramount importance” when correlations are not strong or when causal pathways “involve not just biological but also behavioral steps that need to be understood and measured to demonstrate a logical sequence between intervention and outcome.”10

Research on siblings is one way to reduce the confounding that results when preexisting dissimilarities between people in control and experimental groups can explain distinct outcomes. A recent sibling study that examined breastfeeding and bottle feeding reported that “nearly all of the correlations found in the between-family model become statistically insignificant in the within-family model.” The one exception, a positive correlation between breastfeeding and cognitive ability, is itself ambiguous, as the authors acknowledge, “because of unobserved factors that lead a mother to feed two infants differently.”11 For example, does a breastfed child have a higher IQ than her bottle-fed brother because her mother had the time and energy to breastfeed, and perhaps to consistently engage with, only her daughter? Two additional sibling studies reached contradictory conclusions about breastfeeding’s impact on obesity but agreed that within-family investigations have not controlled for “why a mother chooses to breast-feed one sibling and not another” or why she might breast-feed one child longer than another.12 Said differently, breastfeeding cannot be clearly distinguished from the decision to breastfeed; the choice to initiate and continue breastfeeding might signal a variety of health-promoting behaviors on the part of the child’s caretakers, and the decision to breastfeed could represent an approach to child care that is far more important than breastfeeding itself. When behavior that is associated with breastfeeding has the potential to explain much of the statistical advantage attributed to breast milk, the scientific claim that breastfeeding confers health benefits, or that not breastfeeding increases risk, is precarious.

The Evidence

Does breastfeeding reduce later obesity, defined by many scientists and health professionals as one of the most pressing public health problems facing the United States today? To date, the evidence is not compelling. Multiple studies have addressed the effects of different modes of infant feeding on various indicators, including weight gain in the first week of life and infancy (and the impact of this initial weight gain on later weight), trajectories of body fat and body mass index (BMI) throughout childhood and the life course, and overweight and obesity in young children, adolescents, siblings, African American and Latino youth, and low-income children. These studies reveal the problems that characterize most breast-feeding research. They inconsistently measure the amount, duration, and exclusivity of breastfeeding; depending on the study, a baby can have been “breastfed” if it received only breast milk, some milk, or mostly milk for a few days, weeks, a month, or several months. They rely on mothers to recall information about infant-feeding practices that took place long before the studies are conducted. One investigation even asked mothers of adult daughters to recall their breastfeeding protocols from as long as forty years earlier.13 Some studies find no benefit from breastfeeding,14 and the strong majority of those that do find an association between breastfeeding and reduced overweight and obesity offer some form of qualification: that any inverse relationship between breastfeeding and overweight is small, that it disappears in regression analysis, and/or that the relationship could be explained by unexamined confounding variables.15 Literature reviews,16 meta-analyses,17 and commentaries18 echo the conclusion that breastfeeding’s protective effect for obesity is small and/or inconclusive. “Mean BMI is lower among breastfed subjects,” concludes a meta-analysis in the American Journal of Clinical Nutrition. “However, the difference is small and is likely to be strongly influenced by publication bias and confounding factors. Promotion of breastfeeding . . . is not likely to reduce mean BMI.”19

Two articles published in the Journal of the American Medical Association (JAMA) in spring 2001 reveal the challenges of determining whether breastfeeding reduces the risk for obesity. One study finds “inconsistent associations among breastfeeding, its duration, and the risk of being overweight in young children,” while the other concludes that “infants who were fed breast milk more than infant formula, or who were breastfed for longer periods, had a lower risk of being overweight during older childhood and adolescence.”20 The first expressed concern that any association between breastfeeding and risk for obesity “may be confounded by unmeasured sociodemographic or intervening familial factors,” and in an effort to control for two such factors, diet and exercise, the second asked its adolescent subjects to complete a mail-in survey that included questions about eating habits, physical activity, and television viewing during the previous year.21 That the authors attempted to consider the impact of energy consumed and expended on body weight indicates their awareness that these might well obviate any protective effect of breastfeeding. Their data, however, are questionable. Researchers have argued that “no single problem has been more formidable to nutritional epidemiology than the measurement of dietary intakes” and that the difficulties are “notorious” because people are inclined to “‘fudge’ their answers” or “lie outright.”22 This might explain why a frequently cited study found that full-fat milk products, sweet desserts, butter, and breakfast cereals were consumed less frequently by overweight children. The authors suggest that this surprising association “reflects avoidance of these products by children who are overweight,”23 although it is at least equally plausible that respondents did not answer the questionnaires truthfully. Additional studies have found that self-reports of diet and activity are poor indicators of actual BMI and that parents’ and teens’ reports of weight perception are weak indices of adolescent obesity.24 Diet and exercise are sensitive subjects for most Americans, and the ability of preteens and teenagers wrestling with their body image to provide unbiased information is perhaps even more doubtful. Given the cultural and generational pressures to be thin, the overweight subjects might have been more likely to overstate exercise and underreport caloric intake, which would skew relationships with some other variable, such as breastfeeding. Conclusions based on these accounts should therefore be drawn cautiously.

In the discussion section of the second JAMA article, furthermore, the authors acknowledge that “residual and unmeasured confounding are always of concern in an observational study where the subjects choose the level of exposure and not all covariates are measured with optimal precision.”25 The data they provide, in fact, support another explanation: that parental behavior explains the apparent weight differences between breastfed and bottle-fed children. According to this interpretation, mothers who choose to breastfeed for its purported health advantages might also have both the desire and the means to promote a healthy lifestyle, which would include a balanced diet and physical exercise. If heavier adolescents, who in this study were more likely to have been bottle-fed, were not encouraged to eat well and be active, the lower incidence of obesity among breastfed children would have less to do with breast milk than with mothers and/or fathers who promote healthy living. Epidemiological studies have failed to rule out the possibility that caretaker behavior associated with breastfeeding explains any correlation between breastfeeding and reduced overweight and obesity. Because the self-reports are unreliable, and because the authors did not eliminate the potentially salient behaviors associated with breastfeeding, the lower incidence of obesity among breastfed children and adolescents cannot be convincingly attributed to breastfeeding.26

Does breastfeeding make babies smarter? Some studies, meta-analyses, and reviews have found breastfeeding to be associated with increased cognitive development and higher IQ.27 As in obesity research, these investigations are methodologically problematic, as they define “breastfeeding” differently, employ different outcome measures, and generally find that the advantages associated with breastfeeding are small and could be explained by confounding variables, such as maternal IQ and/or behavior.28 Critics routinely point to a “lengthy and probably impossible to complete” list of potentially confounding variables, including “the possibility that mothers who breastfeed may also promote academic success in other ways.”29 In a JAMA article finding “a significant positive association between duration of breastfeeding and intelligence,” the authors acknowledge that “behavior predicts behavior, and even within each different social class and educational level, it may be that mothers who spend more time breastfeeding during the first year of life also spend more time later interacting with the child.”30 If this were the case, any increase in intelligence among breastfed babies would be attributable not to breast milk but to behavior linked with breastfeeding, and bottle-fed children with caretakers who were able to invest more time with them would be equally likely to have higher scores on intelligence tests. A study that controlled for maternal IQ and parenting skills found that “the observed advantage of breastfeeding on IQ is related to genetic and socioenvironmental factors rather than to the nutritional benefits of breastfeeding on neurodevelopment.”31 Other studies that controlled for maternal verbal abilities, IQ, and education produced similar results.32 Two separate review articles argued that most of the existing investigations failed to satisfy basic methodological standards, including implementing appropriate controls. One, published in the AAP’s journal Pediatrics, concluded that “no convincing evidence exists regarding the comparative effects of breastfeeding and artificial feeding on intelligence.”33

Does breastfeeding protect against various ear infections, or otitis media? Here again, the results have been mixed.34 The more tightly these studies controlled for confounding variables, such as the number of other children to whom the study subject was exposed, the less significant breastfeeding became and the more plausible the salience of healthy behaviors practiced by the caretakers of breastfed babies was as an explanation for the residual benefit. In a review of outcomes associated with breastfeeding, the Agency for Healthcare Research and Quality in the U.S. Department of Health and Human Services confirmed a relationship between breastfeeding and reduced infection but also explicitly stated that causality could not be inferred from observational studies that did not control for “behavioral factors intrinsic in the desire to breastfeed.”35 The Clinical Practice Guideline for Diagnosis and Management of Acute Otitis Media (AOM), issued by the AAP and the American Academy of Family Physicians, mentioned breastfeeding only once, saying that “the implementation of breastfeeding for at least the first 6 months also seems to be helpful against the development of early episodes of AOM.”36 To support this recommendation, it cited only two publications. One was a review stating that “if breast-feeding reduces [otitis media] incidence and prevalence, several alternative explanations exist for its benefit.” The other was a study concluding that “the protective effect of breast milk is, at best, limited.”37

Attendance at a day care facility is the environmental variable most consistently associated with a higher incidence of otitis media. The authors of the preceding study state that “a strong positive relationship [exists] between the occurrence of otitis media and the number of other children to whom an infant is habitually exposed, whether in day care or at home,” and “what appears to matter most is not where but how many.”38 Ear infections are secondary and not contagious; they most often result when the eustachian tube becomes swollen from a cold or respiratory illness, thereby trapping fluid in the middle ear and creating painful pressure on the eardrum. More contact with other children means increased susceptibility to colds and respiratory infections, the precursors to ear infection, so parents who limit their babies’ exposure to other people—in grocery stores, shopping malls, and the like—might also be reducing their vulnerability to ear infection. The same is true for parents who closely monitor the behavior of people who spend time with their babies, those who require, for example, frequent hand washing and other hygienic practices unrelated to feeding method.

Does breastfeeding protect against diabetes? At least two review articles argue that studies of insulin-dependent diabetes have neglected confounding factors, produced “little firm evidence of the significance of nutritional factors in the etiology of type 1 diabetes,” and appear to be vulnerable to bias.39 Confounding is a particularly entrenched problem in research on non-insulin-dependent (type 2) diabetes. One frequently cited investigation that found exclusive breastfeeding for the first two months of life to be linked to a significantly lower rate of type 2 diabetes failed to point out that the decision to bottle-feed also was correlated with less exercise and more central obesity, both independent risk factors for the disease.40 Other studies measured outcomes in teenagers and adults with little to no attention to behavior or events that take place after breastfeeding.41

Does breastfeeding protect against asthma and respiratory infections? The science on infant feeding and asthma has produced widely varying results. Although some research indicates that breastfeeding reduces risk for asthma,42 several studies found that breastfeeding increased the risk.43 The evidence is especially at odds regarding the type of asthma (atopic or nonatopic), the duration of either the protective or harmful effect, and the identification of which babies and children stand to benefit or suffer.44 Studies of respiratory infections variably measure the effects of siblings and child care and often contradict each other on the precise outcomes (e.g., lower- or upper-respiratory tract infections), beneficiaries (e.g., girls or boys), and duration of breastfeeding’s advantages.45 Although many studies have found breastfeeding to be associated with fewer infections,46 they are subject to the same methodological limitations and biases as are investigations of infant feeding and ear infections. Some research, including a relatively carefully controlled study that inspired widespread praise from breastfeeding researchers, has found no significant reduction in respiratory tract infections in babies more likely to have breastfed longer and more exclusively.47 A review that specifically examined environmental and demographic risk factors for respiratory syncytial virus (RSV), the most common cause of lower respiratory tract infections in infants and children, found that breastfeeding did not in itself appear to decrease the risk of infection. In fact, the author suggested that if studies linking breastfeeding with a lower incidence of respiratory disease applied rigorous methodological standards, including systematic multivariate analyses, breastfeeding itself would likely not be a protective factor, a conclusion that echoed earlier research.48

Parental behavior is the most significant confounder for which infant-feeding studies have failed to account. As one study notes, differences in behavior and interactions with babies in mothers with different feeding practices “are extremely difficult to measure and virtually impossible to control for in observational studies,”49 and this is especially true when the period between exposure (type, initiation, exclusivity, and duration of bottle feeding or breastfeeding) and outcome (such as obesity or IQ) is lengthy. Moreover, while multiple studies indicate that women with higher educational attainment and income are more likely to breastfeed,50 controlling for education and income does not eliminate health behavior as a confounder. One study found that women who breastfed were, as a group, more likely to be of higher socioeconomic status and to expose their babies to less group day care. It also found that women of higher socioeconomic status were, as a group, more likely to have their babies in group day care earlier and for more hours per week.51 This study makes clear that breastfeeding mothers behave differently in at least one way that has a direct effect on babies’ health: their use of group child care, which suggests that other actions are worth examining.

For example, the decision by less-educated, lower-income women to breastfeed might well signal both a commitment and the resources to behave in ways more commonly associated with higher education and income, healthy habits directly correlated with breastfeeding but with effects independent of breastfeeding per se. In one study that controlled for maternal education, the authors concluded that “in addition to having more illnesses, formula-fed infants cost the health care system money,” around $400 per baby, and that increased costs were associated not with differences in educational attainment but with formula.52 Yet in another study, low-income women who chose to breastfeed were more than twice as likely as their formula-feeding counterparts to cite its benefits to their babies’ physical and psychological development as having contributed to their feeding decision; they were more than five times more likely to say it mattered “a lot.”53 A reasonable hypothesis is that women who breast-feed because of its ostensible health advantages, regardless of their income or education level, are more likely than women who choose formula to promote healthy living in other ways. The cost savings associated with breastfeeding then would not be explained by breastfeeding but by health routines more commonly practiced among breastfeeding mothers that cannot be reliably measured by controlling for socioeconomic variables. Until epidemiological research evaluates this possibility, health behavior remains a plausible explanation for most of the benefits attributed to breastfeeding.

PROBIT

The Promotion of Breastfeeding Intervention Trial (PROBIT) was, among other things, designed to address the problem of selection bias. Thirty-one urban and rural maternity hospitals and polytechnic clinics in the Republic of Belarus54 were randomly assigned to participate in either an experimental program, in which health care workers assisted women with initiating and maintaining breastfeeding and lactation and provided postnatal breastfeeding support, or a control program that continued existing breastfeeding practices and policies. From October 1996 through December 1997, more than 17,000 mother-infant pairs were then randomly assigned to the two programs. The study compared the prevalence of any breastfeeding at three, six, nine, and twelve months and of exclusive or predominant breastfeeding at three and six months. It also compared the annual incidence of gastrointestinal (GI) and respiratory infection, otitis media, and atopic eczema. To reduce selection bias, or to neutralize differences that might have existed between mothers who chose to breast-feed or formula-feed, the study restricted participation to those mothers who had expressed an intention to breastfeed when they were admitted to the postpartum ward. The authors reasoned that if the intervention group, which received enhanced lactation support, had longer and/or more exclusive breastfeeding rates and better health outcomes, a protective effect could be attributed to breastfeeding with more certainty. In a 2001 JAMA editorial that preceded the published results, Ruth Lawrence, the author of the widely used Breastfeeding: A Guide for the Medical Profession and one of the best-known breastfeeding advocates in the medical community, called PROBIT “masterful.”55

The study found that the mothers in the intervention group breastfed longer and more exclusively than did the mothers in the control group. At three months, 60 percent of mothers in the control group and 73 percent in the experimental group continued to breastfeed. Seven times as many mothers in the intervention group were breastfeeding exclusively at three and six months. The study also found that 13.2 percent of babies in the control group but only 9.1 percent in the intervention group contracted one or more GI infections in the first year, a clinically significant relative risk reduction of 40 percent. It also determined that the intervention reduced the risk of eczema in the first year of life, although data classification problems caused the authors to warn that this result “should be interpreted with caution.”56 Conversely, reductions in risk for various respiratory tract infections were not statistically significant, as babies in both groups had roughly the same incidence of upper respiratory tract infection, otitis media, croup, wheezing, and pneumonia. PROBIT II, representing 81.5 percent of the children originally randomized and tracked, compared the children in the two groups at 6.5 years of age. It found that longer and more exclusive breastfeeding had no protective effect on allergy and asthma;57 that it did not reduce adiposity or blood pressure or affect height and weight;58 that it had no effect on dental caries (tooth decay); and that it neither reduced nor improved emotional difficulties, hyperactivity, or conduct or peer problems.59 The intervention group, however, did have higher mean scores on all measures of intelligence, and the study concluded that “prolonged and exclusive breastfeeding improves children’s cognitive development.”60

PROBIT publications consistently and accurately describe the study as “the largest randomized trial ever conducted in the area of human lactation.” But PROBIT randomly assigned mother-infant pairs to breastfeeding support, not to breastfeeding itself, and therefore did not eliminate the problem of confounding. By restricting participation to mothers who were committed to initiating breastfeeding, the study was able to eliminate the choice to breastfeed as a confounder. It did not, however, similarly exclude the decision to breastfeed for a longer period of time or without supplementation. PROBIT did not address whether or how preexisting differences between mothers who breastfeed longer and more exclusively, on one hand, and those who initiate breastfeeding but eventually do not continue or do so only partially, on the other hand, reflect differences in overall health behavior that themselves contribute to better outcomes.

Having been told by obstetricians, pediatricians, the media, and advice books that breast is best, for example, large numbers of women in the United States commit to breastfeeding. But many ultimately find the physical, emotional, and time demands of nursing overwhelming, and they then abandon or reduce breastfeeding earlier than they originally intended.61 Evidence from the Centers for Disease Control and Prevention (CDC) indicates that 25 percent of babies who were breastfed were supplemented with formula within two days of birth and that almost 40 percent of breastfed babies were also receiving formula at three months.62 Among the roughly 10 percent of mothers who remain committed to exclusive breastfeeding for six months, the period recommended by the CDC and AAP, are no doubt those whose feeding experiences, on balance, have been positive. But likely among these women committed to breastfeeding are those, too, who for various reasons are more able to tolerate the challenges of breastfeeding for the putative health benefits it provides. These mothers, along with their partners, might be exceptionally devoted to hygiene, high levels of interaction, and other behaviors that could have positive health effects. They might have resources, such as money or extensive support networks, that enable them to ensure that their babies are provided care by people with similar priorities. As most breastfeeding advocates argue, if duration and exclusivity are more important than intention and initiation in health outcomes, they might also reveal more about the lengths to which different mothers are able to go to optimize their children’s health. Behavioral differences, in other words, might be associated not simply with the choice to breastfeed but with the decision to breastfeed longer and more exclusively as well.

That the duration and exclusivity of breastfeeding were enhanced in the PROBIT intervention group indicates a plausible association between intensive breastfeeding support and extended and full breastfeeding. But the finding that babies in the intervention group had a lower incidence of GI infections and improved cognitive development cannot be reliably attributed to breastfeeding because mothers who breastfeed longest and exclusively might also be more likely to adopt other significant health-promoting routines. Nonetheless, in the case of GI infection, the overall evidence for breastfeeding’s protective effect is strong, consistent, and plausible. Moreover, and crucially, the biological mechanism that offers such protection can be observed. Breast milk is packed with antimicrobial proteins, specifically secretory IgA and lactoferrin, which act as protective agents in the gut.63 A breastfed baby ingests these antibodies, which line the stomach and combat the various bacteria in the GI tract. This process suggests that reduced rates of GI illness among breastfed babies in both developed and developing countries result at least partially from the ingestion of antimicrobial properties in mothers’ milk.64 It does not disprove the hypothesis that parental behavior contributes to fewer infections, but it does indicate that breastfeeding has independent benefits. Therefore, a sound medical case can be made that breastfeeding reduces the risk for GI infection, and PROBIT confirms this effect.65

Research on breastfeeding’s impact on intelligence, however, has produced widely varying results, and hypotheses about breastfeeding’s biological impact on cognitive development have not been rigorously demonstrated.66 Furthermore, if mothers who breastfeed longer and more exclusively also promote intellectual development in other ways—they and other caretakers read, speak, and engage more with their children and encourage cognitively stimulating activities—the effect of breastfeeding itself will be difficult to isolate.

Communicating Breastfeeding Research: Medical Journals

Infant-feeding studies are problematically designed and executed, but scientists also communicate with one another in ways likely to minimize the significance of methodological shortcomings and exaggerate breastfeeding’s protective powers. Scientists and physicians, for example, often lack the time and/or training to read and evaluate original research. One study examining the electronic version of the British Medical Journal found that narrative reviews and editorials were accessed far more frequently than were original research articles or systematic reviews in the first week after their publication. This result, the authors write, “may disappoint those who believe that it is important for readers to critically appraise the primary research data.”67 Another study found that review articles published in “throwaway journals”—those without original research, not published by medical societies, high in advertising, and provided free of charge—were judged by physicians to be more relevant and more likely to be read than those in peer-reviewed journals.68 Internal medicine residents in one investigation expressed low confidence in their ability to evaluate research, a concern that was validated when they scored an average of eight out of twenty, or 40 percent, on a biostatistical survey. Nearly one-third of the participants indicated that they had never received biostatistical training during their medical education. A greater number of senior residents performed worse than junior residents, suggesting that time away from medical school lowered statistical competence. Doctors’ failure to evaluate study data critically, the authors warn, could lead to misguided advice to patients and “erroneous applications of clinical research.”69

The standard format of articles in medical journals also interferes with the careful evaluation of research. Published studies are divided into four sections: the background, which usually explains a gap in the scientific literature, followed by an explanation of the methods employed, the results, and a discussion of the conclusion. An abstract briefly outlining the main points of each section generally appears on the first page, either alongside or before the beginning of the article. Research on the reading habits of physicians and scientists suggests that abstracts are read far more regularly than original articles. According to one study, internists read abstracts twice as often as full articles. Respondents, whom the authors contended had underestimated their reliance on abstracts, also expressed the need for accessible clinical summaries and the expectation that journal editors would ensure methodological rigor and quality.70 Other doctors, including pediatricians, have been found to have similar reading habits.71

It is not unusual, moreover, for an abstract to contain information inconsistent with the article itself. An investigation of six major general medical journals, for example, found that from 18 to 68 percent of the abstracts contained data that were irreconcilable with or were not mentioned in the article itself.72 The author of a study on carcinogens in breast milk later indicated that he had made a mistake in the abstract, an error that probably overestimated an already dubious attribution of deaths from formula feeding by about 65 percent.73 The abstract of a study finding breastfeeding to be associated with reduced overweight concluded: “Prolonged breastfeeding is associated with a reduced risk of overweight among non-Hispanic white children. Breastfeeding longer than 6 months provides health benefits to children well beyond the period of breastfeeding.”74 The first statement accurately represents the research presented in the article; the second is unwarranted and reflects the conflation of observational associations with causality against which thoughtful epidemiological researchers have cautioned.

Even readers well trained in statistical methods who read only abstracts will be unable to assess the methods used, which in breastfeeding research are often disputable, and will also miss the discussion, which usually addresses the confounding variables and the study’s attempts to eliminate them. In the case of breastfeeding, the discussion is where the behavioral factors so difficult to rule out are often mentioned, and a failure to read this section can lead to a misunderstanding of the results. For example, in the JAMA study finding a connection between breastfeeding and cognitive development, the authors state clearly in the discussion that the association of certain types of parental behavior with breastfeeding and their impact on intelligence “is an open question.” Nonetheless, the abstract’s conclusion states the following: “Independent of a wide range of possible confounding factors, a significant positive association between duration of breastfeeding and intelligence was observed.”75 The conclusion is technically accurate, but it is meaningful only in the context of the discussion, which many readers are unlikely to examine. That confounding is a problem in infant feeding research is an open secret; most studies concede the uncertainty created by unmeasured variables. But this acknowledgment rarely makes its way into conclusions or abstracts, which is where most readers get their information.

The wording of both the titles and the texts of articles can be misleading as well. An editorial accompanying the two conflicting investigations regarding childhood overweight was entitled “Breastfeeding May Help Prevent Childhood Overweight,” even though one of the studies concluded that the “duration of full breastfeeding does not appear to be predictive of or necessarily have preventative properties for overweight in early childhood, and encouraging breastfeeding for overweight prevention would not be as effective as moderating familial factors in preventing early childhood overweight.”76 Here the title of the editorial is technically correct but deceptive. Unless readers have read the two studies as well, they are likely to regard the protective effects of breastfeeding as greater than reported. In another example, the authors of a commentary on a study suggesting that breastfeeding might actually increase overweight77 argued that “the extent to which breast-feeding protects against obesity is not settled,” as if the question of whether breastfeeding were in fact protective had already been resolved. Their statement that “the best evidence to date does show a reduction in risk” was not supported by a footnote, so it is unclear which research was “the best.”78 One study found “no statistically significant effect of predominately breastfeeding compared with predominately formula feeding on neurodevelopmental outcomes” but nonetheless concluded that “supporting parents to breastfeed preterm infants may maximize the potential advantages of early nutrition in neurodevelopmental outcomes of [very low birth weight] infants.”79 On the relationship between breastfeeding and higher intelligence, an editorial accompanying one study pointed out that “despite the difficulties in establishing a causal relation between breastfeeding and improved cognition,” researchers should use even information they are skeptical about “as an important additional advocacy tool.”80 As Jules Law, a rare critic of breastfeeding science, writes, all too often negative or inconclusive studies recommend breastfeeding “on the grounds that its virtues are already established in any case.”81

When researchers consistently eliminate the explanatory power of potentially significant variables, including behavior, through inadequate controls, faulty conclusions become operating assumptions. Once a variable has been correlated with a positive health outcome, a discourse develops that encourages further investigation of its protective powers. Since the early 1980s, when the AAP first officially weighed in on the relative benefits of breastfeeding, infant-feeding research has been divided into roughly three periods. Between 1982, when the AAP suggested that “subtle, builtin” differences between breast and formula-feeding mothers made “interpretation of cause and effect . . . extremely difficult,”82 and December 1997, when it claimed without qualification that “human milk is uniquely superior for infant feeding,”83 the National Library of Medicine database indicates that a yearly average of 192 studies were published with “breast-feeding” or “breast-feeding” in the title. Between January 1998 and January 2005, just before the AAP’s next policy statement, the yearly average rose to 297, or a 50 percent increase in seven years. From February 2005, when the AAP reiterated its support for breastfeeding, through December 2008, the average was 420 articles, an additional 40 percent increase in just under four years.84

To navigate this increasingly vast and labyrinthine terrain of research, scientists and physicians rely on conventional wisdom, and the more they do so, the more conventional the wisdom becomes. Trained in and habituated to risk-factor research and accustomed to news of breastfeeding’s powers, they reproduce and have little reason to doubt positive findings. Routine controls, however inadequate, are accepted as valid, and repeated correlations are presumed to represent further evidence of a causal relationship between breastfeeding and good health. The evolution of conventional wisdom about breastfeeding exemplifies what economists call “informational cascades,” a process of information-diffusion in which an individual accepts the judgment of another person or a critical mass of others largely because the costs of making his or her own evaluation in regard to time, money, or intellectual energy, are too steep.85 In today’s risk culture, in which information develops quickly and exponentially, scientists and physicians face the practically insurmountable task of keeping abreast of current research. One study estimated that primary care physicians would need to consider 7,287 articles each month “to comprehensively and systematically update the primary care knowledge base.”86 Informational cascades and reliance on colleagues to evaluate information outside one’s narrow range of specialty are virtually inevitable. Indeed, in infant-feeding research, articles commonly open with references to the “well-known” advantages of breastfeeding, benefits that the authors assume to be compelling but have not verified and lack either the time or skills to do so. Unable to master the expansive literature on breastfeeding, individual researchers are likely to assume that breastfeeding is superior because so many others have already made that judgment.

The abstract conclusion of one investigation, for example, stated that “breastfeeding does not appear to prevent asthma, delay its onset, or reduce its severity. However, breastfeeding is still recommended for its many other benefits.”87 Another study that examined the impact of breastfeeding on the development of ear infections found that “the protective effect of breast milk is, at best, limited. Nonetheless, the findings may be viewed as further supporting the undisputed desirability of breast milk feeding.”88 Studies finding no association between breastfeeding and obesity argue strenuously that breastfeeding still has many benefits. “It cannot be too strongly emphasized that breastfeeding has numerous attributes that render it the preferred feeding choice for almost all infants,” emphasized a study finding no association between breastfeeding and obesity.89 A 2007 investigation concluded that while breastfeeding does not reduce obesity, it “promotes the health of the mother and child.”90 In a National Institutes of Health press release stating that breastfeeding had only a minor effect on reducing childhood over-weight, the director of the National Institute of Child Health and Human Development claimed that breastfeeding was nonetheless “extremely valuable for infants—boosting their immune systems and their mental abilities, and reducing their risk for infection.”91 And an editorial explaining why further research was needed on the association between breastfeeding and obesity observed that “for many other reasons, breast-feeding is the clear best choice for almost all mothers and infants. Thus it makes sense to add potential obesity prevention to the list of breast-feeding’s benefits.”92

Articles often begin with a statement about breastfeeding’s well-established benefits, and scientists frequently refer to its putative advantages, even though the outcomes on which consensus exists remain unclear. That breastfeeding helps prevent ear infections is assumed by those who judge that it has no impact on asthma, while its protective qualities against asthma are accepted by those who find no connection between breast-feeding and ear infections.93 That breastfeeding is superior is so widely assumed that studies now try to determine the risk factors for bottle feeding. That is, choosing not to breastfeed has now assumed the status of a disease for which certain mothers are “at risk.”94 “The irony,” writes risk scholar Cass Sunstein about cascades and fear, “is that if most people are following others, then little information is provided by the fact that some or many seem to share a certain fear. Most are responding to the signals provided by others, unaware that those others are doing exactly the same thing.”95 In the meantime, the concern the AAP expressed in its 1982 statement, that differences between breastfeeding and formula-feeding mothers might explain divergent outcomes, has been neither systematically pursued nor resolved.

Communicating Breastfeeding Research: Popular Media

The media tend to present the results of breastfeeding research uncritically. As early as 1997, Lawrence Gartner, a pediatrician and the chair of the AAP working group on breastfeeding, was quoted in Newsweek as stating, “It’s hard to come out and say, ‘Your baby is going to be stupider or sicker if you don’t breastfeed.’ But that’s what the literature says.”96 Alan Lucas, one of the authors of a study associating breast milk with a lower incidence of heart disease, estimated to the Reuters News Agency that “hundreds of thousands of deaths in the western world could be prevented by breastfeeding” and that “more could be prevented if the uptake in breastfeeding was higher.” It was not clear how he had arrived at this number, but the story was featured prominently on the Yahoo!News page and was reported in major newspapers shortly after the study results were announced.97 In reporting the study, Dr. Emily Senay of CBS’s The Early Show called breastfeeding “the gift that keeps on giving even later into life” and added, “I could be here all day and pretty much talk about the benefits of breastfeeding.”98 She listed allergies, eczema, ear and other infections, and childhood cancers as conditions for which breastfed babies are at reduced risk and also said that breastfed babies had higher IQs.

Journalists share scientists’ tendency to highlight breastfeeding’s superiority, even when writing or talking about studies demonstrating no advantages to breastfeeding. A story reporting research showing no association between breastfeeding and obesity, published in the New York Times and the Washington Post and on ABC.com and CNN.com, opened by drawing attention to breastfeeding’s “many benefits.” “I’m the first to say breast-feeding is good,” even if it has no impact on obesity, emphasized Karin Michels of Harvard Medical School, the study’s lead investigator, while the story’s author stressed that the obesity finding “doesn’t take away the other benefits of breast-feeding, such as building immunity to disease.”99 Both the authors and the critics of a study linking breastfeeding to higher IQ lamented the media’s “fervent and dangerous response” and the “distressing and potentially harmful” conclusions drawn in the lay and medical press, which were reporting that breastfeeding made children smarter.100 In 2008, Yahoo!News ran a front-page story entitled “Breast-Feeding While on Seizure Medicine Doesn’t Harm Babies.” Although the study in question examined only the impact of anti-epilepsy drug treatment on children’s cognitive abilities, the headline suggested that the overall safety of breast-feeding while on this medication was no longer in question.101

Even under the best of circumstances, the phrasing that scientists use can be easily misconstrued. That breastfeeding has a “significant” relationship with a particular outcome, such as a reduced incidence of diabetes, is a statistical finding; it does not indicate that the relationship is causal or medically important. When breastfeeding “is associated with” fewer infections, it does not mean that breast milk prevents illness; nor does the assertion that breastfed babies tend to have higher IQs mean that breastfeeding increases intelligence. The statement that breastfeeding “is protective against” a disease, assuming a persuasive study, would mean that breast-fed babies have a reduced risk for getting sick, not that they are literally protected from contracting the illness. When science journalists present research conclusions without explaining either the empirical or the discursive context in which they were derived, the results are essentially incomprehensible to consumers. To be communicated effectively, research must be rendered “in terms which have meaning to those who are the subjects of study, as well as to those by whom or for whom the study was done.”102 Journalists, in other words, are not simply reporters but interpreters.

Much like it makes more sense to translate the French il fait froid to the English “it is cold,” rather than to a literal translation, such as “it makes cold,” so the translation of science for the public must be informed by an understanding of the “idiomatic” use of scientific language.103

Yet when scientists fail to use their own language correctly or to follow their own rules, consumers have little hope of receiving accurate information.104

How the media present research on breastfeeding reflects broader problems in science journalism. Few media outlets can sustain substantial science staffs. Even at major newspapers, such as the New York Times, a small number of science reporters are expected to cover “everything from anthropology to astrophysics to atherosclerosis.”105 At the same time, scientific research is becoming increasingly specialized, making it even more difficult for reporters to achieve competency in the areas about which they write. Although government policymakers and the public learn more about risks from the media than anywhere else, most health and science reporters have no formal training in the sciences or in interpreting health statistics. Those who do are often freelancers who are dependent on university and corporate assignments. The Boston Globe, considered to have one of the stronger weekly health/science sections, at one point employed a staff of eight, most of whom had humanities or other liberal arts degrees and none of whom had a science degree.106 In one study of television health reporters, only 5 percent had a degree in a science-related field, and only one-third were assigned exclusively to the health beat.107 With little expertise, medical reporters have to make sense of scientific language under deadline pressure and at the expense of attention to complexity and uncertainty. Editors worried about space or time frequently shorten reports and omit crucial information.108 According to science writer and journalism professor Jon Franklin, “editors ignorant of science tend to handle paragraphs they don’t understand by taking them out.”109

Research also demonstrates that medical journalists are more likely to allow certain subjects, such as doctors or scientists, to state hypotheses unopposed; that they rarely question methodology, a starting point for evaluating research; and that they tend to rely on syndicated news packages and media information produced by health centers, drug companies, and other vested-interest groups.110 One study found that press releases from prominent medical journals circulated to reporters “frequently presented data in exaggerated formats, and failed to highlight study limitations or conflicts of interest.”111 At the same time, more than half the broadcast journalists surveyed in a different investigation said they were most likely to cover a story if they had received press releases or some other form of public relations communication.112 High-profile media give substantial coverage to papers delivered at scientific meetings, half of which are never published or appear in low-impact journals. Presentations that receive front-page newspaper coverage are no more likely to be published than others.113 In a long critique of medical news, published in the New England Journal of Medicine, Timothy Johnson, medical editor at ABC News, advocated that medical journalists somehow be required to demonstrate competence in biostatistics and epidemiology. “If we think it is important to certify hairdressers and massage therapists, might not it be important to certify those who transmit medical news day in and day out?”114

At the same time, much of the public lacks the tools to understand general science and medical information. Standardized exams are imperfect measures of ability, but the evidence they do provide suggests that schools at all levels are not teaching students basic skills. In 2005, only 27 percent of fourth- and eighth-grade public school students performed at or above proficiency level on a national science exam; 35 percent of fourth graders and 29 percent of eighth graders were proficient or better in mathematics.115 In a study of science aptitude in more than three hundred first- and second-year university students, the average participant correctly answered fewer than half the questions, expressed a certainty bias in responses regarding truth status, conflated cause and correlation, and confused explanations of phenomena with the phenomena themselves. University students performed no better than high school students, yet they offered very positive assessments of their ability to read and understand scientific writing.116 Only small percentages of people understand the concept of a scientific study, the significance of experimentation and control groups, or the determination of probability.117 The 2003 National Assessment of Adult Literacy established four categories of health literacy (below basic, basic, intermediate, and proficient) and found that although more than half of Americans fall in the intermediate category, more than one-third have only basic or below basic health literacy. Moreover, much of the health information that people encounter requires proficiency skills that only 12 percent of Americans possess.118 People frequently misunderstand the purpose of medical tests. For example, millions of women who no longer have a cervix still undergo Papanicolau (PAP) smear screening.119 Research demonstrates that people have trouble understanding risk and need quantitative assessments to be explained in context. One critic went so far as to warn of an impending “epidemic of limited health literacy,” and nearly all stress the need to improve all forms of health communication.120

Future Research

Whether breastfeeding reduces the risk for various negative health outcomes remains an open question. Except in the case of GI infections, the biological mechanisms that might offer protection have not been demonstrated and cannot be reliably assumed.121 Selection bias and residual confounding provide plausible explanations for the benefits attributed to breastfeeding, and epidemiological research on infant feeding has failed to adequately measure the impact of parental behavior on children’s health. The socioeconomic variables most commonly employed, such as income and education, do not address whether the decision to breastfeed or the commitment to breastfeed longer represent an orientation toward parenting that itself is good for babies’ health.

To compellingly evaluate the influence of parental behavior within the risk-factor paradigm, researchers would need to construct quantifiable variables that could serve as valid proxies for the kind of behavior that might affect outcomes. Measuring hand washing and other indicators of hygiene, as well as time spent reading to or verbally engaging babies and older children, might begin to address the impact of behavior on infections and cognitive development. Conversely, to reliably assess whether breastfeeding is superior, regardless of social context, a study might have to abandon the methods of risk-factor epidemiology altogether, which likely would be a labor- and time-intensive undertaking. As one pediatrician wrote more than a decade ago regarding the lack of appropriate controls in SIDS research, such studies are improbable because “funding agencies are unwilling to make the necessary large financial investments; nor do capable investigators in need of academic enhancement have the patience to tackle projects where results might not be forthcoming for many years.”122

Still, epidemiologists have long recognized the limitations of risk-factor research, and they have been engaged in extensive and, at times, acrimonious debates about the need for a paradigm shift. Toward precisely what the field should turn is unclear, and it is probable that specific questions will require nuances in different directions. Now focused on describing the association of specific modes of feeding with different outcomes, breastfeeding researchers might begin to investigate breastfeeding as part of a cluster of variables often associated with better health. This clustering might be more significant than any one variable in itself, and it might be caused by intricately connected “upstream” forces, at the population level, and “downstream” influences, at the individual level, variables that are not always easily quantified or plotted in regression analysis. For example, the experience of racism or poverty cannot be captured by coding study participants as “white” or “black” or measuring income. Wide levels of social inequality, low social status, and weak social networks often lead not only to living in neighborhoods with low social capital, exposure to environmental pollutants, and unhealthy behaviors but also to chronic stress. Protracted anxiety is harmful to the body’s stress response system and can be detrimental to the health of mothers and fathers, and therefore babies, from conception. It also is likely to affect the environment in which babies and children are raised.123 Accounting for its impact with the methods of risk-factor epidemiology might not be possible.

Perhaps epidemiological research could be supplemented by qualitative analysis, such as ethnography, an anthropological method of observing people in their everyday lives. Ethnographers might study families in which children are breastfed and formula fed with an eye toward identifying behaviors that are distinct to each mode of feeding. If, indeed, different habits do exist, research should then address the extent to which this behavior is enabled and constrained by class and other social structures. If breastfed babies are healthier than those who are formula fed, it might be largely because their caretakers have the resources—money, extended support networks, strong partnerships, job flexibility—to create healthy environments. It might also be that these parents experience lower levels of the chronic psychosocial stress that can lead to organ and tissue damage and other illness and that make devoting energy to routine health practices difficult. Healthy behaviors, in other words, are often not a matter of choice, and they can be code for privilege. Therefore, to be meaningful, health research must analyze the social and economic contexts of people’s choices. Although building a body of compelling qualitative research would require an enormous amount of time, labor, and interdisciplinary cooperation, such data could shed light on critical questions that have not been addressed effectively with existing methods and that must be answered in order to understand the relative effects of breast and bottle feeding.

In the meantime, continued research with the same methodological flaws has costs. While these studies might provide new ways of thinking about how breastfeeding could act in the body to improve babies’ short-and long-term health, history suggests that they also will be misinterpreted by doctors and scientists already overloaded with information as further evidence of breastfeeding’s superiority. A JAMA editorial regarding research on infant diets and type 1 diabetes argues that “too many signposts point to an uncertain future” and that “further investigative trials should not be undertaken until more insight into underlying disease mechanisms has been acquired.”124 A similar cautionary note might be struck in the case of breastfeeding. Myriad studies suggest possible health advantages, and investigation into the underlying processes by which breastfeeding might be beneficial should be emphasized over further observational research. Proof of breastfeeding’s benefits depends not on additional findings of association between breastfeeding and improved outcomes but on demonstrations of how breastfeeding contributes to better health.


3
Minding Your Own (Risky) Business
Health and Personal Responsibility

IN DECEMBER 2005, the New York Times ran an op-ed piece in which writer Karen Karbo poked fun at HarperCollins, publisher of a new edition of the popular children’s book Goodnight Moon, for digitally removing a cigarette from a photo of Clement Hurd, the illustrator. Alongside a redrawing of one of Hurd’s illustrations depicting the inside of Bunny’s house, Karbo pointed to other “potentially harmful” messages that HarperCollins had not addressed. “How long has this bowl full of mush been sitting here?” she queried. “A single drop of sour milk contains more than 50 million potentially fatal bacteria. At the very least, Bunny is in danger of contracting irritable bowl syndrome. Not to mention mush is low in fiber. Suggested change: Digitally remove.” She continued. “A fire blazing in the fireplace while Bunny sleeps? Suggested change: get rid of it. At the very least, digitally add a fire extinguisher to the wall. And hello? Where are the smoke detectors?” As for the knitting rabbit who is babysitting, the “quiet old lady whispering hush,” Karbo suggested that her apron be emblazoned with a message indicating that she is a citizen, hired from a reputable agency, who has passed a criminal background check. “Penetrating injuries to the chest by knitting needles are not uncommon,” she admonished. “Also, someone could lose an eye. Suggested change: Digitally remove. The quiet old lady is not getting paid to knit, anyway.”1

The target of Karbo’s parody is an American preoccupation with risk, especially threats to children, a virtual obsession that shapes how scientists, public health officials, and advocacy groups present breastfeeding to the public. Australian sociologist Deborah Lupton identified at least six major categories of risk apprehension in Western societies, including the United States:

“Environmental risks,” or those posed by pollution, radiation, chemicals, floods, fires, dangerous road conditions and so on; “lifestyle risks,” those believed to be related to the consumption of such commodities as food and drugs, engagement in sexual activities, driving practices, stress, leisure and so on; “medical risks,” those related to experiencing medical care or treatment (for example, drug therapy, surgery, childbirth, reproductive technologies, diagnostic tests); “interpersonal risks,” related to intimate relationships, social interactions, love, sexuality, gender roles, friendship, marriage and parenting; “economic risks,” implicated in unemployment or under-employment, borrowing money, investment, bankruptcy, destruction of property, failure of a business and so on; and “criminal risks,” those emerging from being a participant in or potential victim of illegal activities.2

David Ropeik and George Gray, former directors of the Harvard Center for Risk Analysis and coauthors of Risk: A Practical Guide for Deciding What’s Really Safe and What’s Really Dangerous in the World around You, list forty-eight commonly feared sources of risk, including artificial sweeteners, caffeine, cell phones, electrical and magnetic fields, mad cow disease, microwaves, asbestos, carbon monoxide, DDT, lead, mercury, pesticides, radon, antibiotic resistance, mammography, vaccines, and X-rays.3

Indeed, the desire to avoid risk is apparent everywhere. Supermarkets offer complimentary wipes to disinfect shopping cart handles, and hand sanitizers are practically ubiquitous. Restaurants flag the heart-healthy, low-fat, low-carbohydrate meals on their menus, and consumers’ demand for organically produced foods has shown double-digit growth for more than a decade.4 Children can wear unremovable bracelets that transmit location data in case they are kidnapped. Some schools have banned tag and touch football, claiming that students could be injured while playing, thus raising the ire of those concerned that sedentary children are at greater risk for obesity. As the baby-boomer generation ages, anxieties about health risks and personal safety abound, and news about obesity, diabetes, and Alzheimer’s disease seems to be in the headlines every day. Meanwhile, the federal government is criticized for both its under- and overregulation of risk. Experts on one side clamor for more oversight of day care centers, drugs, automobile safety, and food production. Known risks must be eliminated, they argue, regardless of the cost. Better safe than sorry. Experts on the other side point, among other things, to the proliferation of academic journals devoted to studying risk and to the increasing popularity of risk officers in business and government organizations as evidence that excessive regulation is stifling progress and consuming resources that should be devoted to innovation. These critics disparage many risk concerns as “worry candy” that prevents the public from paying attention to potentially more serious problems.5 Western societies, they lament, are attempting “the risk management of everything” at the expense of growth and good sense.6 Ironically, as society expends more and more effort to make life safer and healthier, many in the public become more, rather than less, concerned about risk.7

A diverse group of social scientists has assembled a prodigious body of research on risk. To speak of a “risk literature,” however, is at once to recognize the cogency of risk as an analytic concept and to exaggerate any consensus on its meaning. As a group, risk scholars fail to agree even on whether risks exist in any real sense: whether they are concrete, calculable outcomes or cognitive constructs whose animation can be imagined only under particular social and political circumstances. On one hand are “realist” views that emphasize how objective risks are assessed by professionals and gauged by the population at large. For example, what is the statistical risk of serious injury while riding in a sport utility vehicle, and how do consumers weigh that risk in deciding what kind of car to purchase? On the other hand are “constructionist” perspectives that stress the social processes involved in creating, identifying, and experiencing risk. For example, how and by whom have undergoing epidural anesthesia in childbirth or drinking tap water come to be perceived as risky endeavors, and what do they accomplish by treating them as such?8 Whereas some people are concerned with sharpening measurement tools, others understand the calculation of risk as inseparable from its production. While the former tend to be preoccupied with whether individual decision making is logical, the latter often challenge the very notion of rationality and seek instead to understand how choices make sense in specific social contexts. Fundamental divides exist even within each camp. Little effort has been made to connect these contrasting approaches, to knit together disparate strands of risk scholarship.

This chapter is just such an effort, albeit a modest one with a very specific agenda. The following discussion is explicitly selective, and readers desiring either a comprehensive analysis of risk scholarship or a resolution of its contradictions will be disappointed. My aim is not to reconstruct any particular theory or discourse in its integrity but instead to plot pieces of divergent analyses in an account of risk that can lend coherence to the many meanings of breastfeeding in the United States today. To be sure, different approaches are grounded in apparently irreconcilable assumptions. If many more people who smoke develop lung cancer and die, the health risks of smoking cannot be meaningfully described as “constructions.” Still, how various experts and the public think about smoking is a result of cultural contingencies, including the development of epidemiological science around “risk factors,” inattention to culturally unimaginable or politically sensitive risk factors for lung cancer, and the meanings of “cancer” in both scientific parlance and the popular imaginary. Risks are multidimensional. They can be simultaneously real, to the extent that they represent concrete danger, and constructed, in the sense that both knowledge and communication about risks are dependent on conventions in scientific research and cultural values that are reflected in language and framing. This is especially clear in matters of health, in which the anxieties of a culture preoccupied by risk are manifold and the dynamics of breast-feeding advocacy have their strongest roots.

A second caveat: nowhere in this book has the onus of synthesizing a broad spectrum of esoteric scholarship, in relatively few pages and for a diverse audience, been more challenging than in the following discussion of risk. Yet the task is essential because this literature illuminates the broad parameters within which breastfeeding has been constructed as a health imperative. The feeding of babies takes place in what I call a “risk culture” marked by the constant production of scientific information about risks, especially health risks, and a pervasive neoliberal sentiment that every individual has a personal responsibility to make sense of this information, prevent health problems, and act as a good citizen. This risk culture shapes how scientists evaluate the relative risks of formula and breastfeeding. It also structures how maternal responsibility is defined in public discourse, how breastfeeding advocates make claims about risk, and how the government uses fear to persuade women to breastfeed.

A Risk Culture

Recent theorists have argued not simply that people in the developed world seem more consumed with risk than in the past but that risk is the cornerstone of a new modernity. German sociologist Ulrich Beck, for example, contends that advanced industrial democracies are becoming “risk societies” in which individual subjectivity and social relationships are increasingly defined by people’s proximity to various risks. Conflicts over the distribution of wealth that characterize class society, or industrial modernity, are slowly being replaced by struggles over the distribution of risk in what Beck calls a “reflexive modernity.” Today, the unavoidable potential for catastrophic risks—nuclear annihilation, environmental destruction, terrorism—which are largely invisible and to which everyone, regardless of class status, is vulnerable, creates a risk consciousness that is rapidly taking the place of class as the primary organizing principle of social life.9 British social theorist Anthony Giddens writes of “high modernity” in which “trust and security, risk and danger . . . exist in various historically unique conjunctions” and “the concept of risk becomes fundamental to the way both lay actors and technical specialists organize the social world.” As the amount and complexity of scientific information dramatically increase in high modernity, family, religion, and class lose their power to shape meaningful life narratives and people must make choices with little guidance from the institutions that once helped them frame their lives.10

If Beck is careful to note that “we do not yet live in a risk society,” he also argues that we are becoming a risk society, that class hierarchies, though still in place, are declining in significance and will soon be vestiges of an older modernity.11 Beck acknowledges but necessarily minimizes the continued influence of class and other social institutions in his effort to cast risk as the foundation of major social change, or a new modernity.12 The result is that too often, risks appear in his work to have consequences independent of the social hierarchies within which they circulate. For example, Beck’s claims that “poverty is hierarchic, smog is democratic”13 and that the axis of social life is shifting from class status to various forms of security dramatically exaggerates the decline of both socioeconomic differences and scarcity. Indeed, the mere contemplation of risk can be a reflection of privilege. Whether a man can afford to be screened to determine his risk for prostate cancer could radically impact how he chooses to live. Should that man be black or poor, he might not be advised that such a screening test exists. Poorer neighborhoods are often more polluted, which puts their residents at greater health risk. Yet, for lower-income citizens, housing decisions are based largely on cost, not air quality. If new social risk positions are developing—even the wealthy and powerful are not safe from pollution or potential ecological disaster—they are not practically separable from a person’s location in the race, class, and gender hierarchies of industrial modernity that Beck argues is on the decline. The “we are all in the same boat” rhetoric discounts differences in how exposure and ability to respond to risks are socially stratified, or rooted in power.14 Risks, in other words, might create a broad-based community of fear, “but it is not . . . a democracy.”15

Even as society continues to be deeply stratified by class, gender, race, and other social markers—as key components of industrial modernity not only persist but remain forceful structuring principles—the expansion of risk calculations into ever increasing domains of life constitutes a qualitatively new situation that requires individuals to think and act in novel ways.16 My aim is to employ Beck’s thinking on risk society to outline the parameters of a risk culture within which breastfeeding takes on political meaning.17 By positing a risk culture, I am suggesting that a risk consciousness–generalized anxiety about the future, concern about rationalizing and optimizing, fear of worst-case scenarios—is increasingly at work even when danger or harm seems remote. What clothes to wear, cleanser to use, food to eat—optimizing and avoiding harm have become more conscious and deliberate in virtually every facet of life. Status, moreover, bears heavily on the extent to which a person actively participates in a risk culture. That is, an individual’s ability to make choices within a risk frame, to be an agent in a risk culture, and to adopt putatively risk-averse behavior is contingent on his or her social and economic resources. Those who literally cannot afford to adopt what is socially defined as risk-averse behavior might nonetheless be judged by the standards of those who can. A risk culture is at once autonomous, possessing a certain logic of its own, and situated, or meaningful only in its connection to gender, class, and other social processes.18 In this book, therefore, risk is essential to understanding public discourse on breastfeeding less as it is poised to supplant other structuring principles of social organization, and thus to serve as the foundation for a risk society, than as it has become a principle in its own right, a determinant of human behavior, a new consciousness at the center of a risk culture.

What, then, are the central characteristics of a risk culture? For those who have the social and economic resources to consider and adopt putatively risk-averse behavior, living in a risk culture involves a never ending process of making choices to avoid potentially negative future events. While most people recognize that the future is intrinsically unknowable, incapable of being completely harnessed, they also approach it anxiously as a territory that must be “colonized” or subjected to a “reign of calculative reason.”19 That is, they devote themselves to optimizing every dimension of the future through deliberation and careful planning. In a risk culture, science is ubiquitous, as is the tendency for people to use science to plan and rationalize their lives.20 Education, retirement, child raising, career trajectory, diet, partner choices, sexual relationships—in a risk culture, almost every aspect of human action and interaction is subject to scientific analysis and framed as more or less risky. Because risks are inherently hypothetical—they have not occurred and might not ever take place—they are ethereal and difficult to grasp. Yet because they have concrete effects in the present—they shape current behavior—they are quite tangible. Risks are “the not-yet-event as stimulus to action,” a “kind of virtual, yet real, reality.”21 They demonstrate what Niklas Luhmann called the “paradox of time,” in which the future exists only as we have imagined it and only in the present.22

In a risk culture, various sciences produce information that serves as the means by which risk is managed. The public depends on science—in such forms as medicine, engineering, and psychology—not only to generate this information but also to determine what is most important, including what constitutes a risk. In this process of framing and naming particular phenomena, these sciences essentially “create” risks, or make them real. Progress, too, engenders risk. Harnessing alternative forms of energy creates nuclear threats; more cheaply manufactured automobiles increase ownership and traffic accidents; and advances in pharmacology produce new health risks. Computers might increase efficiency but undermine the social bonds that are essential to a civilized society; medication might reduce the pain of arthritis but increase the risk of heart attack. Each new scientific development is fraught with benevolent and malevolent possibility. Unable to control or calculate the effects of the progress it sets in motion, science is a primary producer of risks.

In fact, Beck writes, risks do not have meaning until science has identified them. They “require the sensory organs of science–theories, experiments, measuring instruments–in order to become visible and interpretable as threats at all.”23 Public awareness of risk, in other words, is dependent on what different sciences choose to analyze as such. What people know, in the most literal sense, is inseparable from the idiosyncrasies of particular disciplines and different fields of research, including the ways in which research is designed, executed, and interpreted, conceptual categories are created and employed, and measurement devices are constructed and applied. Risks are determined by myriad routines in sciences ranging from chemistry to criminology: disciplinary norms, including rules for gathering, analyzing, and reporting on data; funding biases, especially those risks that public and private agencies are willing to support; and diverse cultural conventions, such as gender roles, dominant forms of transportation, and preference for individual or communal solutions to social problems, all of which shape both the practice and public understanding of science. In a risk culture, in which sciences are authoritative, these conditional circumstances become more influential in framing reality.

Embedded in professional, disciplinary, and cultural contexts, the practice of science also is subject to reflexivity, what Anthony Giddens defines as “the susceptibility of most aspects of social activity, and material relations with nature, to chronic revision in the light of new information or knowledge.”24 Reflexivity is twofold: it describes how scientists continuously revisit and revise research results as well as how scientists reckon with the unintended consequences of their own accomplishments. Reflexive science, including risk analysis, extends the principle of doubt, or skepticism, to its own conclusions and unintended consequences, “scientizing” not simply nature and people but also “itself, its own products, effects and mistakes.”25 In a process of perpetual revision, reflexive science undermines the certainty of any knowledge: no sooner are the conclusions of one study evaluated than new results destabilize their meaning; no sooner are the wonders of an innovation celebrated than its risks are laid bare and their management necessitated. On one hand, this is not a historically new phenomenon. Facts have always been subject to revision, and societies have always been compelled to manage the inadvertent repercussions of progress. On the other hand, as Beck stresses, the current pervasiveness of science and its sequelae have made reflexivity and the control of fallout from progress an everyday task for both scientists and the public. The expansion of science and the sheer increase in the volume of possible threats create a risk consciousness that requires qualitatively new ways of making choices.

Because nothing is immune from scientific analysis and information is abundant, the possibility of perfect decisions seems possible; but because information is constantly changing, choices have to be perpetually revisited. Asbestos causes cancer and must be eliminated; asbestos removal creates greater risks and should be halted. Dietary fat is bad; some fats are good. In fact, fats are not as dangerous as the carbohydrates that have replaced them, and individuals must now manage the health problems associated with the shift to low-fat, high-carbohydrate diets. What becomes clear is not that science is necessarily evil or wrong but that its meaning is transitory, or indeterminate. At best, it can offer “better accounts of the world,” or “situated knowledges.”26 In the unremitting stream of scientific findings, people find themselves “waiting for the latest technological development to catch up with the negative consequences of the previous innovation”27 or for scientists simply to change their minds. Ironically, reflexive science creates radical doubt and anxiety by demonstrating that science itself is always under revision.28 Hence science in a risk culture occupies a rather precarious position of authority: its methods are generally revered as the most compelling tools of analysis, the most reliable means to manage risk and control the future, but its conclusions have an inherently temporal value whose expiration is palpable long before it takes place. Science, as Beck writes, is both “in dispensable to and in capable of truth.”29 The proverbial emperor with no clothes, it inspires both fealty and mockery.

What is more, the various sciences, each with its own methods and routines, cannot arbitrate among the many risks they identify. They cannot determine which risks people should find more alarming or what degree of risk people should tolerate. That society and individuals must choose which risks to pay attention to, or which hazards are more dangerous, therefore, is “not merely empirical fact” but “a conceptual inevitability.”30 Consciously or not, people select among the competing possibilities of action provided by different knowledge systems, most of which are esoteric and accessible to only a narrow range of scientists. Even within particular disciplines, what is accepted as fact is necessarily based on a certain arbitrariness and suspension of skepticism. As one critic noted:

The sheer complexity and volume of material a scientist must deal with make it impossible to examine critically the evidence bearing on all major theories. At best scientists can investigate thoroughly only narrow subfields. But knowledge is interrelated, so a scientist is forced to accept useful ideas and theories because others have done so.31

What this means for the public is that risks are “open to infinite social constructions—to being dramatized, marginalized, or changed—based on alternative knowledges,” and science becomes a “self-service shop” where customers can browse for the evidence that best suits them.32

Both scientists and the public must evaluate which risks to address, and these choices necessarily involve attention to some risks at the expense of others. What science turns into an object of research reflects what its tools can accomplish and also the kinds of progress and judgments that make moral sense to scientists as well as citizens. The questions that scientists ask and that institutions are willing to support disclose the value that both the scientific community and the broader public place on particular behaviors and outcomes.33 Among the many risks that science identifies, those that society embraces or rejects as matters of concern reveal its moral commitments. Risk assessment and the action based on it therefore reflect what Beck calls a “quantitative, theoretical and causal implicit morality.” They are “the moral statements of a scientized society.”34 The regulation of sport-utility vehicles, mammogram recommendations, and the use of pesticides all are weighted with moral freight, with value decisions about safety and automobiles, women’s bodies and health resources, and industry and the environment. They are statements about which risks various experts have determined are more or less tolerable. The risk of losing a crop to a parasite must be weighed against the health risks of pesticides. The risk of breast cancer must be weighed against the risks of mammography, which include the possibility of other illnesses that are not detected because resources are allocated to mammographic technology. This moral dimension of risk analysis is invisible, however, when risks are presented in isolation or when risk assessment is understood as anything other than an evaluation of trade-offs. Risk is inescapable; choices deemed “risk averse” simply foreground some risks at the expense of others. Consciously or not, every action is a pronouncement about which outcomes are least desired and which are, at least hypothetically, bearable. That the consequences of only certain behavior are perceived as risky, or that the risks of other actions are discursively invisible, demonstrates a society’s inevitable moral biases.

In these value calculations, Beck argues, “the production (or mobilization) of belief becomes a central source for the social enforcement of validity claims.”35 Diverse sciences become politicized by markets, professions, interest groups, mass media, and others. “Social stations of risk amplification,”36 risk professions,37 and various media politicize risk by interpreting science for the public. Environmental groups, public health officials, and political scientists, professing expertise in soil quality, bodies, or national security, help people manage the oversupply of information by making claims about which risks are most threatening and how best to manage them. The media—and frequently journalists with limited scientific training—pay selective attention to risks and therefore make some appear more “real” than others. Risk entrepreneurs create heuristics, imagery designed to provoke intense hope or fear, and when their self-interest is at stake, they can be expected to exploit people’s emotions and stress worst-case scenarios.

The most compelling risks are those that are readily “available”—that is, easily imagined, familiar, and salient. As risk scholar Cass Sunstein writes, “visualization makes the issue of probability seem less relevant or even irrelevant,” and when strong emotions, such as fear, are involved, “people tend to focus on the adverse outcome, not on its likeliness. They are not closely attuned to the probability that harm will occur,” and when they emphasize worst-case scenarios, “social processes are probably ensuring that they do so.”38 This tendency toward what risk analysts term “probability neglect” is not restricted to interest groups vying for membership or politicians seeking election. “Public-spirited political actors,” such as children’s advocates or environmental activists, “no less than self-interested ones, use probability neglect so as to promote attention to problems that may or may not deserve public concern.”39

At the same time, reflexivity problematizes decision making for both scientists and the public. For many people, the fact that science is fluid, that it is always changing, creates the illusion that all science is equally flawed and likely to be wrong. Reflexivity essentially immunizes all points of view, no matter what their basis, against enlightened scientific claims, since science cannot be fully trusted. Politics and civic life become incoherent, battles in which each side presents a doctrine “paired and mixed with scientific detailed findings, radical criticism of science and faith in science.”40 Critical judgment is all the more difficult and emotions are more easily manipulated because so many current threats—toxins, radiation, germs—are nearly invisible. When risks cannot be visually apprehended, when they are feared to be lurking but incapable of being seen even when present, both scientists and the general population develop what psychologist Jerome Kagan labeled as “a more permissive attitude toward empirical truth”41 in which any assertion that is conceivable, or not absolutely refutable, merits concern. Everything, and nothing, is believable.

For some people, a new “naturalism” provides something of a counter-weight to offset the interminable and unnerving vagaries of science. While science is constantly changing, abstract, and elusive, nature is perceived to be fixed, concrete, and knowable. Whereas technology is fragmented and constructed, nature is holistic and pristine. Innovation is risky and fraught with ethical dilemmas, but nature is safe, ontologically superior, and morally unambiguous. When risks develop from human intervention in the natural world, from the desire to master nature, nature becomes an absolute good, “a kind of trump card against which there can be no defense.” People then assume that they “can make uncomplicated choices between natural things, which are good, and unnatural things, which are bad. . . . [They] appeal to nature as a stable external source of nonhuman values against which human actions can be judged without much ambiguity.”42

This naturalism, however, ignores the reality that the residue of human activity is ubiquitous: air, landscapes, ecosystems—nowhere does nature exist uncontaminated by human intervention. “In nature,” writes Beck, “we are concerned today with a highly synthetic product everywhere, an artificial ‘nature.’ Not a hair or crumb of it is still ‘natural,’ if ‘natural’ means nature being left to itself.”43 The fantasy of pure “nature” and the failure to understand the scope of the human footprint skew perceptions of risk. Critics have demonstrated that lay people overestimate “man-made” carcinogens and underestimate “natural” ones, that they are more afraid of radiation from cell phones or nuclear waste than from the sun, and that they falsely assume that “natural” substances, such as herbal supplements, are risk free.44 They fail to understand that nature cannot be morally or analytically positioned in opposition to science or be free from politics.45

Constructing Identity in a Risk Culture

In a risk culture, Giddens contends, people must navigate a sea of information to construct a coherent self, to create a narrative integrity through apparently trivial but essentially fraught practices.

Each of the small decisions a person makes every day—what to wear, what to eat, how to conduct himself at work, whom to meet with later in the evening—contributes to such routines. All such choices (as well as larger and more consequential ones) are decisions not only about how to act but who to be.

These decisions, Giddens argues, are based on “abstract systems”: forms of knowledge or discourse, such as medicine, engineering, and psychology. The proliferation and increasing complexity of these abstract systems in a risk culture challenge customary ways of knowing, “disembed” individuals from traditional meaning-making rationales, and provide new contexts for individual choice.46 Traditional scripts based on religion, family ties, and class become less compelling in the face of science. The life course no longer follows standardized paths, and individuals must choose, consciously or not, which abstract systems will be their guides. As the range and complexity of information required for everyday living continue to expand, and as choices seem increasingly laden with consequences, people learn to live with anxiety and insecurity “in the form of low-grade intensities that, like low-grade fevers, permit us to go about our everyday lives but in a state of statistical stress.”47

In a culture preoccupied with risk, identity is a reflexive project in which each person becomes a real-time and strategic autobiographer. As individuals think about who they are and how to behave consistent with that identity, they confront constant choices that will bolster or detract from the integrity of the identity they claim. Should I eat meat? Was the cow whose milk I am drinking mistreated? Mad? If I care about the environment, what kind of car should I drive? What should a parent drive? What if I am a parent who cares about the environment and lives in Michigan? Am I contributing to global warming or violence against women by wearing clothing produced in a Mexican factory? What damage to the ozone layer will result from the disposal of my shampoo container? Should I use soap and water or hand sanitizer? Which is better for the environment? For my health? Because information and experience are in constant flux, narratives of self-identity are inherently fluid and precarious. Identity in a risk society, writes Beck, requires interminable choice and “a vigorous model of action in everyday life” in which every decision seems fraught with significance for personal integrity.

It is not only that buying coffee in the shop on the corner may perhaps become complicit in the exploitation of the plantation workers in South America. And not only that given the omnipresence of pesticides a basic course in (alternative) chemistry is becoming a prerequisite for survival. Nor only that pedagogy and medicine, social law and traffic planning presume active “thinking individuals,” as they put it so nicely, who are supposed to find their way in this jungle of transitory finalities with the help of their own clear vision. All these and all the other experts dump their contradictions and conflicts at the feet of the individual and leave him or her with the well intentioned invitation to judge all of this critically on the basis of his or her own notions. With detraditionalization and the creation of global media networks, the biography is increasingly removed from its direct spheres of contact and opened up across the boundaries of countries and experts for a long-distance morality which puts the individual in the position of potentially having to take a continual stand. At the same moment that he or she sinks into insignificance, he or she is elevated to the apparent throne of world-shaper.48

Many decisions, by necessity, are routinized. “Fateful moments,” however, are particularly meaningful. These occasions—decisions to marry or divorce, to seek institutional care for an elderly parent, to invest one’s savings in a new business—are fraught with risk, with both predictable and unforeseeable consequences. At these times, an individual stands at a crossroads in her existence, faced with decisions that bear heavily on her self-identity. Furthermore, she does so less tethered to traditional systems of meaning, such as religion or social class, that historically have provided direction at precisely these moments. Fateful decisions can produce not just guilt but shame. Guilt is a relatively mundane emotion that arises when one’s decisions are at cross-purposes with the chosen self: I should not have done that. Shame, in contrast, develops when either the integrity of that self-concept or one’s ability to sustain it comes seriously into question: I have failed at or I am not capable of being the person I am supposed to be. Guilt, Giddens writes, derives from specific acts and feelings of wrongdoing, and shame has to do with “the integrity of the self” and “fears that the narrative of self-identity cannot withstand engulfing pressures on its coherence or social acceptability.”49 Guilt is transient, but shame is enduring. Although guilt can lead to shame, the two are not the same.

Individuals in a risk culture approach their lives with what Beck calls a “double gaze”50 that stems from the sense that invisible danger looms everywhere and that choices have unexpected consequences that will become apparent only in retrospect. People often find themselves haunted by nagging “what if” questions and therefore are compelled to engage in what Giddens terms “trust.” Aware that they are not competent to understand or evaluate all the information they have, individuals arbitrarily give themselves over to particular diets, economic forecasters, or spiritual guides, which provide decision-making maps. In a modernity in which science and the decisions based on it are constantly scrutinized and revised, this kind of trust provides a “protective cocoon,”51 an ontological security without which individuals would be paralyzed or immersed in interminable reflection. People align with the science, the “truth,” that confirms what they want to believe, based on personal values; what they are socially inclined to embrace, based on such ascriptions as race, class, or gender; and what they are disciplined to believe, based on their various professional and communal commitments. Trust, therefore, is personal and subjective. As Giddens suggests, “various attitudes of scepticism or antagonism towards abstract systems may coexist with a taken-for-granted confidence in others,”52 and these perspectives necessarily stem more from economic and social affinities and personal sensibilities than from a critical evaluation of competing scientific analyses.

If identity in a risk culture is fashioned through personal choice, the process is nonetheless shaped by important ideological forces. American culture, for example, is infused with a neoliberalism that structures how personal narratives are composed.53 Neoliberalism draws on traditional liberal philosophy’s concern with personal freedom, but with two fundamental changes. Whereas liberalism in the classic sense advocates limited government and the maximization of individual rights, neoliberalism calls for paternalist political authority and personal responsibility. Whereas classical liberals seek maximum freedom from government, neoliberal individuals are perpetually responsive to the state’s engineering of their environment. In the former, government is idealized to the extent that it stays out of people’s lives, thereby maximizing individual choice; in the latter, the state creates the conditions that enable people to choose to behave in ways it has determined are best for the collective good, thereby manipulating individual choice. Liberal individuals do what they want, and neoliberal individuals choose to do what they are supposed to do.

In American risk culture, neoliberalism operates along the lines of what Foucault termed “governmentality”:54 institutions of authority generate and then communicate knowledge about the population in an effort to make society operate more efficiently; people are then free to do as they please, but responsible citizens will behave as experts recommend. If the U.S. Department of Health and Human Services (HHS) recommends a low-fat diet, good neoliberal citizens will consume less fat. If the National Institutes of Health (NIH) says that children who watch little television perform better in school than those who watch more, neoliberal parents will reduce screen time. In a neoliberal risk culture, individuals practice a regulated autonomy and have responsibilities to the collective.55 In both classical liberalism and neoliberalism, the individual is the primary social agent, but in the latter, today, personal rights are intimately tied to obligation: individuals have a responsibility to take care of themselves so that they are not a burden to society. Neoliberalism “calls upon each individual to enter the process of his or her own self-governance through processes of endless self-examination, self-care and self-improvement.”56 Risk management is privatized, or left to “active citizens” who internalize norms of appropriate behavior, assume the onus of self-administration, and expect the same from others.57 Neoliberal citizens, in short, take care of themselves.

Health and Responsibility in a Risk Culture

Medicalization occurs when choices are analyzed in terms of their health implications and are subject to medical expertise, and nowhere are the burdens of individual responsibility more evident than in the accelerating medicalization of matters that at first glance have little to do with the body. In current public debate, increasing spheres of life are conceptualized in terms of medical risk, and the road to good health seems to pass through virtually everything. Sociologist Nikolas Rose described medicalization as

biopolitical concerns with the minimization of risks to health—control of environmental pollution, reduction of accidents, maintenance of bodily health, nurturing of children—[become] intrinsic not just to the organization of health and social services, but to expert decisions about town planning, building design, educational practice, the management of organizations, the marketing of food, the design of automobiles and much more.58

Medicalization reflects what one critic calls a “paradox of proportion.” Now that many major health challenges, such as infectious diseases, have been largely controlled, “the bar has been lowered and the elimination of increasingly smaller health risks takes on proportionally larger significance.”59 Psychotropic drugs, assisted conception, hormone replacement therapy, Viagra: today, remedies exist for biological states that once seemed immutable. According to Rose:

Life now appears to be open to shaping and reshaping at the molecular level: by precisely calculated interventions that prevent something happening, alter the way something happens, make something new happen in the cellular processes themselves. As the distinction between treatment and enhancement, between the natural and the prosthetic blurs, the management and maximization of life itself have become the life’s work, not only of each individual, but of their doctors, together with the scientists, entrepreneurs and corporations who make the reworking of life the object of their knowledge, inventions and products.60

Disease and even death seem more avoidable because their causes can increasingly be identified and, at least theoretically, circumvented. This heightened sense of control means that poor health no longer is attributed to luck or chance but is the personal responsibility of each individual to avoid.61 When “healthy” signifies “responsible,” sick people are increasingly praised or condemned in psychological or moral terms.62 Information, control, and responsibility exist in dynamic relation;63 lifestyle decisions are perceived to reflect conscious risk analysis; and good health represents self-discipline, somatic responsibility, and, ultimately, good citizenship.

Risk management is personalized, moreover, at the same time that public health discourse blurs the distinction between “healthy” and “sick” and makes “prevention” the guiding principle in healthy living. In a risk culture, because everything is potentially risky, everyone is always at risk, which means that “health no longer exists in a strict binary relationship to illness, rather health and illness belong to an ordinal scale in which the healthy can become healthier, and health can co-exist with illness.”64 The identification of risk factors and genetic predispositions tells people that they are on the verge of becoming sick, that they are almost ill. Predictive genetic tests demonstrate that “although we are ostensibly healthy now, we probably will become ill in the future and are therefore in fact already ill.”65 An advertisement from Memorial Sloan-Kettering Cancer Center lists in large print “the early warning signs of colon cancer”: “You feel great. You have a healthy appetite. You’re only 50. You feel fine. Nothing seems to be the matter.” The ad continues: “Unfortunately, those are the same symptoms thousands of Americans had last year before they were diagnosed with colon cancer.”66 To be normal, in other words, “is to be in a state of risk, a state that at some inevitable future time will be fulfilled as a state of disease or death,” a state of “statistical panic.”67 No one is truly healthy, and healthy behavior is rewarded not with an absence of sickness but with an ineradicable “semi-pathological pre-illness at-risk state.”68 Indeed, according to some critics, “what’s making us sick is an epidemic of diagnoses.”69 In such a context, prevention becomes the dominant health project. The philosophy of prevention dictates that bad health is always on the horizon, a future that can be prevented only by making responsible choices in the present. To fulfill the obligations of “health citizenship,”70 individuals are called on by various experts and the media to undertake constant self-surveillance: to demonstrate continuously their competency to take care of their bodies, and in the process, to be good citizens.71

Risks, however, are often framed in ways that mask the value assumptions implicit in health rhetoric. Should an individual be expected to overcome a hereditary predisposition? Can a person choose to have will power?72 In a neoliberal discourse, in which personal responsibility is a first principle, such questions go largely unasked. Furthermore, the quantification of risk and risk management often neglect social differences. When the prescriptions according to which individuals should live their lives are abstracted from risks calculated at the population level, the hierarchies within a population disappear, and both the degree of and capacity to respond to risk for any particular individual are skewed. Public discourse about genetic conditions is often governed by a similar ignorance of inequality. All people—“rich and poor, black and white, young and old—they are all subjected to the dictate of the genes, a perspective that renders the question of social power relationships irrelevant” and effectively “blots out the social context.”73

In a risk culture, moreover, every choice is doubly marked: an individual experiences not simply the safety or nutritional effects of one selection over another—the Toyota or the Ford, the carrots or the potato chips—but the responsibility for what those choices communicate about who she or he is. As Beck observes, “even where the word ‘decisions’ is too grandiose, because neither consciousness nor alternatives are present, the individual will have to ‘pay for’ the consequences of decisions not taken.”74 Whereas in the past, risks were perceived as more random and inescapable—floods and disease were neither predictable nor controllable—today, risks are often considered to be foreseeable and avoidable. Fate, that is, appears to be subject to individual control. If a course of action may lead to better health, increased safety, and an overall decline in exposure to danger, all that remains for the responsible person is to follow it.

Yet not everyone can be “responsible.” Regular exercise is a practical impossibility for people working two jobs to survive, and preventive care is not available to those who do not know it exists or do not have the means to pursue it. Nonetheless, in a neoliberal risk culture, social problems are often individualized and internalized, and crises linked to poverty or prejudice are perceived and lived as personal failures. Given the sheer number of abstract knowledge systems and the complexity within and between them, risk management is a formidable life task for everyone. For those without the necessary resources to participate consciously in a risk culture, it can be nearly impossible, and they are likely to be judged harshly by others. In other words, if gender, race, and class—what Giddens and Beck refer to as the traditional narratives of modernity—appear to be less rhetorically compelling, they are not necessarily less salient in determining the range of options practically available to each individual. That social structure shapes which information is accessible and which choices are possible (and which risks scientists investigate) is obscured by the premise that good citizens assess information, exercise control, and act responsibly. This expectation is predicated on two erroneous assumptions: that information diffusion is democratic, and that everyone has the capacity to behave in putatively risk-averse ways.

The almost unanimous admonition against overweight and obesity demonstrates that the dynamics of health in a risk culture are most pronounced when advice is offered and consumed as if it were devoid of uncertainty. At these moments, individuals’ expectations of themselves and others intensify, and the pressure to behave responsibly becomes more acute. Today, the imperative to be thin has become almost a moral absolute. Like smoking, whose health risks have been rigorously demonstrated, obesity is widely perceived to be a serious threat to a person’s health. HHS claims that obesity is a risk factor for various illnesses, including type 2 diabetes, hypertension, coronary heart disease, stroke, and some cancers, and that annual medical spending on obesity-related problems is well over $100 billion.75 The NIH and the Centers for Disease Control and Prevention (CDC) admonish American citizens to make sure their body mass index is within “normal” range, whose definition has shifted downward as concerns about obesity have intensified. The CDC estimates that Medicare and Medicaid receipts constitute roughly half of all states’ medical expenditures on obesity,76 thus underscoring the responsibility that each person has to his or her fellow citizens to maintain a healthy body weight and to avoid burdening already strapped public assistance programs.77 How people should lose weight, however, is highly contentious. Perhaps no example better demonstrates the reflexivity necessitated by health advice than dietary recommendations. Nowadays it is almost impossible to read or listen to the news without encountering new information about food and its various impacts on the human body. Fats, carbohydrates, anti-oxidants: research exists to confirm and refute virtually every piece of nutritional advice, and doctors, nutritionists, diet creators, the pharmaceutical industry, and research scientists battle endlessly for media and public attention. Uncertainty, doubt, and arbitrary trust are inescapable as individuals determine to control their weight and at the same time confront constantly changing information about how best to do so.78

In a neoliberal culture, “the pastoral positioning of the subject of health care—the subject as the recipient of health care for his/her own good or the good of a collectivity—represents a form of authoritarianism intrinsic to modern biopolitics.”79 This authoritarianism is built not on the threat of physical force but on discursive coercion, and the consequence of resistance can be social ostracization. Indeed, a sick person is expected by fellow citizens to make every reasonable effort to get well soon as compensation for the privilege of being excused from work or of receiving increased care.80 Because the solvency of insurance plans depends on healthy subscribers and social policies are paid for by all citizens, people who “choose” to be unhealthy constitute a social problem. “The individual whose conduct is deemed contrary to the pursuit of a ‘risk-free’ existence is likely to be seen, and to see themselves, as lacking self-control, and as therefore not fulfilling their duties as a fully autonomous, responsible citizen.”81 For each individual, the failure to meet the requirements of good health may not lead to guilt (I made poor food choices today) but to shame (I am an irresponsible person and an unworthy citizen). Shame threatens the virtue and soundness of self as such. It stems from the internalization of a public ethic of individual responsibility and from anxiety that bad choices reflect an insurmountable and personal moral deficit. It can be the result of an individualization of problems with external and often structural roots. As “biological identity becomes bound up with more general norms of enterprising, self-actualizing, responsible personhood,”82 developing a disease becomes tantamount to a failure to have prevented it. Good health becomes “a secular moral framework for society” in which “the personal is the medical”83 and the biological, therefore, is the political.

Breastfeeding in a Neoliberal Risk Culture

In the United States, public discourse on breastfeeding reveals the neoliberal cultural emphasis on personal responsibility. When each person in a risk culture is responsible for his or her own well-being, every mother is uniquely accountable for the health of her babies and children. This is not an entirely new development, as women in Western societies have long been represented as citizens in regard to their obligation to raise children and to provide care for husbands and other family members.84 Since the colonial period, when “republican mothers” were charged with raising patriotic children committed to liberty and self-sacrifice for the new republic,85 through the nineteenth century, when the welfare of children became a governmental, or public, concern, the site of the family has provided a link between the care of individual bodies and the health of the social body.86 Today, as the concept of health and the medicalization of life have become increasingly comprehensive, opportunities to protect children and expectations of mothers have multiplied as well. What is new in a risk culture is not the centrality of care to maternal citizenship but the scope and complexity of that responsibility and its framing in terms of risk: the expanse of children’s lives over which mothers are obligated to exercise care, or the sheer volume of risks they must address; and the reach and precision of the sciences on which demands of mothers are founded.

The injunction to breastfeed is rooted in three institutions—science, motherhood, and public health—and in the dynamics of these institutions in a neoliberal risk culture. Risk-factor epidemiology, which is the basis of research comparing breastfeeding and formula feeding, is governed by rules that make sense only in a certain scientific paradigm. These methods, along with the social values of scientists and the broader public, restrict the kinds of questions asked, or the potential risks worthy of investigation, and therefore the conclusions drawn, or the risks that will be further explored. Breastfeeding research has focused on a narrow set of questions that can be answered within a risk-factor paradigm, and it has been unable to rule out rival hypotheses that require alternative methods to evaluate. The constraints and biases implicit in the conduct of this research are concealed by the putative objectivity of agreed-upon rules, and the ideological biases encoded in the results are not visible to either scientists or the public. Driven by different political and professional agendas, various risk communicators then invest this research with meaning and authority that extend far beyond the narrow confines of the knowledge system within which it was produced. The dominant paradigms of science, the methods and agendas of infant-feeding research, and the language used to communicate science provide the structural foundation for the various representations of breastfeeding in a neoliberal risk culture.

Ideas about risk and mothers also shape public discourse on breast-feeding. Long before they consider pregnancy and continuing through childbirth, girls and women are subjected to an endless flow of information about how to reduce risks to their future offspring. These data, targeted largely at women’s bodies, are ephemeral, and they produce infinite opportunities for choosing and second-guessing decisions once they have been made. Conception and pregnancy advice suggests that every woman can choose to have healthy children, that producing healthy babies is largely within the individual woman’s control, and that healthy children are produced by disciplined mothers. Responsible women, moreover, are responsible mothers. The neoliberal woman who is socially obligated to maintain her health becomes a neoliberal mother who must keep her baby healthy for the sake of the community. Healthy children are mothers’ obligation to cultivate, and women who fail to make wise choices, regardless of their socioeconomic constraints, are at fault for producing anything other than healthy offspring. The paradox of proportion that directs attention to increasingly smaller risks is apparent in the societal expectation that good mothers will reduce all risks to their children, no matter how remote the threat or how great the investment required to address it.

The guiding principle of contemporary motherhood is that women who are mothers must act first as mothers and that their self-identity is dependent on optimizing their children’s lives. Infant feeding is a fateful moment, one fraught with consequences for self-identity and opportunities for shame. Each woman is told that breastfeeding is superior to formula feeding because it reduces physical, emotional, and cognitive health risks to her baby. Having spent her pregnancy managing risks to her developing fetus, the new mother is told that she should continue monitoring her body—what she eats, thinks, and feels—while breastfeeding, and that surveillance now also extends to her baby, who must be constantly observed for any sign of potential disequilibrium. Breastfeeding is also part of a broader discourse criticizing “artificial” intervention in reproduction and child raising and encouraging mothers to practice “natural” family living. Pregnant women and mothers are frequently advised that the “skill to be natural” should take precedence over “the will to be artificial” and that good mothers can postpone their babies’ encounter with technology and prolong their “natural” existence by making good choices, including breastfeeding.87

The values of American risk culture, particularly the focus on individuals, the celebration of health as an individual accomplishment, and the attribution of children’s health to individual mothers, figure prominently in public health campaigns. Neoliberal governments are concerned with the health not of individuals but of the general population, and they establish parameters of healthy living that each responsible citizen is to observe for the sake of the community. These boundaries represent a selective mobilization of science, or the identification by public officials of behaviors that they believe to be most conducive to the nation’s health. In a risk culture, in which people are always almost sick, good citizens devote themselves to prevention; responsibility for the health of babies is privatized, or assigned to mothers; and social and economic impediments to healthy babies are deemed to be the task of mothers to surmount. State institutions advise that breast is best for babies and that therefore good citizen-mothers will breastfeed. Cultural reasons for not breastfeeding are treated as obstacles, and economic circumstances become barriers that each mother must be persuaded to overcome. Scientific uncertainty disappears, choice becomes overdetermined, and breastfeeding emerges as central to civic motherhood.
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From the Womb to the Breast
Total Motherhood and Risk-Free Children

IN FREE-RANGE KIDS: Giving Our Children the Freedom We Had without Going Nuts with Worry, humorist Lenore Skenazy offers parents an “A-to-Z Review of Everything You Might Be Worried About,” including “Animals, Being Eaten By”; “Death by Stroller”; “Eating Snow”; and “Walking to School (or at Least the Bus Stop).” Today’s parents, she writes, have lost all perspective on safety and danger, overanalyze the significance of everyday decisions, and ultimately can do more harm than good by neither teaching nor modeling good judgment for their children.1 British sociologist Frank Furedi concurs, lamenting that parenting today “is not so much about managing the risks of everyday life but avoiding them altogether.”2

While it might be true that risks to children seem omnipresent and that they strike a particular emotional chord, this notion of risk-centered parenting neglects the division of labor that assigns moral and practical responsibility for the protection of children to mothers. As Susan J. Douglas and Meredith W. Michaels, authors of The Mommy Myth: The Idealization of Motherhood and How It Has Undermined Women, contended, a “new momism” holds mothers accountable for producing ever more perfect children.3 Moreover, as others have argued regarding “exclusive motherhood” and “intensive mothering,” ideas about what children need are enmeshed in largely unexamined beliefs about mothers.4 That is, the push to insulate children from danger and to optimize childhood reflects not just a greater investment in children but also increasing expectations about what mothers can and should provide.5

Defined within the broad parameters of a risk culture, breastfeeding is shaped more proximately by an ideology of “total motherhood.” Total motherhood incorporates tenets of the new momism and exclusive and intensive mothering but stresses the near ubiquity of science and risk analysis to prescriptions for good mothering in a risk culture. Total motherhood stipulates that mothers’ primary occupation is to predict and prevent all less-than-optimal social, emotional, cognitive, and physical outcomes; that mothers are responsible for anticipating and eradicating every imaginable risk to their children, regardless of the degree or severity of the risk or what the trade-offs might be; and that any potential diminution in harm to children trumps all other considerations in risk analysis as long as mothers can achieve the reduction. This last proviso suggests that risks to children (or potential children) are both most apparent and most alarming when they can be “laid at mother’s doorstep”6 or when they can be construed as the obligation of mothers to eliminate. It also suggests that when specific threats require sacrifice or intervention from others—fathers, communities, government—they are more likely to be discursively invisible, rationalized, or framed as something other than risky. The notion that risks to children are particularly salient when they are mothers’ burden to reduce informs advice from a range of authorities about preconception, pregnancy, childbirth, and infant and child care. It also structures epidemiological research on and public health advice about infant feeding.

Total motherhood is rooted in the traditions of domesticity and “scientific motherhood.”7 What historians have called a “cult of domesticity” began to emerge around the middle of the nineteenth century as a commercial economy developed and distinctly public and private lives began to take shape. In this process, men were increasingly identified with a public sphere that rewarded competitiveness and self-interest, and women were expected to maintain home life as a respite from the moral coarseness of the market. In the evolving new middle class, which differed from the upper class in that its status had to be continually reestablished from one generation to the next, children’s education came to seem too important to be left to servants. While fathers earned the family income, mothers were responsible for raising the children and teaching them life skills. Around the same time, the notion of what constituted good mothering began to shift from innate and God-given maternal instinct to acquired skills that required training from experts. As the century progressed, mothers were faced with a new genre of published scientific advice. Child care manuals, women’s magazines, and home-health columns in other publications offered instruction about everything from infant diet and bathing to thumb sucking and bed-wetting. The fundamental principle of scientific motherhood was that mothers needed the help of medically and scientifically trained experts to raise their children properly.8 Of course, neither domesticity nor scientific motherhood was within reach of the majority of women: poor, working class, rural, African American, and immigrant mothers who were constrained by illiteracy, lack of access to physicians, slavery and racial discrimination, language barriers, and/or the demands of economically essential maternal employment. Total motherhood, which is grounded in these earlier projects, is also a largely middle-class project that assumes all mothers have the resources, such as time, access, and money even to consider, much less act on, expert advice. Located in a risk culture that simultaneously valorizes scientific expertise and minimizes the power of social structures to limit choices, total motherhood assigns individual mothers unique responsibility for their children’s welfare.

On one hand, total motherhood is simply the late twentieth- and twenty-first-century incarnation of domesticity and scientific motherhood. On the other hand, science has now become so central to the planning, organization, and optimization of preconception, conception, pregnancy, and child care that total motherhood marks a significant cultural shift. Never before has information been so comprehensive and widely available and reached so far into individual lives, holding out the promise of manipulating increasingly narrower details of existence. At no other point in history have the need to turn data into knowledge and the obstacles to doing so been more profound. Total motherhood, which circulates in a culture in which risks are omnipresent and the field of putative control is virtually without boundaries, bridges domesticity and scientific motherhood with the social dynamics of risk. It sets women, future mothers, and then mothers the impossible task of gathering, evaluating, and acting on information about an infinite number of risks that might interfere with not just normal but optimal fetal and child development. Rooted in deep-seated but reclassified convictions about maternal responsibility, it is a moral code in which individual mothers are ultimately held responsible for any harm that befalls their children.

Total motherhood reveals the vexations of a risk culture: the fixation on planning and the ongoing drive to control the future through the proper selection and application of scientific knowledge; the individualization and privatization of responsibility for lifestyles, particularly in matters of health; overlapping reverence and disdain both for science and technology and for all things natural; the inescapable moral dimension of risk analysis; and the reflexive construction of self-identity. Total motherhood also reveals how people in a risk culture often fail to appreciate the omnipresence of risk and the inevitability of risk trade-offs. In various discourses about mothering, babies’ “needs” expand to include anything that could be beneficial, and need-satisfaction becomes indistinguishable from optimization. As a result, the resolution of conflicting maternal-child needs and desires tends to minimize or ignore the costs that mothers incur to reduce risks to their children. Total motherhood, furthermore, reflects the neoliberalism of American risk culture in its presumption that mothers as individuals are responsible for their children until (and even when) they can be held responsible for themselves. If good health represents a woman’s commitment to being a good citizen, healthy pregnancy and children reflect a mother’s responsible choices. Before conception, during pregnancy and childbirth, and throughout child rearing, mothers are charged with gathering and interpreting information, monitoring bodies and behavior, anticipating needs, and preventing danger. Although advice about children is sometimes directed at parents, the kind of information available, the opportunities for maternal surveillance, and the needs and dangers on which public discourse fixates demonstrate that the risks Americans are conscious of, the ones they most fear and are inclined to address, are those that can be reduced by mothers.

Optimizing Pregnancy

For most of human history, “women had babies without any notion of choice. Pregnancy happened and a baby arrived.”9 Women who were unable to conceive could appeal to fertility goddesses and midwives, consume herbs and minerals, or visit mineral springs, but they had little scientific understanding of how they might become pregnant. Miscarriages were understood to be either God’s will or, by the nineteenth century, the result of malfunctions in individual women’s reproductive machinery that were not subject to human intervention. Childbirth itself was part of the natural order of the universe, a process that could be attended but not controlled. For the most part, women feared less for their babies than for their own lives. Indeed, until the last part of the twentieth century, maternal comfort and safety were the primary concerns of women and physicians alike. Dietary changes, exercise, surgery, alcohol avoidance, even exorcism—these and other strategies were at various times assumed to increase fertility and reduce birth defects. Little evidence, however, indicates that women thought they could systematically engineer conception or manipulate pregnancy to improve the health of newborns.10

Today, children are planned in ways that reflect the dynamics of a risk culture. They are biopolitical constructions, products of a neoliberal ethic stipulating that “responsible women ought to control their reproductive functions, indeed, that this is what constitutes responsibility where reproduction is concerned.”11 Women are both subtly and explicitly advised that the risks of pregnancy, childbirth, and child raising are calculable and, therefore, preventable; that they must be vigilant about their bodies even before conception in anticipation of pregnancy and motherhood; and that it is every woman’s individual responsibility to continuously monitor her babies and children in order to maximize their mental, emotional, and physical health. Reproduction and child care are reflexive: women are confronted with an abundance of far-reaching and often highly contested knowledge about how to create optimal wombs and then to monitor their fetuses, babies, and children in order to reduce the risks of anything deemed undesirable. This unrelenting stream of information can be both empowering and maddening. Through a process of normalization, mothers internalize a sense that they can and should control their bodies and that responsible mothers produce healthy outcomes. As more and more dimensions of daily life are medicalized, that is, turned into potential pathologies that require medical attention, mothers are asked to make decisions with little consciousness of either the moral dimension of risk analysis or the implicit values that frame their choices. In a risk culture in which particular opprobrium is assigned to those who put others at risk, these decisions have consequences that extend well beyond health and child development. While reproductive freedom and choice have increased, women are being constrained in new ways by expanding medical definitions of their reproductive responsibility.12

The flow of information about pregnancy begins long before conception. Advice from a variety of scientific authorities, including the national government, is directed at “women of childbearing age,” a category so broad that all women past puberty, regardless of their age or plans for children, are trained to think of themselves as future mothers. Both the National Institute of Child Health and Human Development and the American Academy of Family Physicians instruct women to seek preconception care well before they try to get pregnant.13 The Centers for Disease Control and Prevention (CDC) advises health care providers to “assure that all women of childbearing age receive preconception care services . . . that will enable them to enter pregnancy in optimal health” and to “encourage every man, woman, and couple to have a reproductive life plan.”14 Since 1987, the CDC has operated the Pregnancy Risk Assessment Monitoring System (PRAMS) “a surveillance project . . . [that] collects state-specific, population-based data on maternal attitudes and experiences before, during, and shortly after pregnancy.”15 In 2006, the CDC issued formal recommendations regarding how to improve preconception health and health care, the first of which called for “Individual Responsibility across the Lifespan” and defined the target population as “women, from menarche to menopause, who are capable of having children, even if they do not intend to conceive.” All the recommendations “emphasize individual behavior and responsibility for improving preconception health”16 and demonstrate the neoliberal orientation of contemporary risk culture.

Women are repeatedly advised to act with an eye on their maternal future. The American College of Obstetricians and Gynecologists (ACOG) recommends that “all women of childbearing age should take 0.4 milligrams of folic acid daily” to reduce the risks of neural tube defects.17 This recommendation is based on compelling science, and the medical result of increased folic acid intake has been a dramatic reduction in the incidence of spina bifida and related disorders.18 The psychological effect of such advice is to have women thinking as mothers well before they conceive. Most pregnancy guidebooks now include a pre-pregnancy section, and a relatively new genre is devoted specifically to the period before conception. Among the latter are such books as Before You Conceive: The Complete Pregnancy Guide, The Pre-Pregnancy Planner, and Getting Pregnant: What You Need to Know Right Now.19 These titles suggest that responsible women will seek out and follow advice about appropriate conduct and indeed that women who want to become pregnant in the future must adopt prescribed behaviors in the present. Women must plan for pregnancy even before they decide whether to pursue it; they must monitor their lifestyles and behave as if they will try to become pregnant, regardless of how pregnancy fits into their plans. The very terms of the discussion—“pre-pregnancy,” “pre-conception,” “women of childbearing age”—define women in their relation to motherhood, as though pregnancy were normal and everything else were biologically deviant. In health matters, the distinction between women and mothers can be elusive.

Women who seek preconception advice are both subtly and explicitly advised on how they can control their fertility. Whether they chart their cycles with pen and paper or track ovulation with expensive monitors, they are propelled into a reflexive contemplation and routine assessment of how their actions might affect their ability to conceive. Women are cautioned that stress can inhibit fertility and advised to seek ways to relax. Nearly all guides mention the importance of “a healthy diet,” advice that women trying to become pregnant have been hearing since at least the middle of the nineteenth century but whose effects on conception and pregnancy, other than in the case of malnutrition, are far from clear. “Everything you put into your body is connected to your ability to conceive!” admonishes Modernstork.com.20 Women are repeatedly warned that the risks of infertility and genetic abnormalities increase with gestational age, and those who choose to postpone having children have been the subject of bitter public debate about women’s responsibility to produce healthy offspring and the ethical uses of reproductive technology. Despite media attention that focuses overwhelmingly on women’s fertility, however, only about one-third of infertility cases can be attributed to problems in women’s reproductive functioning. Another one-third stem from men’s health problems, and the remaining one-third are caused by a combination of factors or remain unexplained.21 The irony is that male infertility treatment almost invariably involves medical interventions on women’s bodies, and it is largely on women that public discourse and medicine focus.22 In infertile couples, women who want to be mothers, but not men who want to be fathers, confront complex and invasive regimens: they must track menses and ovulation, undergo blood tests and sonograms, give themselves medication and injections, and submit to a range of procedures from artificial insemination to in vitro fertilization.

Pregnancy guidebooks offer self-surveillance programs in which women can regulate their behavior to raise their chances of producing a healthy baby. The immensely popular What to Expect When You’re Expecting23 offers pregnant women month-by-month advice on how to track their changing bodies and developing fetuses and how to reduce potential risks. In response to complaints that the book was unnecessarily scaring women by focusing on remote risks and complications, the authors made significant changes in the third edition. Accordingly, a section that was entitled “Playing Baby Roulette” became “Putting Risk in Perspective,” and the “Best-Odds Diet” was renamed the “Pregnancy Diet.” Yet even though some of the language was deliberately changed, the emphasis on preventing risk and the message of danger remain. In the second edition, women are warned that

every bite counts. You’ve got only nine months of meals and snacks with which to give your baby the best possible start in life. Make every one of them count. Before you close your mouth on a forkful of food, consider, “Is this the best bite I can give my baby?” If it will benefit your baby, chew away. If it’ll only benefit your sweet tooth or appease your appetite, put your fork down.24

In the third edition, women are similarly cautioned:

Every bite counts. You’ve got nine months of meals and snacks with which to give your baby the best possible start in life. Try to make them count. As you raise fork to mouth, consider, “Is this a bite that will benefit my baby?” If it is, chew away. If it isn’t, see if you can’t find a bite more worthy.

Additional recommendations include adding green plants to homes to help purify the air, not standing in front of microwaves to reduce fetal exposure to radiation, and eschewing hair dyes and permanents (even though “the risk is only theoretical”).25 Other books—How to Prevent Miscarriage and Other Crises of Pregnancy: A Leading High-Risk Doctor’s Prescription for Carrying Your Baby to Term, Avoiding Miscarriage: Everything You Need to Know to Feel More Confident in Pregnancy, and Preventing Miscarriage: The Good News—suggest that diligent women can prevent pregnancy loss, even though the causes of individual miscarriages are largely speculative.26 Implicit in the titles is the notion that women who do suffer miscarriages could have avoided them if they had informed themselves properly.

At prenatal visits to the obstetrician, routine testing helps identify potentially serious problems, such as diabetes and preeclampsia, but also further enmeshes pregnant women in the information-control-responsibility dynamic of a risk culture. Obstetricians track blood pressure and weight, urine for sugar or protein, and feet and hands for swelling. Doctors also are likely to palpate and measure the abdomen to verify the size and shape of the uterus, to listen for a fetal heartbeat, and to test for gestational diabetes and anemia. In addition, the ACOG now recommends that all pregnant women be advised of options for testing that might indicate fetal abnormality. As their bodies are continuously monitored, pregnant women must become conversant with what anthropologist Rayna Rapp, one of the first academics to examine couples’ experiences of prenatal screening, calls the “resolutely medico-scientific” language of genetic counseling. These consultations are problematic, not least because counselors are often insensitive to the class, ethnic, and racial contexts in which women must weigh the risks of prenatal tests against those of potential fetal anomalies and then interpret and act on the results based on abstract probabilities.27

Women who undergo testing might well confront scenarios that are fraught with moral implications: Should a positive blood test for Down syndrome be followed by a more definitive amniocentesis, a procedure that carries a slight risk of miscarriage, a risk that might well stem from a Down fetus and not the amniocentesis itself? Should the discovery of an operable abnormality lead to fetal surgery, which poses risks to the fetus and the expectant mother? Or should such a pregnancy be terminated? What kinds of personal and social supports would be available to care for a child with special needs? In a neoliberal risk culture focused on prevention, testing makes disability less a collective problem—”What will we do to embrace and accommodate those among us with disabilities?”—than one for individual women to manage: “What will she do to avoid having a baby with a disability” or to provide appropriate care for this baby once it is born.28 Each pregnant woman is “positioned in a web of surveillance, monitoring, measurement and expert advice that requires constant work on her part: seeking out knowledge about risks to her fetus, acting according to that knowledge.”29 At the same time, dangers to women themselves are far less well known. For example, pregnant women are more likely than other women to experience domestic violence, and pregnant victims of violence are at increased risk for a variety of poor maternal outcomes, including femicide.30 At times, a responsible pregnancy appears to require reducing risks to the fetus and making choices that lower the costs for everyone but the pregnant woman.

Medically, legally, and culturally, the fetus has developed into a distinct subject vulnerable to a hazardous womb, a viable human exposed to varying degrees of risk depending on the behavior of its mother. Ultrasound photography—”shooting the mother”—provides visual evidence of the fetus as a complete person,31 and advances in this technology, now a standard component of prenatal care, have led to remarkably detailed imagery. Mothers-to-be can take home three-dimensional pictures of their fetuses during the second trimester. The market for fetal products and prenatal services, brimming with tools to help jump-start babies’ emotional and intellectual development, offers additional opportunities for fetal surveillance. The implicit message is that parents who do not avail themselves of these resources put their fetus at a comparative disadvantage. Advertising for the Wombsong Prenatal Sound System, “based on the latest in prenatal and brain research and developed by a team of medical professionals,” advises that “a baby’s brain cells multiply rapidly, making connections that may shape a lifetime of experience and learning,” and recommends using the system every day “to stimulate your baby and enhance brain development.” Embryonics toys, sold at Toys “R” Us and Amazon.com, provide a “Learning System from Womb to Classroom.”32 The Institute for Perinatal Education, featured on CBS’s The Early Show, teaches “prenatal parenting . . . the concept of actively parenting, with forethought and directed attention, your unborn child.” Frederick Wirth, a neonatologist, professor of pediatrics and the institute’s president, offers a set of prenatal parenting techniques based on “the fact” that a mother’s emotions “are carried across the placenta by messenger molecules impacting the baby’s brain development [which] can affect a child’s emotional character for life.”33 Such “messenger molecules” have never been demonstrated.

While some prenatal exposures are known to be harmful to the fetus, many others, including some that are well publicized, are largely hypothetical. Certain medications, folic-acid and vitamin-D deficiencies, and the failure to control serious maternal health problems increase the risk of birth defects or ailments later in life, and pregnant women have benefited enormously from prenatal research. Nonetheless, when a good mother is expected to reduce any conceivable risk to her fetus, all manner of conjecture about pregnancy behavior can become prescriptive. The developing “fetal programming” hypothesis, which proposes that health problems throughout life stem from exposures in the womb, is one example that has received extensive media attention. Reporting on a widely publicized study of prenatal diet in rats, for example, U.S. News & World Report offered this lead:

Most pregnant women wouldn’t dream of belting back cocktails or lighting up. But what about that Big Mac and daily Krispy Kreme doughnut? In a Freudian twist, a growing number of researchers now contend that if Junior eventually battles middle-age spread, hypertension, and diabetes, Mom’s diet during pregnancy will bear some of the blame.

The article was accompanied by a photo of a baby bottle nipple.34 “Moms Eat Junk Food, Kids Get Fat” was the headline for a CBS.com story on the same study.35

A Los Angeles Times report on fetal programming demonstrates the ways in which women’s control over their wombs is both obligatory and impossible. Experts are not suggesting that “pregnant women take every possible precaution for fear of dooming their children,” the article cautioned, but “many fetal programming experts say reproductive-age men and women need to know that they probably have more control over their children’s future health than they realize.” It quoted a scientist at the National Institute of Environmental Health Sciences: “You can’t help but be a little scared of everything that could go wrong. There are a lot of things outside of your control. But I was surprised to learn how much is in my control.” Yet precisely what could be controlled was not clear. “Stress is probably really important. Infections during pregnancy may be important. Any kind of environmental influence could perturb programming.”36 The article’s message to pregnant women was this: everything is potentially risky. You have control over fetal development, but we do not know how. Actions that you think are innocuous are probably harmful, but we cannot tell you which ones. This behavior might be more problematic at certain times in pregnancy, but we do not know when. It can produce either disastrous or moderately negative effects, but we cannot predict either one. Critics of prenatal science and the sense of responsibility and control it often inspires have noted that “womb-centric predictions of a child’s future—whether rooted in supposed genetic disparities, gestational maternal-fetal conflict, eating habits during pregnancy, or whatever else—always undersell the role of one’s later environment.”37 Nonetheless, armed with this kind of conditional information, pregnant women are warned that even mundane decisions can have irreversible consequences.

From forced caesarian sections and fetal homicide laws to the prosecution of women for drug use during pregnancy and the highly racialized and much publicized “crack baby” epidemic—which researchers now have demonstrated dramatically exaggerated the number of babies possibly affected and the teratogenicity of cocaine itself38—social panics have concretized an image of the fetus as imperiled by its mother.39 Pregnant women who drink alcohol are held in particular contempt, although the overwhelming majority of women who consume alcohol during their pregnancies give birth to babies unaffected by fetal alcohol syndrome (FAS). Only about 5 percent of women who drink heavily give birth to babies exhibiting signs of FAS, and “there is no consistent, reliable evidence . . . to indicate that alcohol categorically affects fetal development regardless of level of exposure or timing of exposure, or absent other factors,” including poverty and malnutrition.40 But pregnant women who eschew alcohol reap the rewards that come with exercising self-control and behaving in socially responsible ways. An outgrowth, in part, of the antiabortion movement, the discourse of “fetal rights” suggests that babies have the right to be born with a sound mind and body, and the logic of neoliberalism in a risk culture suggests that social institutions will hold individual pregnant women responsible for protecting this right when possible.41 In total motherhood, poor fetal outcomes are individual, not social, problems.

Meanwhile, men and fathers are largely absent from discussions of fetal rights. Pregnant women are warned about FAS, along with toxoplasmosis, salmonella, and listeriosis, but not about domestic violence, whose effects on maternal and fetal outcomes have been amply documented.42 Critical links between fathers and fetuses are either ignored or disregarded. For example, while acrimonious debates surround women who choose to postpone childbearing, a growing body of research pointing to a higher incidence of autism and schizophrenia among children fathered by older men provokes little public discussion.43 Cynthia Daniels, author of Exposing Men: The Science and Politics of Male Reproduction, demonstrated several gender disparities in the research and public discourse on fetal rights. Studies associating male reproductive exposures with miscarriage, fetal abnormalities, birth defects, and other health problems have been dismissed for methodological problems that are routinely tolerated in research on female exposures. In scientific journals, evidence for maternal risks to a fetus is presented as certain, compared with studies of male risks, whose conclusions tend to be tentative and qualified. In the media, science indicating male reproductive exposure risks is presented as idiosyncratic and less credible than female exposure risks. Women are portrayed as negligent and uninformed, whereas men are almost never presented as uniquely responsible. Involuntarily exposed to potentially harmful substances, unwitting conduits of harm, men appear as victims in much the same way as fetuses. “Debates over fetal rights are not so much about the prevention of fetal harm,” Daniels argues, “as they are about the social production of truth about the nature of men’s and women’s relation to reproduction.”44 Less about “unborn children” than about mothers’ obligation to guarantee fetal health, public discourse on the fetus is the epitome of total motherhood.

“Natural” Mothers

The recourse to “the natural,” too, is a microcosm of total motherhood. In a risk culture, when virtually everything from conception through childbirth can ostensibly be either controlled or optimized, nature becomes a beacon, a respite from the complexity of a highly specialized world. The romanticization of what is organic, and therefore somehow more pure or authentic, provides an alternative to the pervasive and highly technical language of science, a discourse that threatens to take “the nature out of Mother Nature” and to upset “the ‘natural order’ of life.”45 Those who oppose interference in what they view as a natural reproductive process encourage pregnant women to “re-frame their thinking in order to regain their natural authority,” to avoid routinized invasive procedures that “externalize the mother’s body and wisdom, keeping her distanced from the trust she might otherwise learn to develop in herself,” and to dispel “the negative messages we have all internalized—for example . . . that our bodies are not trustworthy [and] that our intuitive awareness is inferior to science and technology.”46 Natural mothering tells women that only they have the capacity to properly care for their babies, and in so doing it affirms the most basic principle of total motherhood: that mothers—not families or other institutions—are uniquely responsible for their babies’ and children’s well-being.

Critical of a society overly invested in consumerism, science, and individualism, advocates of natural mothering and family living nonetheless embrace these very institutions. Natural baby catalogs and mail order businesses, for example, offer nursing wear, noncompetitive toys, and other merchandise designed to enhance natural living and to satisfy consumer urges. These products, in addition to advice that natural mothers will make their own baby food, wash cloth diapers, and constantly “wear” their babies in slings, ignore the time, income, and flexibility necessary for natural mothering, resources that are unavailable to single or working mothers or families dependent on two incomes. In natural mothering advice, furthermore, the virtues of nature are filtered by science and expertise, and much of what opponents of medical intervention champion is less a rejection than a selective embrace of scientific authority. Natural childbirth and parenting are mediated by classes and experts, and books are written by authors whose credentials are prominently displayed next to their names. The Natural Parent: Parenting from the Heart was written by “parenting specialist” Jan Hunt.47 Naturalmom.com offers articles and advice from “Pregnancy and Fertility Expert Herbalist” Susun Weed, whose books are recommended by “expert herbalists and well-known women’s health physicians such as Susan Love MD, Christiane Northrup MD, Rosemary Gladstar, and David Hoffman.”48 Peggy O’Mara, editor and publisher of Mothering, the popular magazine of “natural family living,” claims that her book, Having a Baby, Naturally, is based on “a register of over 9,000 controlled studies from almost 400 medical journals, in 18 different languages, from 85 different countries.”49

Dubbed “America’s pediatrician” and credited with coining the term “attachment parenting”—a concept that promotes each mother’s constant physical and emotional attachment to her baby—William Sears offers counsel predicated on the belief that the best mothering is practiced independent of medical expertise, advice that actually draws its legitimacy from precisely that authority.50 The eponymous Sears Parenting Library, composed of books written by Sears and his wife Martha, a nurse, is itself an example of the expert culture that infuses the discourse of total motherhood and about which Sears advocates a conscious skepticism.51 These books on pregnancy and baby and child care frequently appeal to scientific research that highlights the potential risks of medical intervention. For example, Sears and Sears make sure to note that their objection to ultrasound screening is supported by a professor of obstetrics and gynecology at Harvard Medical School who chaired a National Institutes of Health task force on diagnostic ultrasound, that is, a scholar from a most prestigious medical school whose authority qualified him to chair a government committee.52 The back cover of The Baby Book similarly seeks to establish Sears as an authority in pediatric science. He and his wife are “the pediatrics experts to whom American parents are increasingly turning for advice and information on all aspects of pregnancy, birth, child care, and family nutrition. Dr. Sears was trained at Harvard Medical School’s Children’s Hospital and Toronto’s Hospital for Sick Children, the largest children’s hospital in the world. He has practiced pediatrics for nearly thirty years. Martha Sears is a registered nurse, certified childbirth educator, and breastfeeding consultant.” Sears’ website adds that he is a fellow of the American Academy of Pediatrics (AAP) and the Royal College of Pediatricians.53 In challenging women’s reliance on emissaries of science, Sears and his wife position themselves as just such authorities.

The discourse of natural pregnancy and childbirth reveals the inevitability of science in a risk culture. “Natural” mothers dismiss trust in abstract authority and assume singular responsibility for their children, both hallmarks of total motherhood. They are liable for wading through a morass of information, ensuring optimal fetal development, managing pain in labor, and raising healthy and well-adjusted children. They are repeatedly advised to rely on their intuition when interacting with authorities and not to interfere with their bodies’ natural reproductive functions. For these mothers, “good mothering practice is predicated on trusting that nature will resolve all parenting dilemmas,”54 and the rules of nature constitute the kind of “abstract system” that Anthony Giddens argues has replaced the institutions of knowledge, such as class or religion, that dominated earlier modernity.55 The surplus of both information and interpretive frames in a risk culture requires that people choose what to believe, and a philosophy of “the natural” is one among the many abstract systems of knowledge in which mothers can place their trust. At the same time that they wrest control from “science,” mothers give themselves over to the logic of “nature,” and in submitting to this authority, they resemble the scientifically oriented mothering they explicitly reject.56

Proponents of natural pregnancy also fail to understand that risk is omnipresent, that it inheres in every action, and that nothing is risk free. Sears and Sears suggest that even hypothetical risks should be avoided. They approvingly recount a story about their daughter-in-law’s refusing to allow her obstetrician to use the Doptone monitor, which records the fetus’s heartbeat, without explaining the full range of its costs and benefits. “Can you guarantee it won’t harm my baby?” she asked the doctor. “Nobody knows for sure” if the monitor is safe, write the Sears, who embrace the recommendation of another obstetrician that “in the face of even theoretical risks, where there is no benefit, then the theoretical risks cannot be justified.”57 Yet no doctor can ever guarantee safety, and no practice is devoid of theoretical risks.58 The Sears state that “there is no pain-relieving drug that has ever been proven to be totally safe for mother and baby” in childbirth.59 But this is true, without exception, of every drug and consumer on the market; no medication has ever been shown to be completely safe for anyone. Likewise, as others have argued, pregnancy, and life in general, carry “an irreducible element of risk,” which means that “pursuit of absolute zero risk to the fetus in clinical care or health policy is not only quixotic, it is disproportionate to how we think about risk elsewhere, including in the treatment of born children.”60 Sears and Sears selectively employ science in ways that exacerbate public misunderstanding of risk. They ignore costs and trade-offs, and they hold decision making in pregnancy to an impossible standard. In embracing the notion that mothers are responsible for eliminating all conceivable risks to their children, natural mothering furthers an ideology of total motherhood that is fundamentally similar to more mainstream approaches.

Whether they turn to science or nature or some combination of the two, what women internalize is a sense that proper attention to the mind and body will lead to conception, pregnancy, and a healthy child and that the inverse, the failure to cultivate mind and body, will inhibit a healthy outcome. Pregnancy in total motherhood literally embodies the essence of risk culture: the hyperawareness of potential danger, the illusion of control, and the conviction that proper planning can eliminate risk. It also reinforces neoliberal individualism in holding mothers uniquely responsible for protecting their fetuses from every imaginable danger. As Deborah Lupton, author of several books on risk, writes,

More so than ever in the past pregnancy is portrayed as a series of events that are located within a sphere of rationalist control. Producing a “perfect” infant is seen to be at least partly a result of the woman’s ability to exert control over the body, to seek and subscribe to expert advice and engage in self-sacrifice for the sake of her fetus.61

Whether practiced through science or nature, total motherhood denies mothers a subjectivity that is anything but maternally determined. If women are rational, they will devote themselves to creating the healthiest pregnancy; if women are naturally mothers, identity conflicts can develop only when women try to subvert nature. In both instances, the maternal and the personal are synonymous.

Maximizing Childhood

Negotiating conception, pregnancy, and childbirth is only the first stage of total motherhood. If good health in a risk culture is an indicator of a person’s capacity to make wise choices, babies’ physical and developmental well-being is a reflection of their mothers’ discernment. Just as neoliberal individuals are expected to be healthy by engaging in constant self-surveillance, mothers are charged with monitoring virtually every dimension of their babies’ and children’s growth. Children no longer appear acceptable as they are or might develop on their own, and a recurring chorus—”that inattention to the needs of children leads to irreversible damage, and that lack of support leads to retarded development, if not under-achievement”—echoes throughout children’s lives.62 Like so many other institutions of authority in a risk culture, motherhood itself has become a less reliable guide. Experience, in other words, seems less valuable than it once was. Today’s grandmothers, who put infants to sleep on their stomachs, left babies and toddlers in playpens, and allowed preschoolers to ride in the front seat, become less credible authorities as their daughters struggle to evaluate risks that their mothers could not have fathomed. What divides mothers across generations is not so much knowledge about child raising but expectations about what can be known. In a neoliberal culture, in which risk prevention is the moral obligation of individual citizens and the reach of science knows no bounds, babies and children must be continuously monitored, decisions constantly reevaluated in light of new information, and maternal identity perpetually remade. Mothering, therefore, is terminally reflexive, an ongoing process of warding off the potential shame of failing at total motherhood.

From birth, an infant is placed under medical observation. Each child has a unique trajectory that is compared with the development of others. Height, weight, and head circumference are measured, plotted, and evaluated in relation to “average” growth. Thus “even when the child is growing normally, the process of measurement simultaneously implies the possibilities of abnormality.”63 Although it is unclear when a single point on a growth chart, or a shift in development, is to be interpreted as problematic, every child is in constant danger of slipping further from the mean and closer to abnormal.64 Babies, toddlers, and children undergo periodic “well checks” in which pediatricians survey their developmental progress in such areas as weight gain, head control, vocalizing, and muscle development. What to Expect the First Year advises that “all babies reach milestones on their own developmental time line” and assures each reader that “your baby’s rate of development is normal for your baby.” At the same time, the book offers a month-by-month guide to what each baby “should be able,” “will probably be able,” “may possibly be able,” and “may even be able” to do, constantly reminding mothers of how their babies are progressing compared with others. For example, in the fifth month, a baby “should be able” to do the following: “hold head steady when upright; on stomach, raise chest, supported by arms; pay attention to an object as small as a raisin (but keep such objects out of baby’s reach); squeal in delight; reach for an object; smile spontaneously; smile back when you smile; grasp a rattle held to backs or tips of fingers; [and] keep head level with body when pulled to sitting.”65 But what about a baby who does not perform one or more of these tasks? Is she normal or delayed? Does she have her “own developmental time line,” or is she developmentally impaired? As during pregnancy, mothers must make sense of abundant and often contradictory information and be on the lookout for potential problems. What to Expect the First Year and other guides can help mothers identify problems early in their babies’ lives, but they also promote the exaggerated sense of control and responsibility that is characteristic of life in a risk culture.

Total motherhood is marked by interminable decision making, and the number of choices and the volume of information required to make them are staggering. The retail business for baby products, for example, simultaneously creates and provides for a seemingly infinite set of baby needs. Marketers estimate that mothers spend $1.7 trillion a year and $700 million on toys for babies between birth and age two alone; books and advice abound on how to tap this “mom market.”66 As Susan J. Douglas and Meredith W. Michaels, authors of The Mommy Myth, write, “Conspicuous consumption has conquered childhood, motherhood, and the nursery, making just the normal acquisition of a plain old crib and stroller seem, well, negligent, or at the very least, withholding.”67 Created in 1996 to capitalize on the burgeoning market for baby products, Babies “R” Us offers a “New Parents’ Checklist” with ninety-nine “essentials,” some of which comprise multiple items, such as “toys for 0–12 months” and “Baby Boys’/Girls’ Clothes.”68 Each purchase is fraught with implications for a baby’s well-being, for a mother’s sense of herself as a mother, and sometimes for politics. Should the baby wear cloth or disposable diapers? Which is more natural? Which will produce fewer rashes? Which is worse for the environment, the use of water to wash cloth diapers or the landfills required to contain disposables? What kind of pacifier will promote normal jaw development, latex or silicon, round tipped or orthodontic? Which mobile is best? The one that winds up and spins, or the one that is remotely controlled, plays Bach, Mozart, and Beethoven, and “combines 3 different movements and motions, not just the usual circular motion, to captivate and stimulate baby’s developing senses [and keep] baby concentrated and interested at all times”?69 No dimension of baby’s existence is without the potential to be optimized through consumption, and no purchase is devoid of long-term implications.

“Be eternally vigilant,” warns What to Expect the First Year in an admonition taken almost literally at one Babies “R” Us store.70 On entering, shoppers immediately encounter a kiosk advertising “Baby Safety Events” taking place in the store and sponsored by various baby product companies. Patrons can attend a “Baby Safety Expo,” participate in “Safe Home, Safe Baby” clinics, or register for a seminar on “Babies, Bellies, Booties . . . and Baby Safety,” the last of which is available only to mothers who enroll in the gift registry. The first display in the infant section is for audio and video monitors that allow parents to keep tabs on what is happening in a baby’s room from anywhere in the house. Some come equipped with motion sensors that sound an alarm if no movement, such as breathing, is detected. Also in the safety section are rail teethers that prevent babies who chew on their cribs from getting splinters; gates to confine babies to safe spaces; fingerpinch guards; locks for cabinets, refrigerators, drawers, and toilets; corner cushions and furniture bumpers; covers for stove and oven knobs and outlets; rear-view-mirror attachments that allow drivers to watch babies in the back seat; knee-protectors for crawling babies; and many other items. A large placard offers advice from Babies “R” Us identifying the features of various safety products and pointing out what consumers should consider.

Safety advice encapsulates many of the dilemmas of science in a risk culture. For example, it demonstrates reflexivity. For decades, mothers were told to put babies down for sleep on their stomachs to reduce the possibility that they would choke on their own vomit. In 1992, based on evidence of a correlation between prone sleeping and sudden infant death syndrome (SIDS), the American Academy of Pediatrics (AAP) issued a policy statement switching course and directing that healthy infants be positioned on their side or back.71 In 1996, the AAP’s Task Force on Infant Position and SIDS restated the risks of the prone position but stressed that the supine was superior to the side position. It also noted that no evidence existed for earlier concerns about aspiration.72 By 2000, the AAP disavowed side sleeping altogether and credited the supine position with “dramatic decreases in the SIDS rates” in various countries.73 Yet the “Back to Sleep Campaign,” sponsored by the AAP, the Consumer Products Safety Commission, and the National Institute of Child Health and Human Development, took place at the same time as various diagnostic and behavioral shifts, and the precise impact of having babies sleep on their backs is difficult to determine. Fewer babies might be dying of SIDS, for example, at least partially because deaths that once were unexplainable now fall into other diagnostic categories. Indeed, in its 2005 policy statement, the AAP acknowledged that at least some of the decrease in the incidence of SIDS “may be a result of coding shifts to other causes of unexpected deaths.”74

The effect of back sleeping on SIDS is ambiguous in other ways as well. As with much health advice in a risk culture, recommendations regarding sleep and SIDS are drawn from epidemiological studies designed to determine the probability that a particular behavior or exposure is associated with SIDS in the general population, with research finding that babies who died from SIDS—roughly one death per two thousand live births75—are more likely to have been prone than on their backs. Inferences drawn from this research are vulnerable to what social scientists call the ecological fallacy, a statistical error in which individuals are assumed to have all the characteristics of the group to which they belong. As the task force made clear—albeit in its report published in the AAP’s professional journal, a venue unlikely to reach many lay people—the most recent recommendations

were developed to reduce the risk of SIDS in the general population. . . . Scientifically identified associations between risk factors (e.g. socioeconomic characteristics, behaviors, or environmental exposures) and outcomes such as SIDS do not necessarily denote causality . . . [and] it is fundamentally misguided to focus on a single risk factor or to attempt to quantify risk for an individual infant.76

In fact, SIDS organizations report that as many as two-thirds of babies who die from SIDS have no known risk factors.77 How, then, should mothers make sense of the task force’s recommendations?

Putting babies to sleep on their backs creates both its own risks and increased monitoring responsibilities for mothers, thereby further demonstrating the reflexive nature of science in a risk culture. Many of the task force’s recommendations are designed to reduce babies’ arousal threshold, thereby making it more likely that they will awake if they are in distress. Yet the neurocognitive consequences of chronically reducing “slow-wave sleep” during the first year of brain development are unknown. It also is possible that a baby exhausted from waking frequently will eventually fall into a deeper sleep and develop a higher arousal threshold, which might mean an increase in the SIDS risk.78 Babies who spend a large amount of time on their backs, furthermore, are more likely to develop positional plagiocephaly, or “flat head,” which the task force recommends can be prevented by “placing the infant to sleep with the head to 1 side for a week or so and then changing to the other and periodically changing the orientation of the infant to outside activity (e.g. the door of the room).” Back sleepers are also more likely to develop an aversion to being on their stomachs, which can retard the development of the arm muscles necessary to crawl, so mothers need to make sure that babies get adequate “tummy time” when they are awake. Upright “cuddle time” is encouraged.79 Reflexive mothers, in other words, reduce both risks and the risks that result from risk-reducing behavior. Babies “R” Us offers sleep positioners and monitors that purport to detect when an infant has stopped breathing. The AAP does not endorse these products, especially as a substitute for its explicit recommendations, but they are likely to make sense in a risk culture that expects comprehensive risk-reduction from mothers.

The monitoring imperative extends throughout childhood, when mothers are exhorted to watch for any sign of delayed development. The AAP has a formal policy advocating the “developmental surveillance and screening” of all children for potential disabilities,80 and parenting magazines exhort mothers to pay close attention to developmental milestones. “Many children don’t necessarily have autism, but they have ‘almost autism,’” warns a magnified quotation from a psychologist, under a photo of a smiling toddler and his mother, in a popular parenting magazine.81 While the symptoms of autism, particularly on the high-functioning end of the spectrum, can be ambiguous, signs of an “almost” autistic child no doubt will encompass a range of putatively normal behavior. Just as individuals in a risk culture wrestle with a constant state of “pre-illness,” mothers must monitor their children for signs of being not quite sick. Is an inability to stack four blocks by the age of two a sign of cognitive or motor impairment? Does a failure to use prepositions by three years of age demonstrate a learning disability? Is taunting the family pet evidence of a mood disorder? In a risk culture, responsible motherhood demands attention even to potential pathology. Furthermore, when “invisible disabilities,” such as psychological disorders, are diagnosed, the expectation of maternal surveillance can extend to children’s adulthood; and even when these illnesses are deemed to be neurochemical in origin, neoliberal mothers can blame themselves for inadequately protecting or seeking out care for their special-needs children.82

Schools and the media treat raising children as a project of “concerted cultivation” to be carried out by mothers.83 Sociologist Annette Lareau demonstrated that even children from lower-income families, in which parents seek less to encourage children’s development than to enable their “natural growth,” attend schools that are staffed by teachers and administrators whose expectations are based on concerted cultivation.84 This strategy of constant and deliberate enrichment in child raising reveals the neoliberal orientation of American risk culture. As German sociologist Elisabeth Beck-Gernsheim describes it,

All possible flaws must be corrected (no more squinting, stuttering, bed-wetting), all possible talents must be stimulated (boom time for piano lessons, language holidays, tennis in summer and ski courses in winter). Countless guides to education and upbringing appear on the book and magazine market. As different as each one is, at bottom they all have a similar message: the success of the child is defined as the private duty and responsibility of the parents/the mother.85

Moreover, in Lareau’s analysis of how different social classes approach child raising, it was mothers who most dramatically restructured their lives. Mothers were more likely than fathers to alter their career paths, manage information, and organize home labor. As Lareau described one set of parents, “He helped her.”86 Madeline Levine, author of the popular The Price of Privilege: How Parental Pressure and Material Advantage Are Creating a Generation of Disconnected and Unhappy Kids, suggests that middle-class children are suffering from a “maladaptive perfectionism.”

Between accelerated academic courses, multiple extracurricular activities, premature preparation for high school or college, special coaches and tutors engaged to wring the last bit of performance out of them, many kids find themselves scheduled to within an inch of their lives. Criticism and even rejection become commonplace as competitive parents continue to push their children toward higher levels of accomplishment.

Yet Levine, too, finds in mothers the antidote to this debilitating perfectionism. “It is emotional closeness, maternal warmth in particular, that is as close as we get to a silver bullet against psychological impairment.”87

Breastfeeding and Total Motherhood

Total motherhood structures both the science and the practice of breastfeeding. In research comparing formula feeding and breastfeeding, studies almost always rely on maternal characteristics—such as mothers’ BMI, IQ, or smoking history—to measure possible genetic influences on babies’ health, a practice that ignores paternal genetic contributions and might well distort the effects of breastfeeding. Those studies that mention the possibility that behavior associated with breastfeeding is responsible for the benefits attributed to breastfeeding refer almost exclusively to maternal behavior, thereby reflecting and reinforcing assumptions about the unique responsibilities of mothers in child development. Moreover, as Jules Law observed, most studies of breastfeeding assume a normatively gendered division of domestic labor. Researchers and funding institutions typically believe that even small benefits to babies are worth pursuing because they assume that mothers should be primarily invested in child care and, therefore, that advantages to babies from this arrangement are without cost.88

However, it is worth considering whether a comparably reduced risk for obesity, diabetes, or infections would inspire the same scientific zeal if it required an equivalent commitment to domestic labor from fathers. Would such a risk reduction be as compelling to scientists if it demanded of fathers the comprehensive physical and emotional engagement that breastfeeding requires of mothers? If fathers, not mothers, could breastfeed, would the health benefits to babies appear to be as medically urgent? Science takes place in a social context, and the questions it asks reflect the dominant values of the culture in which it operates. Infant feeding research is structured in ways that reflect and reinforce the principles of total motherhood, but the veneer of scientific objectivity conceals this moral bias and makes maternal sacrifice appear less ideological than pragmatic. In this view, breastfeeding is the treatment that has the most health benefits for the child; it is simply good science, no more and no less.89

A research agenda not invested in total motherhood might measure nonmaternal dimensions of infant feeding, such as the relationship between fathers’ engagement and various outcomes. How do variations in fathers’ patterns of behavior, including bottle feeding, influence babies’ social and cognitive development and their attachment to fathers? Are the results different for breast milk or formula? How does regulated formula feeding compare with regulated breast milk intake when measuring obesity, diabetes, and heart disease? Is consistent feeding with both mother and father—or with two mothers or fathers or a single parent—associated with outcomes different from exclusive feeding with either or one mother or father? Such studies would be limited by constraints similar to those in the existing infant-feeding research: reliable information on feeding practices is elusive, and interventions are difficult to isolate from confounding variables on the lengthy paths between intervention, or independent variables, and outcome, or dependent variables. But these problems have not prevented voluminous and ongoing research on breastfeeding, and researchers could easily formulate hypotheses, subject to the same methodological limitations, that do not assume maternal responsibility. Such questions would be no less scientifically viable, and if they appear to be, it is precisely because total motherhood is an ideologically implicit dimension of contemporary infant-feeding research. Whether it is inherently better for babies to attach more significantly to mothers instead of fathers or to one person instead of two or several are not abstract but social questions. That a father-baby attachment through feeding is rarely addressed in infant-feeding research simultaneously reveals and solidifies a long-standing pattern of social organization. It reifies a social arrangement, mother-infant attachment, as metaphysically normative.

Steeped in the self-monitoring, external surveillance, and attribution and internalization of responsibility that mark motherhood from before conception, the practice of breastfeeding also is integral to total motherhood. Good mothers consider their own physical and emotional health to the extent that it does not interfere with breastfeeding, which reduces risk to their babies. The recourse to “the natural,” with all its attendant contradictions, is commonplace in breastfeeding advocacy, as are the failure to appreciate the moral dimension of risk, the ideological assumptions grounding what is conceptualized as risky, and the inevitability of risk. If risk disputes reveal value conflicts in a given society,90 risk accords likewise can represent communal agreement. In the case of breastfeeding, the virtual unanimity surrounding its benefits amounts to a social consensus that risks to children are most important to address when they can be managed by mothers, and, by extension, that mothers are culturally responsible for reducing risks to their children. Indeed, mothers who bottle-feed often find themselves defending the practice in ways that demonstrate breastfeeding’s power to signal commitment to total motherhood and responsible citizenship.

Women are instructed to think about how they intend to feed their babies early in pregnancy. “Read! Read! Read!” the La Leche League (LLL) advises women as they consider how to feed their newborns.91 Just about all advice indicates that breastfeeding is the optimal form of nutrition. For example, What to Expect When You’re Expecting and the ACOG state that infant feeding is every mother’s choice, but they also stress unequivocally that breastfeeding is best. The former includes one and a half pages on “Why Breast Is Best” and one-half page on “Why Some Prefer the Bottle.” Reasons for not breastfeeding are restricted to serious debilitating illness, severe infection, use of medication that is unsafe for babies, exposure to toxic chemicals in the workplace, AIDS, drug abuse, and “a deep-seated aversion to the idea of breastfeeding.” Otherwise, in advice echoed by the ACOG, all new mothers should consider giving breastfeeding a try.92 Our Bodies, Ourselves, the primer of the women’s health movement and now in its twelfth edition, tells women that breastfeeding protects children against many short-term and chronic health problems and strengthens their resistance to infection and disease. The authors also claim that lactation has many benefits for mothers, including “a greatly reduced incidence of breast cancer,” even though research has not consistently found that breastfeeding reduces this risk and has not distinguished the effects of breastfeeding from the behavior of women who breastfeed.93

The Sears, who are outspoken opponents of formula feeding, contend that breastfeeding is better for a baby’s brain, eyes, ears, mouth, throat, kidneys, appendix, urinary tract, joints and muscles, skin, growth, and bowels, as well as its respiratory, heart, circulatory, digestive, immune, and endocrine system. They also suggest that breastfeeding has myriad incidental advantages. For instance, whereas the foul-smelling stools of formula-fed infants cause their mothers and fathers to cringe while changing diapers, the “not unpleasant, buttermilk-like odor” of breast milk stools are inoffensive. “When the baby looks at the face of the diaper-changing caregiver and sees happiness rather than disgust, he picks up a good message about himself—perhaps a perk for building self-esteem.”94 In a section of The Baby Book, the Sears advise pregnant women on how to ready themselves for breastfeeding. While the most recent edition no longer recommends a “prenatal nipple exam,” it does offer clear advice on how to prepare the breasts for breastfeeding. Soap, which will cause nipples to dry out and crack during nursing, should be avoided. Concerns about inverted nipples may be taken up with a lactation consultant. Practicing breast massage during pregnancy will increase women’s comfort handling their breasts and also will facilitate manual expression of breast milk after the baby is born. The Sears further advise pregnant women to enroll in a breastfeeding class, to learn the Sears-developed “right-start” techniques for proper positioning and latching on, and to join a breastfeeding support group.95

In public discourse, “breast or bottle” is an overdetermined opposition in which good mothers must opt for the former. Breastfeeding.com has a page entitled “Baby Formula Label, Want a Scare?” which lists the components of infant formula.96 Some of these ingredients, the page points out, also exist in junk food. Whey, a by-product of cheese production, is mischaracterized as “waste” that has been added to formula. “Aren’t you glad that the manufacturers now have a profitable way to dispose of their former waste products?” the page asks, suggesting that whey is more like toxic sludge than the family of common food by-products—including bran, germ, molasses, and gelatin—to which it belongs. It also neglects to mention that whey is a standard ingredient in such foods as bread and crackers and that whey protein is a regular dietary supplement. While the amount and composition of whey vary among infant formulas and between formula and breast milk, and scientists do disagree as to which is optimal, the consensus is that whey has nutritional value. The webpage ends by recounting the stories of two women whose decision to breast-feed might have saved their babies’ lives. One had been stuck in a truck for five days during a snowstorm; another had been trapped without water for a week after Hurricane Andrew. The message to mothers is clear: it is your responsibility to feed your baby, under any circumstances. If you choose the bottle and your baby dies in a snowstorm—or, by implication, in any dire situation, regardless of its likelihood—it will be your fault. “Most people don’t expect to have a disaster befall them. But acts of war, environmental accidents, and natural disasters are a part of life.”97

For some proponents, breastfeeding confirms the virtues of nature and natural mothering. In this narrative, the “condensation of breast-feeding, maternal intuition, and maternal biology elevates ‘nature’ as the medium of a moral order in which mothers naturally (hormonally) fulfill their maternal potential.”98 Like hospitals, fetal monitors, and epidurals, here the bottle becomes a harmful intervention in the natural reproductive process, a substitute that can subvert nature’s design and destabilize the hormonal underpinnings of good mothering. “Breastfeeding plays a critical role in nature’s plan for ensuring that human babies survive and grow,” writes the LLL in the most recent edition of The Womanly Art of Breastfeeding, the league’s hallmark guide to breastfeeding. “Artificial feeding—formula feeding—is a substantial departure from nature’s plan.” Suckling stimulates the production of prolactin, the so-called mothering hormone that LLL and many other breastfeeding advocates contend enhances maternal intuition. “Nature intends for mothers to enjoy breastfeeding their babies, and the good feelings that come with breastfeeding help mothers become more attached to their babies.”99 According to anthropologist Katherine Dettwyler, a prominent breastfeeding advocate, millions of years of evolution indicate that the “natural” duration of breastfeeding for modern humans is somewhere between two and one-half and seven years and that humans, as mammals, are programmed to expect breast milk. Formula feeding is part of a pernicious culturalization in which women pit their own and their children’s bodies against nature and, in the process, inhibit the natural attachment between mother and child.100

This “romance of the natural mother,”101 however, is a partial story. It implies that what is natural is inherently superior, a premise that is not grounded in science. It ignores the myriad ways that scientific intervention has improved and prolonged life. It also conceals that breastfeeding and breast milk are “endorsed and managed by science,” scoured by scientists from multiple disciplines and endlessly “analyzed and labeled scientifically” in a process of “recreating ‘natural’ on-demand feeding through expert intervention.”102 In fact, it is scientific authority, particularly the claim that research demonstrates breastfeeding’s superiority, on which contemporary breastfeeding promotion largely depends, and this is true even for many advocates committed to a philosophy of natural mothering. Long wary of medicine’s intervention in the “natural” process of mothering, for example, the LLL stresses “the unique importance of one mother helping another” and has as its mission to facilitate “mother-to-mother” support.103 The league’s position on the value of science, writes Bernice Hausman, is that “science should support and enhance nature”; that “all information needs the mediating presence of the breastfeeding mother”; and that “mother-to-mother support means that any scientific information is distilled and processed through the experience of a mother.”104 The league, in short, has been profoundly suspicious of medical authority. In recent decades, however, as research has increasingly suggested that breastfeeding has health benefits for babies, the LLL has turned more to science to make its case. It also has promoted various artificial means to facilitate breastfeeding, such as tube-feeding systems for mothers having trouble establishing an adequate milk supply or persuading newborns to latch on properly to the breast. For example, it promotes the Medela Supplemental Nursing System, “two thin tubes, taped to each breast, [that] deliver a supplement to the nursing baby from a plastic container that hangs around the mother’s neck.” It also supports the Medela Hazelbaker FingerFeeder, in which milk comes through a tube attached to the mother’s finger, which is then placed in the baby’s mouth.105 These devices challenge the conceptual boundaries of “the natural.” As Hausman writes, they are part of

a de-naturalized repertoire of techniques and substitutions to correct the errancies of “natural” breastfeeding. . . . The League’s representation of the mother who must learn to be natural and who uses science as the ideological evidentiary support for her natural mothering practices appears consistently throughout the six editions of The Womanly Art of Breastfeeding.

This judicious recourse to science “exerts a certain tension on the League philosophy of the mother as knowledgeable expert in her own domain.”106 It suggests that natural mothers do not reject science but rather invoke and deploy it selectively.

The promotion of breastfeeding as natural, moreover, wrongly implies both that nature is hermetically sealed from culture and that all mothers can choose to breastfeed and lead natural lives. Neither breast milk nor the process of feeding from the breast is immune to “unnatural” influences. Breastfeeding, like bottle feeding, is a cultured process, and no social context is without consequence for the breastfed baby. What mothers breathe and eat is transmitted to babies via breastfeeding, so their exposure to chemicals or pollutants and their consumption of genetically modified, organic, or processed food enmesh breastfed babies in a sprawling network of social processes. Often babies’ exposures are heavily determined by mothers’ socioeconomic status. Lower-income women, for example, are more likely to live in polluted areas and to consume cheaper and more calorie-dense foods, practices that affect the putatively natural composition of breast milk.107 They also are more likely to work in environments in which frequent breaks for breast pumping are not possible, jobs that can make choosing to breastfeed and to live a more natural life nearly impossible.

Breastfeeding mothers, furthermore, can be as vulnerable to a socially imposed feeding schedule, one that accommodates the rhythms of different lives, as can those who bottle-feed. Indeed, not all breastfeeding societies produce the same feeding patterns, and not every breastfed baby feeds at the same intervals. Every baby is born into a culture, whether it is the often discussed !Kung San of southern Africa, in which mothers feed their babies semicontinuously, or middle-class American suburbia, in which babies feed in multiple discrete sessions at the breast or bottle. Hausman notes that “all patterns of infant feeding are cultural impositions on babies,”108 and this is true whether these patterns are rooted in hunter-gatherer or industrial societies. Said differently, there is no unmediated space in which a baby is untouched by culture. The ubiquity of culture does not in itself preclude the possibility that one method of feeding might have advantages over another, but it does problematize the assertion that breastfeeding is superior because it is natural for mammals.

Finally, breastfeeding mothers are not immune to the current maternal culture of consumption that natural mothers vehemently criticize. For example, mothers can purchase a special nursing shirt that “incorporates the latest research in infant development by using patterns designed to stimulate babies’ vision” and that provides “the equivalent of a visual workout for the baby.”109 Babies “R” Us lists 181 products for “bottle feeding,” but it also carries 111 for “breastfeeding,” including breast cream, nipple pads, nursing wraps, and reminder bracelets that indicate from which breast the baby last fed. A Medela Pump in Style breast pump costs around $275, and accessories—milk storage bags, “BPA-free” bottles, replacement parts—add additional expenses.110 These products reveal a broad gulf between many middle-class women’s fantasy of breastfeeding as a natural experience and the consumer project that it ultimately becomes.111 They also expose the lie of many advocates’ claims that breastfeeding is “free” and readily carried out even by low-income working mothers. Breastfeeding does not take place outside culture. Rather, it is a practice in which, as Linda Blum contends, “the cultural and corporeal merge, collide, twist, turn, and feed each other; they cannot be sorted into the truth and ultimate goodness of the ‘natural’ and the false, ultimately oppressive realm of the ‘man-made.’”112

If a mother has chosen to breastfeed, according to most advice, both the practice and the surveillance of breastfeeding begin immediately after birth. A newborn should be placed on the mother’s chest, skin to skin, and encouraged to feed immediately; most babies will find their way to the breast on their own, and the vast majority can be placed there within minutes of birth. Success in these early moments is crucial to continued breastfeeding. Moreover, mother and baby should be together in the hospital at all times, and efforts to separate them should be vigorously resisted. “There is absolutely no medical reason for healthy mothers and babies to be separated from each other, even for short periods,” contends breastfeeding.com. Supplementary feeding with water, sugar water, or formula is rarely needed. Bottles are to be avoided, as milk flows more easily from latex and silicon nipples and might discourage babies from mastering the more difficult task of drawing milk from the breast.113 “Lead mother not into temptation,” warn Sears and Sears against the formula samples included in hospital discharge packs.114 Here formula is sin, and exhausted mothers should not have it in their homes lest they succumb. In her twenty-four- to forty-eight-hour postpartum hospital stay, a new mother might have her breastfeeding monitored by a nursery nurse, a lactation specialist from her pediatrician’s office, and a lactation consultant from the U.S. Department of Agriculture’s Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), each of whom may offer different and often contradictory technical advice. In 2008, vital statistics registrars reported that forty-two states and Puerto Rico collected, or would collect by 2010, breastfeeding data on birth certificates before mothers leave the hospital.115

As the focus of concern shifts from the fetus to the baby, from the womb as the “fetal environment” to the breast as milk machine, the mother is transformed from a fetal container to a milk producer. Like the fetus, conceptualized as a distinct entity vulnerable to the womb that sustains it, breast milk becomes the fetishized product of the breast that produces it. In both cases, women are disembodied, or reduced to wombs and breasts.116 Women who monitored their lives with an eye toward conception, pregnancy, and birth now must track their behavior for its potential effects on the quantity and quality of their milk production. Having been told that a healthy diet would enhance fertility and optimize fetal development, breastfeeding mothers are now advised to monitor what they eat for evidence that particular foods are causing problems for their babies. Together, What to Expect When You’re Expecting and What to Expect the First Year recommend increasing calories, calcium, and foods high in “brain-building DHA”; taking a vitamin formulated for pregnant or lactating women; limiting intake of foods containing preservatives, artificial colors and flavors, stabilizers, herbs, caffeine, and alcohol; avoiding residual pesticides by purchasing certified, organically grown produce and scrubbing other fruit and vegetable skins with produce wash; and minimizing exposure to mercury by limiting fish consumption.117

The LLL and other breastfeeding advocates recommend that mothers be particularly careful when they suspect colic, an unexplained condition in which babies cry uncontrollably for extended lengths of time. Infants with colic might be sensitive to particular foods in mothers’ diets, and the Sears and breastfeeding.com recommend that mothers of colicky babies avoid an all-encompassing list of “colic-causing foods”: dairy products, caffeine (coffee, tea, soda), soy products, peanuts, shellfish, chocolate, citrus fruits, wheat, chicken, beef, eggs, nuts, corn, the iron in prenatal vitamins, and gassy vegetables (broccoli, cauliflower, cabbage, onions, green peppers, tomatoes).118 Colic, however, is loosely and variably defined. The AAP cautions that “if your baby cries and cries, no matter how you try to comfort her, the cause may be colic,” and What to Expect the First Year suggests that 20 percent of babies have crying spells severe enough to be labeled colic.119 The problem in identifying colic is that most babies cry, and “uncontrolled crying” is an ambiguous symptom; exhausted new mothers, whom the LLL, Sears, and others advise should breastfeed their babies for around an hour between eight and twelve times a day, might well interpret it broadly and assume colic. They are then likely to modify their diets or other routines because the principle that mothers can and should prevent any risk to babies, cost notwithstanding, tells them to behave in ways that have even the possibility of alleviating babies’ distress.

Studies have suggested that stress, which women were cautioned could reduce fertility and put fetuses at risk, can also interfere with breastfeeding by preventing lactation or reducing the release of oxytocin, the hormone responsible for triggering women’s milk-ejection reflex.120 According to Sears and Sears, stress can also interfere with the hormones that make milk, and chronic, unresolved stress alters the biochemical equilibrium of the breastfeeding mother. Because only she can provide milk that is custom-made for her baby, they advise mother to relax and remember that “the milk you are giving your baby is going to raise his IQ and lower the risk of every major illness.” The implication is that not breastfeeding will compromise baby’s IQ and increase the risk of every major illness, advice that is at least as likely to exacerbate, rather than reduce, a mother’s stress, which she otherwise has been instructed to control. “When you believe in your breasts, they will work for you. If you don’t believe you can breastfeed, you set yourself up for all the problems that lead to failure. A doubt can become a self-fulfilling prophecy.”121 Breastfeeding failure, in this scenario, is personal, or the mother’s fault; it results not from cultural or economic obstacles—poverty, a low-paying job, racism, sexism, or unreasonable expectations of mothers—but from a lack of confidence. In the late nineteenth and early twentieth century, doctors often recommended that mothers periodically give their babies bottles in order to relieve some of the strain of breastfeeding. Physicians argued that these bottles were necessary to keep mothers calm and happy so that their nerves would not interfere with the production of high-quality breast milk.122 The concept of “relief bottles,” as they were called, and the notion that the suffering of mothers themselves might be alleviated stand in stark contrast to current talk of “supplemental bottles.” Whereas relief bottles at least implied attention to the mother—that she might be given some respite or reprieve—the current language of supplemental feeding shifts attention to the baby and concerns the mother largely as an inadequate breast.

A breastfeeding mother is often advised to consider her physical and emotional well-being in relation to the “needs” of her baby. The Sears’ point of departure is babies’ needs and the necessity of breastfeeding, both of which are predicated on an uninterrupted physical connection between mothers and babies. In a discussion of postpartum depression in The Breastfeeding Book, for example, they caution that independence is not good for mothers. “As you build your relationship with your baby, think of the two of you as interdependent. Each needs the other, and each has something to give to the other.” “Respect your need to nest and nurse,” they tell struggling women. “Do something every day just for yourself,” but “choose something that does not require separation from your baby.” Self-help measures for maternal depression are best for babies, and they require self-discipline, “but your desire to continue breastfeeding will be a powerful motivation.” “Abrupt weaning can make depression worse,” the Sears admonish. “Women who must wean quickly may feel devastated and may grieve for the end of their breastfeeding relationship with their baby. This feeling is more intense than when weaning was not the mother’s choice.”123 On his website, Sears addresses depression only as it affects breast milk, in a discussion of antidepressants under the heading “Taking Medication While Breastfeeding.” Here as well, he warns depressed mothers that discontinuing breast-feeding is harmful to babies.124 In total motherhood, as Sears demonstrates, a mother cares for herself largely to the extent that she can simultaneously provide what is optimal for her baby, including breastfeeding.

The LLL underscores the need to breastfeed in the face of maternal depression. On its website, one woman described how breastfeeding became her reason to live. Another recounted how she breastfed her toddler and baby during a postpartum psychosis; still another mother, with bipolar disorder, explained how she managed breastfeeding in spite of her illness.125 An LLL Internet article points to the risks to babies of untreated maternal depression:

Research has shown that a mother who is struggling with depression will have trouble being a good mother to her baby. The baby’s development depends on having a responsive caregiver. Babies’ brains develop their many networks of nerves and information in response to the myriad daily interactions between the mother and baby. Babies learn social behavior, language, and a great deal more from eye-to-eye contact with mother, from her animated facial expressions, vocal responses, and the like. A mother who has no energy to get out of bed or to engage her baby in “conversation” is unable to meet these needs. At the same time, the depressed mother is robbed herself of the day-to-day happiness of mothering her baby and other children.126

If they are depressed, women can be neither effective nor happy mothers. Their needs as individuals are invisible.127 The article goes on to describe the physical and emotional risks of early weaning, making clear both that mothers must be treated so they can provide for their babies and that any remedy must not interfere with breastfeeding.

Breastfeeding mothers are exhorted to watch for cues to babies’ needs and to adhere to a standardized regimen of pediatrician visits. “The baby shows long before he starts crying that he is ready to feed,” advises breastfeeding.com, and attentive mothers will recognize changes in breathing, vocalizing, or stretching as signs of hunger.128 Products such as the Dunstan Baby Language Program or the WhyCry Baby Crying Analyzer claim to help mothers distinguish hunger cries from those expressing boredom, sleepiness, annoyance, or discomfort from gas.129 The ultimate monitor, however, is the pediatrician’s scale. A serious medical condition notwithstanding, a baby’s health in the early weeks and months is measured largely by what she or he weighs. At every well check, a nurse places the baby on a scale that registers weight in ounces; pediatricians recommend that the same scale be used at every visit to ensure accuracy. Weight reflects consumption, and adequate weight gain demonstrates a mother’s success as a milk producer. For a breastfeeding mother, therefore, responsibility is practically absolute, and a “failure to thrive” diagnosis is as much hers as her baby’s.

Breastfeeding proponents who stress the putative risks of not breast-feeding tend to ignore both the social context in which risk decisions are made, including those about costs and trade-offs, and the moral dimension of risk analysis. As I discuss in the next chapter, even if the medical benefits to breastfeeding were compellingly demonstrated, the decision to breastfeed, or not to formula-feed, carries its own risks, and these tradeoffs are largely rationalized or ignored in pro-breastfeeding discourse. One of the rare critics to challenge breastfeeding on both scientific and social grounds, Jules Law argues that risk analyses regarding infant feeding are based on the presumption of a gendered division of domestic labor and that breastfeeding advocacy reveals a “gendered double standard of risk assessment” in which the costs of breastfeeding for women are downplayed or ignored because their labor as mothers is normative.130 While evidence suggests that in the aggregate, married fathers today spend more time with their children than fathers did in the past, married and single mothers still perform the overwhelming majority of routine and interactive child care.131 Nonetheless, the problem with discussions of children’s health in breastfeeding discourse is less that women are the presumptive maternal laborers than that as mothers they seem to lose their status as women, or as individuals, and therefore that they are not stakeholders in risk assessment. If mothers do not own their emotional, mental, and physical time, then the costs to them are not real. If they do not exist as subjects independent of their babies, then trade-offs need not be calculated. Total motherhood, as Douglas and Michaels argue in regard to the new momism, “is not about subservience to men. It is about subservience to children.”132 The double standard, in other words, is less about gender than it is about motherhood.

Breastfeeding in a Risk Culture

If breastfeeding reinforces long-standing notions of maternal obligation, it also serves in a risk culture to help manage anxiety about primary relationships that are no longer held together in traditional ways. The mother-child connection and the intimacy of breastfeeding provide something of an antidote to the tenuousness of what Anthony Giddens describes as “pure relationships,” commitments that exist not because of biology, cultural obligation, or kinship criteria but only because they provide emotional satisfaction to the individuals involved.133 As Ulrich Beck observes, the child today “is the source of the last remaining, irrevocable, unexchangeable primary relationship. Partners come and go. The child stays. Everything that is desired, but not realizable in the relationship, is directed to the child.” He points to the “excessive affection for children, the ‘staging of childhood’ which is granted to them—the poor, overloved creatures” as evidence of widespread yearning for lasting relationships or for “an anachronistic social experience.” In reflexive modernity,

the child becomes the final alternative to loneliness that can be built up against the vanishing possibilities of love. It is the private type of reenchantment, which arises with, and derives its meaning from, disenchantment. The number of births is declining, but the importance of the child is rising.134

In Beck’s analysis, total motherhood represents the convergence of an unconscious mourning over the loss of irrevocable bonds and the assumption of maternal responsibility. In a risk culture, as faith in enduring human connection and allegiance to abiding affinity wane, anxiety about the disappearance of permanent relationships spurs renewed dedication to children, who are the last bastion of unconditional love and the sole remaining source of “enchantment.” Here total motherhood is, in part, a reaction formation, an effort to sustain a simultaneously desired and rejected commitment, and breastfeeding is metonymic of an urgent nostalgia. Testimony to both the past and the continuing possibility of permanent relationships, breastfeeding serves as a talisman against mothers’ and society’s loneliness.

In a risk culture, identity is forged in negotiations within and between what Giddens calls abstract systems, the often highly specialized forms of knowledge that guide the interminable process of choosing. Maternal identity is continuously made and remade by drawing on this expertise—the advice of obstetricians, pediatricians, naturalists, herbalists, midwives, lactation specialists, psychologists, and others—in making choices designed to optimize the lives of fetuses, babies, and children. As choices multiply, mundane mistakes and momentary lapses in judgment inevitably increase. Not realizing a diaper needs changing, leaving a favorite toy at home, agreeing to a fast-food dinner—these can lead to guilt, and the cumulative effect of such “missteps” can be exhausting. Infant feeding, however, is a crossroad, a “fateful moment” in the construction of maternal identity. Fateful moments are turning points at which people must make highly consequential choices that speak to their identity, or who they are trying to be. Because they are character-defining junctures, they are opportunities less for guilt than for shame, which stems from the exposure of heretofore hidden or repressed traits clashing with the self-narrative that one is trying to write. It reflects an individual’s fear that perhaps she is not up to the task of being the person she has purported to be.135 For mothers, shame comes from violating the injunction that good mothers reduce all risks to babies, regardless of how small the risk or how costly it is to eliminate.

Shame is the consequence of not breastfeeding after having internalized the imperative of total motherhood. This sense of shame is revealed in the acrimonious accounts of formula-feeding mothers who simultaneously express regret and defend their decision. In these stories, mothers almost always attribute bottle feeding to circumstances beyond their control: insufficient milk, babies’ failure to thrive or inability to breastfeed, or mothers’ physical or mental illness. “I wanted desperately to breastfeed,” wrote one mother to the New York Times in response to controversy over government-sponsored breastfeeding promotion. “Unfortunately, I had to stop after only one week because of illness.” “When my son was born,” wrote another, “I was intent on breast-feeding, regardless of the difficulties. But even with the help of my pediatrician and a lactation consultant, we needed to supplement with formula.” “I cannot overstate how demoralized, confused and upset I felt” when my breastfed babies failed to gain sufficient weight, wrote still another mother who was unable to produce enough milk. All these women went on to defend themselves as mothers. “Let’s not forget that healthy babies need mentally healthy mothers,” stated a mother who did not breastfeed while suffering from postpartum depression. “Ultimately, my son has two parents who love him very much, and that’s all that matters,” wrote another.136

In these letters, as well as in myriad blog conversations, the desire and attempt to breastfeed become evidence of a dedication to total motherhood. Those who bottle-feed take great pains to demonstrate that they would have breastfed if it had been possible, that formula feeding was the result not of a partial commitment to motherhood but of a temporarily thwarted yet ongoing engagement with total motherhood.137 In simultaneously expressing anguish at not breastfeeding and trying to narrate bottle feeding as consistent with total motherhood, they reveal a consciousness that formula feeding signals a failure to fulfill the responsibilities of maternal citizenship. What these mothers do not question is what British sociologist Elizabeth Murphy called the “fundamental assumption that their babies’ welfare [is] paramount and that they should, in all circumstances, prioritize their babies’ interests, whatever the personal costs.”138 Nor do they challenge the notion that breastfeeding is optimal for babies’ health. Indeed, the superiority of breastfeeding is one of the rare “facts” about reproduction and child care that inspires widespread agreement among and between the medical community and the public, consensus that exists despite critical flaws in the scientific evidence and that has inspired dubious public health claims.


5
Scaring Mothers
The Government Campaign for Breastfeeding

IN 1984, THE U.S. Department of Health and Human Services (HHS) convened the Surgeon General’s Workshop on Breastfeeding and Human Lactation. Although just two years earlier, the American Academy of Pediatrics (AAP) had warned against “ignoring the complexity” of infant feeding and had argued that “inherent” differences between mothers who bottle-fed and breastfed made the effects of either method “extremely difficult” to ascertain,1 the workshop was devoted in large part to promoting breastfeeding. The two-day meeting included only two presentations on breastfeeding science, “Human Lactation as a Physiologic Process” and “The Unique Values of Human Milk.” The latter, in repeatedly minimizing the shortcomings in breastfeeding research, revealed considerable distance between the clarity of advocates and the uncertainty of science about breastfeeding’s benefits:

Although the potential roles of specific antibodies, nonspecific immunologic factors, and other functional components may be extrapolated from laboratory studies, a definitive demonstration of their significance in free-living populations has been much more problematic. . . . Although most studies that compare morbidity among children fed human milk or synthetic formula have not controlled adequately for all of the confounding factors, most studies from developed and developing countries have reported significantly fewer illnesses in breastfed infants. . . . Whereas available data are not conclusive, they generally support the theory that human milk provides components that complement a developing immune system in the infant. Although it is not known whether these complementary components participate in the improved development of active immunoprotective abilities, they may serve as substitutes until the infant matures sufficiently to mount an active immune response. Whether or not the protective effects of human milk components are made real or potential by environmental conditions, such benefits are available only if the infant is breastfed.

The last sentence asserts “the protective effects of human milk” that the rest of the paragraph acknowledges are provisional.2 Of the workshop’s six working groups, five focused on how to increase the number of women breastfeeding. The last group made six recommendations regarding research, only two of which called for further investigation into the effects of different modes of feeding. The rest concerned research on promoting breastfeeding.

In the ensuing decades, HHS intensified its efforts to encourage breast-feeding. In 1985, it issued a follow-up report on the recommendations of the Surgeon General’s Workshop, and in 1995, it supported the formation of the U.S. Breastfeeding Committee (USBC), an umbrella organization made up of governmental, educational, and nonprofit groups committed to advocating breastfeeding. HHS also sponsored the National Breast-feeding Policy Conference in 1998. In 2000, the HHS Office on Women’s Health (OWH) issued the Blueprint for Action on Breastfeeding, in which Surgeon General David Satcher maintained that “breastfeeding is one of the most important contributors to infant health.” The Blueprint deemed breastfeeding “a public health challenge” that required support from the health care system, the workplace, child care facilities, family, and community.3 It reiterated the breastfeeding goals of Healthy People 2010, which outlined HHS’s overall health objectives for the American population for the next decade: at least 75 percent of women should initiate breastfeeding; at least 50 percent should breastfeed exclusively through six months; and at least 25 percent should continue breastfeeding, supplemented with other foods, for the first year.4 The Blueprint placed particular emphasis on the importance of persuading African American mothers to breastfeed.5 At the same time, webpages for HHS and the Centers for Disease Control and Prevention (CDC) offered extensive information on a variety of topics: the health benefits of breastfeeding; the challenges of breastfeeding, including physical problems and work constraints; breastfeeding rights and legislation; data and statistics; promotion and support; and human milk banks, where women could donate or purchase breast milk. The National Women’s Health Information Center, part of OWH, also instituted (and continues to operate) a breastfeeding help line with “La Leche League International trained Breastfeeding Peer Counselors” who speak both English and Spanish.6

In 2002, OWH announced that it would partner with the Advertising Council to promote breastfeeding in the United States. The result was the National Breastfeeding Awareness Campaign (NBAC), which ran from June 2004 to April 2006 and was composed of television, radio, and print advertisements; pamphlets, posters, and billboards; and websites maintained by both OWH and the Ad Council. From the controversy surrounding its launch to the evaluation of its success, the NBAC revealed the workings of a risk culture marked by total motherhood. The campaign exploited the popular obsession with health and diet. It presented breastfeeding research as far more certain than it is and the risks of not breastfeeding as much more severe than they would be even if the science were compelling. It capitalized on the public’s general confusion about risk, including ignorance of the ideological underpinnings of risk assessment and the inevitability of risk trade-offs. It embraced the principle that mothers have the unique capacity and obligation to protect their offspring from short- and long-term threats and that responsible mothers produce healthy babies. Moreover, it failed to consider meaningfully the needs and responsibilities of women apart from their obligations as mothers, and it was particularly insensitive to the structural and cultural significance of race and class. At best, the NBAC was misleading; at worst, it was an unethical effort to scare women into breastfeeding.

The NBAC and Public Health Ethics

Scheduled to be launched in fall 2003, the NBAC was postponed after the AAP leadership and the formula industry objected to proposed public service announcements (PSA) that had been leaked on the council’s website. One, according to OWH senior science adviser Suzanne Haynes,7 depicted a rubber nipple on top of an insulin bottle, suggesting that bottle feeding causes diabetes. Others portrayed pregnant women engaged in strenuous sports, such as roller derby and mechanical-bull riding. “You’d never take risks while you’re pregnant. Why start when the baby’s born?” asked the voice-over. The campaign also planned to advise that breastfeeding reduced babies’ risk for ear infections, respiratory illnesses, diarrhea, and obesity; that babies who were exclusively breastfed for six months “have a better response to immunizations like polio, tetanus, diphtheria, and Haemophilus influenzae”; and that “results from some studies show that breastfed children have greater brain development than nonbreastfed children.” On its website, the Ad Council stated that “babies who are not exclusively breastfed for at least 6 months will be more likely to contract asthma, allergies, diabetes and cancer; suffer more colds, flu and other respiratory illnesses; make more sick visits to the doctor; have inhibited potential IQ due to less infant neural development; [and] be obese adults.”8

The leaked ads touched off a war of letters to Tommy Thompson, the secretary of HHS, with all the correspondents reiterating their support for promoting breastfeeding. The first came from Carden Johnston, newly elected president of the AAP, who had been approached about the campaign and the controversial PSAs by representatives of the formula industry at the AAP’s annual convention in November 2003. Even though the AAP’s Section on Breastfeeding had worked closely with the OWH and the Ad Council on the campaign, the AAP leadership did not learn that the NBAC was in the works, much less that it would be based on risk, until just before its scheduled launch.9 While agreeing that breastfeeding was “the optimal source of nutrition for most infants in this country,” Johnston expressed concern that the campaign’s focus would be on “the risks incurred by not breastfeeding rather than . . . the benefits to be derived from breastfeeding.” He counseled against this “negative approach” and stressed that the advertisements “must absolutely avoid making any claims that cannot be scientifically validated and thus undermine the credibility of the campaign.”

On hearing of Johnston’s letter, the Section on Breastfeeding sent Secretary Thompson a response. In it Lawrence Gartner, the section chair, asserted that all claims made in the ads were based on sound medical research and that “for the advertising campaign to be effective, it is essential that the message point out the risks of not breastfeeding.” In a separate note to members of the AAP, Gartner complained that the formula companies, some of which were among the academy’s top corporate donors, were exercising undue influence on the organization’s leadership. Johnston and Joe Sanders, the AAP’s executive director, denied that industry contributions had anything to do with their concerns.10 “Some of the science behind these breastfeeding claims is shaky,” argued Johnston, who also worried that mothers who did not breastfeed would feel guilty if their babies got sick.11 At the same time, Marsha Walker, a member of the USBC, wrote Thompson that “there is no evidence that informing mothers regarding the differences in health outcomes of infants fed formula or breast milk makes them feel guilty if they formula feed.”12

Meanwhile, the International Formula Council, which represented the formula manufacturers, hired Clayton Yeutter, the secretary of agriculture in President George H. W. Bush’s administration, to lobby on its behalf. In a letter to Thompson, Yeutter stressed that the industry supported the idea of a breastfeeding campaign but opposed “scaring mothers into breastfeeding” as well as the ads’ implication that feeding babies infant formula was dangerous.13 At the same time, many breastfeeding advocates encouraged campaign supporters to write letters to both Thompson and their elected officials. The USBC, among whose members are the AAP, the American Academy of Family Physicians, and the American College of Obstetricians and Gynecologists, offered fax numbers, addresses, and a sample letter, as did Mothering magazine, the International Lactation Consultant Association, and a host of websites that promote breastfeeding. According to a USBC press release, HHS received more than one thousand communications supporting the NBAC.14 In light of the controversy, HHS department officials met with members of the USBC and the formula industry and reviewed the campaign. Senior scientists at HHS determined that the evidence linking not breastfeeding to diabetes and leukemia was insufficient. In the final campaign, the broadcast and print ads focused on ear infections, respiratory illness, diarrhea, and obesity, although diabetes and leukemia remained on the Ad Council’s campaign website. Specific risk ratios, or the statistical increases in risk associated with not breastfeeding, were omitted for fear that the public would misinterpret them. Because diabetes was withdrawn from the PSAs, the ad with the nipple-topped insulin bottle also was eliminated. The risk message, conveyed in ads featuring the mechanical bull and other extreme sports, such as logrolling, remained.

At the heart of the controversy over whether to frame the NBAC in terms of benefits or risks are perennial public health dilemmas that are particularly salient in contemporary risk culture: Is the scientific evidence strong enough to justify a public intervention, a government-funded attempt to alter the way that people live? Is it ethical to provoke extreme fear or anxiety, or to manipulate confusion about risk, in trying to persuade people to change their behavior? If so, how and under what circumstances? What role should the social context of the target population play in framing the campaign message? In short, what circumstances call for a risk-based public health campaign, such as the NBAC? Scientists, the American Public Health Association (APHA), and scholars have engaged in lengthy and ongoing debates about the ethical questions surrounding evidence quality, message design, and cultural sensitivity.15 These conversations reveal an understanding that “while good science is essential, unassailable science is not possible.”16 Balancing the uncertainty inherent in observational research with the needs and rights of citizens, therefore, is a fundamental responsibility of public health decision makers. On one hand, they are reluctant to recommend lifestyle changes based on imperfectly understood associations, but on the other hand, they want to inform the public of findings that could improve health. Ethical quandaries arise at precisely these moments “when two valid concerns . . . come in conflict.”17

If a consensus is reached that the evidence tips in favor of an intervention, a strategy must be developed that accurately portrays the science, including its ambiguities, and at the same time convinces people to adopt the recommended behavior. This is an especially delicate exercise in a risk- and health-consumed culture, in which the competition for public attention is fierce and health promoters might be inclined to exaggerate the urgency of a problem in order to “break through the clutter” of competing messages.18 Psychoactive ads that cause a targeted group of people to feel intensely anxious or frightened are potentially more persuasive, but their success might rest on misleading or even deceitful portrayals of health risks. Indeed, because the information presented in any health intervention is inherently partial, a distillation of what is likely to be a vast body of research, “one cannot not manipulate when communicating about health and disease . . . [and] health communicators have a tremendous ethical responsibility to first determine what appropriate health messages are” and then to “develop strategies for the ethical use of manipulation techniques to promote health and prevent disease.”19 According to various professional codes, ethical campaigns are careful not to exaggerate, dramatize, or present evidence in misleading ways. They also are sensitive to the ways in which recommended behaviors might resonate in particular populations.20

Although the ethics of health communication is far from a settled matter, debates among scientists and scholars engaged in public health research provide good cause to question government-sponsored breast-feeding promotion and an even stronger reason to challenge a risk-based campaign. Current infant-feeding research is a weak justification for public health recommendations, and it is all the more so for a harm-focused message that generates and then profits from the anxieties of pregnant women and new mothers. Yet in its emphasis on the dangers of not breastfeeding, the NBAC consciously attempted to increase breastfeeding rates by manufacturing fear and exploiting the concerns of a risk culture. Moreover, it did so in ways that drew on the widespread popular misunderstanding of risk and deep-seated normative assumptions about mothers’ responsibility to protect babies and children from harm. Finally, the campaign employed a crudely instrumental notion of cultural sensitivity and reduced difference to a matter of campaign strategy. From the emphasis on risk to the targeting of African American women, the NBAC demonstrated an awareness of the impediments to breastfeeding, of the obstacles to successful promotion, but not an appreciation of its costs or a sensitivity to the needs and values of different groups of women. In representing not breast-feeding as tantamount to mothers’ endangerment of babies, the NBAC violated fundamental public health ethics and ignored the extent to which the politics of breastfeeding is enmeshed in the dynamics of a risk culture committed to total motherhood.

Science and Public Health

The results of breastfeeding research are inconsistent and fail to account for identifiable confounding variables, thereby providing a shaky foundation for the NBAC. This research also reveals the inevitable uncertainty involved in evaluating evidence for public health. As Alfred Sommer, former dean of the Johns Hopkins Bloomberg School of Public Health, lamented, epidemiologists “readily accept the fact that observational studies are inherently less conclusive than randomized trials, but to what degree? All else being equal, do 10 observational studies equal one controlled trial? . . . How many, and of what kind, do we require for conclusive evidence? What are our ‘stopping rules’?”21 Epidemiologists generally agree that compelling policy initiatives must be based on research demonstrating causal links that are strong, consistent, and highly plausible. Opinion varies about precisely what constitutes a “strong” association, but in a much-discussed article in Science, several prominent scholars indicated that they would be concerned about residual confounding in any study producing a risk ratio under three.22 A risk ratio represents a comparison of the rate of risk in a “treated” or “exposed” group, such as babies who were breastfed, with the rate of risk in an untreated group, such as babies who were not breastfed. A risk ratio of three means that an identified risk is twice as high, or 200 percent greater, in the untreated than in the treated group. Research that finds breastfeeding to be protective, including the studies that the OWH lists as NBAC references, almost always calculates relative risks of well under two.23 In investigations like these, in which the correlations are slight, “positive confounding or bias of a small magnitude may easily result in an observed weak association” that does not reflect the true level of effect.24 The question then becomes at what point “a reported trivial increase in risk ratio, even if statistically significant, becomes a biologically important risk which merits public concern.”25

To ascertain the real significance of correlations that are not powerful, epidemiologists employ various strategies. First, they look for consistency, a body of research with a uniform structure and findings. Made up largely of analyses of disparate independent and outcome variables, breastfeeding research is inconsistent in both design and result. What is more, if one study with critical methodological flaws is not convincing, one hundred or one thousand studies with the same weaknesses will be no more compelling. As Sir Richard Doll, the epidemiologist credited with first demonstrating the link between smoking and lung cancer, commented, “Bias times 12 is still bias.”26 A similar problem exists with meta-analysis, a statistical method of aggregating independent studies that is often employed to assess repeated small effects. “Meta-analyses can never be better than the primary studies included in them. If residual confounding is a problem of the observational studies there will also be potential residual confounding in the meta-analysis.”27 A meta-analysis that found breastfeeding to be associated with higher cognitive development,28 for example, was discounted by critics for relying on methodologically flawed studies.29

Consistency of result, furthermore, does not take into account prepublication bias or establish plausibility. Several studies indicate that scientists believe journals, scientific societies, and funding agencies are prejudiced against null hypotheses, or research finding no statistical relationship between the variables being measured, and that this is especially true when an association is taken for granted.30 Researchers, therefore, might cling to negligible risks and seize on very small associations. Or they might choose not to submit null findings for publication, known as “the file drawer problem.”31 While no analysis has been published regarding publication bias in infant-feeding research, belief in breastfeeding’s superiority is so widespread that any bias, real or imagined, might result in both the publication of fewer negative studies and an association that appeared to be more consistent than it truly is. Consistent correlation, furthermore, does not demonstrate plausibility, or explain how the factor under examination could itself make a biological difference in outcome. In breastfeeding studies, however, plausibility is frequently not discussed,32 minimally addressed,33 or followed by the caveat that more research is needed to confirm the absence of confounding.34 In considering plausibility, authors sometimes acknowledge that unaccounted-for behavioral differences could explain breastfeeding’s protective effect.35 In other cases, plausibility is not related to breastfeeding but to behavior—such as offering more frequent small feedings36 or allowing for babies’ self-regulation of intake37—that could be adopted by bottle-feeding caretakers.

Although HHS convened a panel of experts to evaluate the medical evidence for the NBAC, these scientists were constrained by what can be termed the “expert paradox”: precisely what qualifies certain individuals to serve as advisers also can hinder their ability to assess the literature objectively. According to the OWH’s Haynes, at least four of the six reviewers were either members of or government liaisons to the USBC, whose mission is “to improve the Nation’s health by working collaboratively to protect, promote, and support breastfeeding.”38 These individuals’ commitment to promoting breastfeeding made them strong choices for the NBAC, but it also might have impaired their ability either to critically evaluate the studies’ systematic weaknesses or to assess the judiciousness of a public health campaign to promote breastfeeding. When epidemiologists and public health professionals address partiality or conflict of interest, they are largely concerned with researchers’ ties to vested-interest groups, such as drug companies or employers, that favor certain results over others. However, they also stress that “all judgments are value driven in the sense that it is necessary to select from a myriad of detail in order to report what is important”39 and that “partiality can arise through a scientist’s own biases and preconceived notions about a problem being investigated.”40 For this reason, HHS’s selection of advisers, all of whom were convinced of breastfeeding’s health benefits, was unlikely to yield a critical, or fully balanced, evaluation of the literature. Had the panel included experts on obesity, ear infections, or diabetes—scientists invested not in breastfeeding but in the conditions for which breastfeeding is supposed to reduce risk—HHS might have received different recommendations.

Finally, the first tenet of the APHA Code of Ethics states that “public health should address principally the fundamental causes of disease and requirements for health” and explains that “this principle gives priority not only to prevention of disease or promotion of health but also at the most fundamental levels.”41 Drunk driving and smoking are underlying causes of traffic fatalities and lung cancer, and public health campaigns to reduce them would seem in keeping with the standard set by the APHA. But the evidence for breastfeeding is not nearly as powerful. Were breast-feeding research unassailable—the studies meticulously designed and carried out, confounding convincingly eliminated, and plausibility established—the associations still would not be strong enough to make the case that not breastfeeding is a fundamental cause of the health problems cited by the NBAC. By most measures, in fact, the campaign did not meet the evidentiary standards for ethical public health practice set by multiple institutions.

Framing Risk in Public Health

The controversy surrounding the breastfeeding campaign, however, did not concern weaknesses in the scientific evidence as such. Unlike debates about obesity, in which critics have challenged the claim that being overweight is itself a risk factor for illness and disease,42 the NBAC conflict developed largely around “valence,” or the framing of what all involved agreed was the worthy goal of increasing national breastfeeding rates.43 In urging a more “positive” campaign, lobbyist Yeutter emphasized to HHS Secretary Thompson that the formula industry did not dispute breastfeeding’s superiority.

We all agree that breast feeding has advantages over any of the alternatives, and you’ll hear no objections from us if HHS delivers that message regularly and with enthusiasm. Our objection is to the contemplated visuals, featuring pregnant women riding a mechanical bull or engaging in log-rolling. Those are catchy images, which obviously is what the advertising experts had in mind. But they are grossly misleading, and no department of our government should purposefully convey misleading information to the American public.44

The “misleading information” resulted from extensive consumer research. After announcing its cosponsorship of the NBAC in summer 2002, the Ad Council contracted with McKinney+Silver, an advertising agency, which then conducted research with thirty-six focus groups and determined that “many think breastfeeding is like supplementing a ‘standard diet’ with more vitamins. Formula, by default, is credited with the status of being the ‘standard.’” Most people, the focus groups indicated, knew about the putative benefits of breastfeeding but did not perceive any disadvantage to choosing formula. The campaign strategy, therefore, would be one of “conversion,” of suggesting not only that breastfed babies were healthier but that formula-fed babies were more likely to suffer from a variety of health problems, some of them serious. The idea, in other words, was not to persuade people that breastfeeding was better; most already believed that. Instead, the task was to convey that not breastfeeding was risky.45

The architects of the NBAC were not the first to determine that an anxiety-provoking message might persuade an otherwise complacent target group. Antitobacco messages frequently stress the health risks associated with smoking, and advertisements sponsored by the Partnership for a Drug-Free America—in the most notorious, an egg is cracked into a greasy frying pan while a voice intones, “This is your brain. This is your brain on drugs. Any questions?”—are deliberately designed to provoke discomfort.46 In a risk culture preoccupied with health, the challenge for activists is “to convince others to understand the urgency implied in the tedious, quantitative language of the statistic,” to convert boredom into a “statistical panic” in which “fraught decisions are reduced to no-brainers.”47 In choosing to emphasize the putative dangers of not breastfeeding, the NBAC sought to eliminate the complexity surrounding infant-feeding decisions and to locate formula in the same category as tobacco and illegal drugs. The risk-based ads were a form of public health communication known as “fear appeals,” messages that try to provoke fear in order to persuade people determined to be “at risk” to adopt a recommended behavior.48 These ads, commonly referred to as “loss frames,” might have particular resonance in a risk culture, but they always have been controversial. While some scholars have suggested that fear can be an appropriate tool as long as the audience is offered viable behaviors by which risks can be reduced,49 others contend that it is unethical to wittingly provoke fear in a targeted population50 and that “wherever possible, people should be given the opportunity to participate meaningfully in medical decision-making.”51

Conversations among practitioners as well as ethical codes established by epidemiologists almost always stipulate that great care should be taken to present research results honestly and without distortion and that this is part of the “implicit contract between epidemiologists and the members of society.”52 According to the Ethics Guidelines of the American College of Epidemiology, for example, “epidemiologists should strive to ensure that, at a minimum, research findings are interpreted and reported on accurately and appropriately. . . . The significance of the findings should neither be understated nor overstated. Epidemiologists should put the strengths and limitations of their research methods into proper perspective.”53 For researchers, this might mean foregrounding caveats that are normally found in the last paragraphs of published studies. For public health practitioners, it might require that campaign messages be carefully balanced and that those designed to scare people be limited to interventions for which the evidence is strong and the negative outcome serious and likely, conditions that do not obtain in formula feeding. In a risk culture, however, the desire not to be drowned out by the cacophony of information about health and the body can provoke even the most altruistic campaign planners to minimize methodological problems, overstate findings, and exaggerate danger. Once the NBAC framed infant feeding as a matter of sickness versus health, or danger versus safety, it was practically impossible to portray not breastfeeding as risky and to present the nuances of research findings. Whereas in ethical public health practice, a campaign is designed to represent the research, in the NBAC, the message subordinated the science.

Relative Risk in the NBAC

The NBAC was marked by overcharged rhetoric and disingenuous and morally dubious comparisons. In the Ad Council’s news release announcing its partnership in the NBAC, the OWH’s Haynes is quoted as saying, “I can’t think of any campaign that will improve the health of children more than the National Breastfeeding Awareness Campaign.”54 Given the repeated correlation of poor child health with inadequate prenatal care, poverty, and lack of health insurance,55 the assertion that increasing breastfeeding rates would most improve children’s health seems excessive, at best. In addition, the campaign constructed a moral matrix in which mothers who do not breastfeed are positioned as the equivalent of pregnant women who engage in capricious recreation. Only a woman callous enough to compete in a logrolling competition when pregnant would feed formula to her baby, and bottle-feeders are like pregnant women who ride bulls (and presumably drink alcohol) in bars: they knowingly and needlessly put their babies at risk. This lent the ads a decidedly comic edge. Expectant mothers participating in extreme sports is absurd behavior and so, by implication, is formula feeding. The effects of deploying humor in anxiety frames have not been extensively explored, but some scholars have contended that the practice is unethical if it is based on a clever twist likely to trigger fear.56 Moreover, while observers are likely to recognize the obvious exaggerations in the campaign imagery, the underlying message—that good mothers must protect their children from any imaginable risk—seems reasonable in a neoliberal and health-centered culture committed to total motherhood. The NBAC fused widespread anxiety about risk and an ethos of total motherhood, with the result that mothers’ responsibility to protect babies from the dangers associated with bottle feeding became something of a moral absolute.

In the campaign, as in total motherhood, women as women were absent, or present only as mothers who functioned as vectors of risk for their babies. While the radio ads featured sons waxing sentimental about their mothers—”when it comes to disease resistance, that woman could breast-feed like nobody’s business”—and men educating their partners about the benefits of breastfeeding—”Oooh, hello special lady. It’s time for a one-on-one conversation . . . ‘bout . . . recent scientific studies on lactation”—women’s voices were conspicuously lacking. And while some women have written appreciatively of their breastfeeding experiences,57 others describe it as physically and emotionally overwhelming;58 as “mindblowingly tedious,” “a devouring,” and “a tactile overload”;59 and as feeling not natural and like a violation of their privacy.60 Yet once breastfeeding became the object of a health campaign, the attention to the “competing needs” of different communities advocated in discussions of public health ethics61 became secondary to the goal of promotion, and women’s needs independent of their responsibilities as mothers receded.

Nowhere was the absence of women more striking than in the campaign’s exclusive emphasis on babies, in its choice not to address breast-feeding’s potential health advantages for mothers. While research on breastfeeding has concentrated overwhelmingly on the health of babies, a nascent literature has begun to examine whether breastfeeding is associated with various maternal outcomes, including reduced risk for breast cancer, heart disease, and diabetes. The campaign, however, failed to mention even the possibility of health benefits for lactating women. As Linda Blum pointed out more than a decade ago, women’s health is often a peripheral matter in breastfeeding advocacy.62 In the NBAC, women’s bodies were absent, whereas mothers’ bodies served as vehicles through which babies were exposed to risk.63 The NBAC, as Jules Law wrote about breast-feeding promotion in general, was grounded in a notion of women and children as a single biological unit, a perspective that precluded the possibility of distinguishing mothers’ from babies’ needs.64 Whereas some advocates contend that breastfeeding should be regarded as the final stage of reproduction, one at which mother and baby are inextricably bound,65 others suggest that this kind of vision, which continues metaphorically throughout motherhood, is akin to mothers’ “social exile” and likely to lead to “breakdown pathologies.”66 Law argued that considering women’s needs separately is a precondition for “fully deliberated, ethical, and responsible caregiving,”67 a position more consistent with the principles articulated by public health practitioners.

Yet the concerns of women as women or as individuals were largely absent from the NBAC. Despite acknowledging that women were well informed of breastfeeding’s putative benefits, campaign spokespeople and supporters repeatedly stressed that their only intent was to provide women with accurate information. Indeed, they often expressed a certain incredulity that women could be told that “breast is best” and still choose formula, and they assumed that bottle-feeding mothers did not hear or understand the message.68 While promoting the campaign, Surgeon General Richard Carmona argued that “very few situations” should “prevent a mom from breastfeeding.”69 According to the Ad Council’s “Breastfeeding Awareness” web page, women “accept that breastfeeding is the ‘best’ option—and are generally aware of many specific advantages, but their fears and doubts about their ability and perceived inconvenience often outweigh for them what are perceived as the ‘added benefits’ of breastfeeding.”70

In the NBAC, the reasons that women might choose not to breast-feed were understood as obstacles to be overcome rather than as considerations that might be weighed against the benefits attributed to breastfeeding. Women’s needs—to work, sleep, control their bodies, or sustain an identity independent of their children—become, as Rebecca Kukla observed, “weaknesses in individual maternal character, to be corrected through educational messages.”71 This kind of reasoning, which implies that ignorance, cowardice, or selfishness is behind a mother’s decision not to do what is best for her baby, “closes down any interrogation of why women might not behave as they are asked to, even if they hear and understand the request.” The campaign slogan “‘babies are born to be breastfed’ . . . positions breastfeeding as easy and as natural, and even perhaps as a natural entitlement of infants; thus it suggests mothers are both failing at something simple and thwarting natural law if they don’t manage to breastfeed.”72 Once the focus groups suggested that presenting breastfeeding as advantageous was unlikely to have much impact, women themselves became the obstacles to babies’ good health. In that sense, the NBAC was not a matter of educating, supporting, or otherwise being sensitive to the concerns of women but an attempt to manufacture and exploit fear.

Directed at pregnant women, for whom “risk” is weighted with particular emotional freight, the NBAC also capitalized on the public misunderstanding of risk. Even if infant-feeding studies were more compelling, for example, the campaign drew questionable risk analogies. In the television spots, logrolling or riding a mechanical bull while pregnant and not breastfeeding were portrayed as similarly dangerous acts, or threats to a baby’s safety. Yet if both bungee jumping and driving a car while pregnant create risks to a fetus, it does not follow that extreme sports and car riding are equally risky. Many of the campaign’s most outspoken proponents, including the USBC’s chair, Amy Spangler, likened bottle feeding to tobacco use. “We don’t hesitate to tell parents what smoking does to themselves and their children,” she said. “Why should we not tell people the consequences of not breastfeeding?”73 Commenting on the NBAC, a pediatrician on ABC’s 20/20 also contended that formula feeding and smoking carried similar risks.74 Yet this kind of reasoning is specious. Compared with breastfeeding studies, the research linking various health problems with smoking consistently produces overwhelmingly strong statistical correlations. For example, whereas the much-lauded PROBIT study found that breastfed babies were 40 percent less likely to experience a gastrointestinal infection in the first year, the CDC and the American Cancer Society estimate that men who smoke are more than 2,000 percent more likely to develop lung cancer.75 The rhetoric equating not breastfeeding with smoking, adopted by many of the campaign’s proponents, both revealed and exacerbated widespread confusion about the meaning of risk.

Besides distorting the magnitude of the risks associated with formula feeding, the campaign also failed to present the risks and trade-offs of breastfeeding. For example, numerous studies have revealed that most lactating mothers have detectable and often elevated levels of environmental contaminants in their breast milk. The current evidence does not indicate that these pollutants—PCBs, DDT, PBDEs, dioxins, and heavy metals, among others—have dangerous short-term health effects or should discourage breastfeeding for most women. But largely because carefully designed longitudinal studies have not been conducted, the evidence also does not demonstrate that contaminated breast milk is safe and without long-term consequences for either lactating mothers or breastfed babies.76 In fact, the research on and risk assessment of environmental contaminants in breast milk are marked by serious methodological problems: studies examine a limited number of chemicals and are based mostly on small population samples in few locations; they lack consistent protocols and have no standardized methodology for collecting and analyzing milk samples; they provide little toxicokinetic evidence, or data on how women absorb, metabolize, and excrete these chemicals; they do not define clinically safe or dangerous levels of pollutants; and, except in cases in which mothers have become clinically ill, they offer no data on the health outcomes in breastfed infants. In addition, conventional risk assessment methods, based on adult body weights and food consumption data, do not consider the ways in which infants and children are uniquely susceptible to chemical exposures via mothers’ milk.77

Walter Rogan, a scientist at the National Institute of Environmental Health Sciences, supports breastfeeding but also has argued that if breast milk were regulated in the same way as formula is, it “would commonly violate Food and Drug Administration action levels for poisonous or deleterious substances in food and could not be sold.”78 Yet breastfeeding advocates and even environmental activists have been reluctant to draw attention to pollutants for fear of discouraging women from breastfeeding.79 Ruth Lawrence, a professor of pediatrics and obstetrics and gynecology and renowned breastfeeding advocate, told the New York Times in 2008: “When agencies like the E.P.A. decided to monitor the presence of toxins in the environment through breast milk, people like me said, ‘Please don’t do that—it will be misinterpreted.’”80 Monitoring presumably would raise questions about the safety of breast milk and could reduce breastfeeding; knowing whether pollutants did compromise the safety of breast milk was less important than ensuring that women continued to breastfeed. Breast-feeding advocates who point only to the hazards of formula, such as that it can be contaminated in production, improperly prepared, and sold in cans and fed to babies in bottles containing Bisphenol A, neglect the fact that breastfeeding, too, has risks.81

Rarely, moreover, do choices involve a risk-versus-no-risk calculation; trade-offs are unavoidable, and ostensibly risk-reducing behavior is almost always accompanied by other risks or costs. Driving to avoid flying increases the risk of auto accidents; bottled water lacks fluoride; and using cloth instead of disposable diapers frees landfill space but requires more water for washing. Because risk is inevitable, the question for both policymakers and individual citizens is how to determine which risks should be avoided despite the costs. Or, phrased differently, which tradeoffs are more manageable? For example, research indicates that a dietary supplement of 400 micrograms of folic acid before and during early pregnancy dramatically reduces the risk of having a baby with neural tube defects, such as spina bifida.82 Some preliminary studies have suggested that the addition of folic acid to bread, pasta, and grain-based foods also is associated with an increase in colorectal cancer in the general population.83 The science is far too rudimentary either to establish a causal relationship or to necessitate a reconsideration of folic acid supplementation. But should such a connection be demonstrated, this trade-off would have to be taken into account in any accurate risk assessment. In the meantime, unless research determines that folic acid supplementation has this or some hitherto unknown side effect, the benefits of taking it appears to far outweigh potential risks. The costs, moreover, are minor for most women. Folic acid is widely available, relatively inexpensive, and requires a few seconds of effort to take each day. The trade-offs do not appear to be prohibitive.84

Conversely, extensive research indicates that babies are at risk for a variety of developmental and health disorders in homes where mothers are psychologically depressed or impoverished.85 For women who find the demands of breastfeeding overwhelming or who cannot reconcile breast-feeding with employment, bottle feeding might constitute the less risky option, even if breastfeeding’s health benefits for babies were amply demonstrated. This cost, or trade-off, is almost never discussed in breastfeeding promotion. As William Arney argues in his history of the obstetrics profession, “Medicine does not present the choices it makes as ethical ones.” Its autonomy and authority depend “on its ability to make ethical choices appear not to be ethical choices, on the ability to contain the ethical content of its work within its professional boundary.” But “seeming ‘good’ done for the patient has ‘bad’ effects elsewhere, in the patient’s family or the economy,” so the ethical aspects of even so-called evidence-based recommendations “seep across this boundary.”86

In other words, regardless of the degree to which infant-feeding research has demonstrated health advantages to breastfeeding, the choice to breast-feed or bottle-feed is necessarily about far more than any putative medical benefits to either baby or mother. Risk ratios concerning babies’ health make sense only when they are compared with other risks that the mother, family, and child must negotiate, trade-offs that need to be assessed consciously and continuously. The problem is that advocates trying to draw attention to social problems tend to “present their claims in isolation. That is, they say, ‘this is a big problem,’ not ‘this problem is bigger than other problems.’” They “highlight the benefits of a proposed change and ignore its costs.”87 They suffer from what critics of popular risk reasoning call “tradeoff neglect,” and they fail to grasp the ways in which their risk choices will affect other aspects of their lives.88 In fact, as Law observed, “There is no risk-free way to raise a child. Risk, benefit, advantage, and convenience are all relative terms—relative both to one another and, more importantly, to a way of life.”89 What the NBAC offered, however, was a Hobson’s choice: babies could be either safely breastfed or riskily formula fed.

The campaign’s failure to consider the risks of breastfeeding is intimately connected to total motherhood. In risk management, trade-offs are more likely to be invisible when the person or institution paying the costs is not factored into the analysis. In most infant-feeding research, and in all the research cited by the NBAC, the putative benefits of breastfeeding for babies are calculated against the potential costs of formula feeding for babies, not the costs of breastfeeding for women who, as mothers, are presumed not to have needs that might diverge from those of their babies. “I’m not aware of any studies that have observed any health benefits of formula feeding,” noted Michael Kramer, the lead author of the PROBIT investigation.90 He might have added that such studies are nonexistent because the potential risks of breastfeeding for women have been largely ignored.

In epidemiological research, who is framed as potentially at risk is itself an ideological choice. One of public-health policymakers’ most pressing tasks is to determine what makes a statistically significant finding socially significant, and this is an inherently value-driven process. “At the risk of restating the obvious,” writes lactation scientist Judy Hopkinson about two studies of breastfeeding and ear infections, “a fifty percent reduction in risk of otitis media with effusion constitutes a significant public health benefit—not to mention a benefit for working mothers who will have a lower risk of missing work to care for a child with otitis media.”91 It is both illogical and demonstrably false, however, that risks are associated only with not breastfeeding and benefits only with breastfeeding. Women who breastfeed also might experience more stress and sleep less, both of which have been associated with more health problems and diminished performance in various activities. Exhaustion could lead to depression, which would lead to many health risks for both women and babies and also would detract from women’s ability to be productive workers, attentive mothers, and good citizens.92 A compellingly demonstrated 50 percent reduction in ear infections (or in any of the adverse outcomes associated with bottle feeding) would make breastfeeding an “obvious” public health matter only if women were not part of the risk calculation.

Even when research results are strong, consistent, and plausible, public health officials must explain statistical findings to the public and give them meaning in the social context. For example, as earlier argued, breastfeeding’s advantages are most plausible in reducing gastrointestinal infections. PROBIT found a statistically significant relative risk reduction in a cohort of babies more likely to have breastfed longer and more exclusively. In the control group, 13.2 percent of babies experienced one or more episodes of GI infection, compared with 9.1 percent in the intervention group.93 Assuming that the babies who were exposed to longer and more exclusive breastfeeding were, in fact, the ones who suffered fewer infections, and that caretaker behavior had no effect, breastfeeding reduced the risk by 40 percent. This does not mean that four in ten, or 40 percent of bottle-fed babies, will contract an infection, a common interpretive error among the public.94

Furthermore, this effect also could be described as a 4 percent drop in absolute risk. PROBIT demonstrated that for every one hundred breastfed babies, four will be spared at least one infection; framed as the “number needed to treat”—that is, the number of people who would need to receive the intervention in order for one person to benefit—twenty-five babies must be breastfed to prevent one infection. Although both are correct, the statements that one in twenty-five bottle-fed babies will have an additional episode of diarrhea and that breastfed babies are 40 percent less likely to suffer an infection might resonate very differently among mothers. Both statistics are accurate, but in practical terms, the relative risk reduction is meaningful only when accompanied by the number needed to treat and the improvement in absolute risk. Both statistics, moreover, are useful only in the context of the particular outcome being studied. A 40 percent relative risk reduction in leukemia, for example, presumably would be more consequential than an equivalent risk reduction in GI infection, regardless of the magnitude of absolute risk. In short, the mathematical value of a statistic and its social significance are not equivalent. Only in a culture that subscribes to total motherhood, in which any diminishment in risk to babies is worth any cost paid by mothers, could the risk reduction provided by breastfeeding be “obviously” socially significant.

Total motherhood dictates that the wants and needs of mothers are necessarily congruent with what is “best” for babies. “Breastfeeding makes your life easier,” the OWH tells mothers. “It saves time and money. You do not have to purchase, measure, and mix formula. There are no bottles to warm in the middle of the night!”95 For many women, however, breastfeeding makes their lives harder, and the difficulties have little to do with the inconvenience of preparing formula. Rather, they are uncomfortable with spontaneous leakage from or changes in the appearance of their breasts; they prefer that their partners manage middle-of-the-night feedings and/or that they also have the opportunity to share the feeding experience; or they are frustrated with monitoring their diets, pumping their breasts, or otherwise having their bodies constantly in the service of their babies. In short, they desire the relative autonomy that comes with being a non-breastfeeding parent. But with respect to breastfeeding, the OWH assumes that women’s wants and needs are largely confined to their capacity as mothers.

Of course, mothers (and fathers) frequently must honor needs and desires of their children that conflict with their own, but it also is true that parents sometimes choose to favor their own wants, and the debate about breastfeeding forces an examination of when such choices are socially acceptable. Some cars have better safety records than others. The air in congested cities and suburbs is more highly polluted and raises the risk of asthma and other illness. Yet parents are not the targets of concerted campaigns imploring them to trade their SUVs for safer minivans or to move to less populated areas for the sake of their developing babies. A sustained effort by interest groups, doctors, and the government to move every baby from urban areas in order to reduce the risk of asthma likely would be met with skepticism.96 Parents would discuss trade-offs, or costs and benefits, and most probably would elect to stay in their relatively polluted neighborhoods. Riding in cars can be deadly. Although safety seats provide some protection, parents who drive with their babies and children routinely put them at risk.97 Yet, it is difficult to imagine a cultivated campaign to keep families out of cars. Should such an effort materialize, it is liable to be met with resistance because driving is a cultural norm. The innumerable blog writers who are quick to blame mothers for bottle feeding when a baby is harmed by contaminated formula do not fault mothers for driving when a baby is hurt in a car accident. In public discourse, which is strongly informed by the principles of total motherhood, risks that can be alleviated by mothers appear inherently more important to address than those that require effort from others, including fathers, communities, and government. These risks are to be eliminated, regardless of the trade-offs for mothers. The ethic of total motherhood makes it impossible that when the risks are marginal, at best, mothers might morally choose to place their needs as individuals before those of their children. Even the suggestion is likely to promote significant discomfort. In erasing mothers’ subjectivity as women, total motherhood makes breastfeeding the only, or “obvious,” feeding choice.

When epidemiologists and public health practitioners discuss respecting cultural variations in values, they speak of “difficult choices” and “careful consideration,”98 of the need to appreciate “cultural diversity,”99 despite the strong tension between appreciation and manipulation of difference. In specifically targeting African American women, whose breastfeeding rates are well below those of white and Hispanic women, the campaign demonstrated less sensitivity than a tactical cultural awareness. Eighteen of McKinney+Silver’s thirty-six focus groups were conducted with black women. The NBAC also sent breastfeeding materials with images of African Americans to local WIC offices, which offer nutritional counseling and supplementation to low-income women and infants. These posters and pamphlets included photos of supportive fathers, whom research has suggested are crucial to increasing breastfeeding among black women.100 The woman riding the mechanical bull was African American, and a radio spot was set to soul music. The sense, according to Haynes, was that these approaches would “produce responses.” But deploying black women and symbols likely to resonate among African Americans violates the spirit of what minority health advocates, including the HHS Office of Minority Health, term “cultural competence” in health care: “services that are respectful of and responsive to the health beliefs, practices and cultural and linguistic needs of diverse patients.”101 It represents a use, rather than an understanding, of cultural particularity,102 and it was the outcome of market research (focus groups) that sought to determine how best to sell a product (breastfeeding) more than an effort to understand the “diverse values, beliefs, and cultures in the community.”103

Others have determined that breastfeeding has particular meaning for many black women. In interviews with black and white working-class mothers, for example, Linda Blum found many of the same attitudes toward breastfeeding and motherhood but also noted that the latter was conceptualized as more of a collective undertaking for African Americans. “Good mothering was not defined by exclusivity, by the mother’s singular, irreplaceable presence, as it was for so many of the white mothers.”104 Breastfeeding, moreover, was at odds with a notion of “kin-work” in black families.105 African American women emphasized to Blum that bottle feeding allowed older children to be involved, which brought the family closer, and they stressed that it was more important to work to take care of their children than to be in an unsupportive marriage that might allow for a financial flexibility more conducive to breastfeeding. Their perspectives, moreover, were frequently “refracted through the distinct historical lens of slavery and race hatred, which casts particular meanings on women’s bodies.”106 This lens reveals a landscape marked by the forced wet-nursing of white women’s children—often to the detriment of their own—and charges of hypersexualization, animalism, and primitivism, a cultural legacy that makes the “naturalness” of breastfeeding reverberate in unappealing ways. Soul music and images of black women in campaign materials did not address any of these issues. As Mary Douglas observed in her classic study on risk and blame, “risk analysis that only allows the cautious, risk-averse behavior to be rational is convicted of crippling cultural bias.”107 Even if the risks associated with breastfeeding were compellingly proven, it is not clear that they would be strong enough to displace centuries of compounded cultural meaning.

Both total motherhood and the NBAC represent what Blum otherwise referred to as “a racialized class-enhancing project for white middle-class mothers.”108 Because data consistently show that these women have markedly higher breastfeeding rates than do African American and lower-income mothers, the campaign intentionally targeted the latter. Yet despite the presence of black actors and soul and country music in advertisements, as well as community demonstration projects in cities such as Birmingham, San Juan, Baltimore, and Knoxville, the campaign’s message remained decidedly white and middle class. Advice about how to combine breastfeeding with work, for example, consisted largely of recommendations on how and when to use a breast pump, which can cost nearly $300, and assumed an idyllic work environment. “If you are having problems getting your milk to ‘let-down’ at the start of pumping,” suggested the OWH webpage,

you may find it helpful to have a picture of your baby close-by. . . . Try to clear your head of stressful thoughts. Use a comfortable chair or pillows. Once you begin expressing your milk, think about your baby. Let your employer know that you are breastfeeding and explain that, when you’re away from your baby, you will need to take breaks throughout the day to pump your milk to give to your baby at a later time. Ask where you can pump at work, and make sure it is a private, clean, quiet area. Also make sure you have somewhere to store the milk. Discuss how you plan to fit pumping into your workday. You can offer to work out a different schedule, such as coming in earlier or leaving a little later each day to make up for any lost work time, if this comes up as an issue.109

Working-class mothers, and particularly shift workers—waitresses, retail associates, and factory workers—generally do not have enough cultural capital or job security to call attention to special circumstances, such as the need for time, private and relaxing space, and proper storage. Nor do these women, at least some of whom might prefer breastfeeding as a less expensive option, enjoy the flexibility in their schedules for frequent pumping breaks. For mothers paid by the hour or on a time clock, the NBAC did not make available a feasible strategy to alleviate the anxiety it deliberately provoked, which many scholars have argued is a requirement for fear appeals to be ethical and effective.110

Furthermore, for working-class women, “who are regularly perceived as harming their children through a host of other ‘bad choices,’” including “making their children obese by feeding them cheap food,”111 the NBAC offered yet another opportunity to fail the total motherhood ideal.112 Since the campaign’s motto was “babies were born to be breastfed,” one critic remarked, working-class women might well ask, “What were their babies born to do?”113 The NBAC’s disregard for the social and economic constraints that many women face is apparent in other government programs, such as WIC, which provides fewer fruits and vegetables to bottle-feeding than to breastfeeding mothers.114 Here the state promotes mothers’ health to the extent that it benefits babies, and poor and lower-income mothers are penalized even when “breastfeeding is not in fact a livable choice.”115 As Pam Carter argues about breastfeeding in Britain, “it is not simply a fact that breastfeeding is better for babies. Rather, this needs to be explored, evaluated and its meaning deconstructed in relation to particular contexts . . . [and] race, class and ethnicity are highly significant in doing this.”116

The Media and the NBAC

The NBAC misrepresented the research and risks associated with not breastfeeding and also functionalized the socioeconomic contexts in which feeding decisions are made, but the media offered little in the way of critical response. On the day the NBAC was launched, for example, ABC’s 20/20 included a segment that was largely an indictment of those who had protested its risk-based approach.117 Were the original advertisements canceled because they were wrong, asked John Stossel by way of introduction, “or was it money talking?” Reporter Brian Ross told viewers that statistics suggesting that babies who were not breastfed were 30 to 60 percent more likely to develop leukemia, ear infections, and diabetes had been eliminated “under pressure by the big companies that are in competition with breastfeeding, the companies that make infant formula. It’s a controversy that some see as corporate power against mother’s milk.” Several times Ross referred to the original campaign as having been “killed” by the “three-billion-dollar-a-year formula industry” and its well-connected lobbyists. He confronted people who had challenged the original campaign and sympathetically interviewed those who had supported it.

Breastfeeding research was discussed twice: once, in a combative conversation between Ross and Cristine Beato, acting assistant secretary of health, that portrayed HHS as having been biased toward the formula industry; and again in a discussion with Lawrence Gartner, head of the AAP’s Section on Breastfeeding, in which Gartner lamented the AAP leadership’s failure to consult him before opposing the ads. Ross challenged Beato’s contention that “there is no science to back up percentages” and no proof that bottle-fed babies are at higher risk of leukemia, but he accepted without question Gartner’s claim that the early ads were “absolutely” backed by good research. As the segment ended, Jay Gordon, a pediatrician and a member of the La Leche League International Health Advisory Council, had the last word. Over a slowly fading image of a suckling baby, he stated: “The fact that [the formula industry] managed to get this campaign watered down is evidence that money can influence good medicine and that large amounts of money can influence even good doctors. And it’s tragic, truly tragic. And it will hurt babies.”

The 20/20 report also invoked a recent National Institutes of Health (NIH) study on breastfeeding and the risk of post neonatal death. That investigation is indeed noteworthy, although less for its findings than for its relative candidness. It is replete with qualifiers:

“Studying the salutary effects of breastfeeding presents some widely recognized problems in inference.”

“Causality is difficult to demonstrate for any specific part of the interaction between the breastfeeding mother and her child. It may be that breastfeeding represents a package of skills, abilities, and emotional attachments that mark families whose infants survive and that it is these factors that produce the benefits seen, rather than breastfeeding or breast milk per se.”

Breastfeeding is not randomly assigned, and “reverse causality . . . might produce an artificial benefit of breastfeeding.”

The authors openly questioned whether one of their own findings, that breastfed babies were 40 percent less likely to die of something other than an infectious disease, such as an accident, was “plausible.” Whereas many have hypothesized that immunities transferred from mother to baby can prevent infection, “a satisfactory mechanism has not yet been proposed” to explain how breastfeeding itself might prevent a baby from dying, for example, from falling down a set of stairs. The NIH study was exceptional in that it mentioned problems in determining causality in the abstract conclusion, stating that “breastfeeding cannot be separated completely from other characteristics of the mother and child.” But in the context of the broader literature on breastfeeding, the next sentence overshadowed the caution that preceded it: “Assuming causality, however, promoting breastfeeding has the potential to save or delay ~720 postneonatal deaths in the United States each year.”118 None of these caveats was mentioned in the 20/20 report. Ross referred to the study after a pediatrician asserted that bottle-fed babies are at higher risk of ear and upper respiratory infections and certain forms of cancer. “In fact,” he said, “a study released just last month by the NIH found that babies who are not breastfed have a 20 percent higher risk of death in their first year.”119

The media continued to stoke the controversy long after the campaign ended. In summer 2006, the New York Times ran a story entitled “Breast-Feed or Else,” in which various advocates and detractors debated the relative merits of the NBAC’s risk-based message. While readers responded with more than one hundred letters, many of which argued that women should not be made to feel guilty if they were unable to breastfeed, little critical attention was paid to infant-feeding research or to the possibility that HHS scientists had restricted the NBAC’s claims because of valid reservations about the science.120 The OWH’s Haynes denied that the campaign was an effort to manipulate new mothers. “We’re not trying to create guilt at all. What we’re trying to do is reach the first-time moms who are out there, who are making the decision whether to breastfeed or not.”121 At the same time, salon.com’s Lori Leibovich wrote that “it’s hard to imagine a more guilt-inducing message” than the one offered by the NBAC.122 The Times published an editorial a few weeks later claiming that “the science comes down hard on behalf of educating women about the clear advantages of breast-feeding. But that is no license to imply that mothers who cannot breast-feed or choose not to are putting their babies in grave danger.”123

The following year, as the U.S. House of Representatives Committee on Oversight and Government Reform investigated allegations of political interference with health policy, the Washington Post ran a story entitled “HHS Toned Down Breast-Feeding Ads.” The article gave considerable attention to HHS officials who said they had been pressured to “make sure we didn’t somehow offend” in the NBAC and also to avoid publicizing a recent report by the department’s Agency for Healthcare Research and Quality that confirmed an association between breastfeeding and lower rates of diabetes, leukemia, obesity, asthma, and sudden infant death syndrome (SIDS).124 These officials did not mention the report’s conclusion:

Because almost all the data in this review were gathered from observational studies, one should not infer causality based on these findings. Also, there is a wide range of quality of the body of evidence across different health outcomes. For future studies, clear subject selection criteria and definition of “exclusive breastfeeding,” reliable collection of feeding data, controlling for important confounders including child-specific factors, and blinded assessment of the outcome measures will help.125

The Post piece was followed by a series of headlines in other media essentially damning the formula industry and the White House for compromising babies’ health. These stories—”Controversial Breastfeeding Ads Toned Down,”126 “The White House vs. Mother’s Milk,”127 “More Meddling with Health,”128 “Formula Industry Lobby Undermined Federal Breastfeeding Campaign”129—affirmed the dominant narrative that money had trumped science in the matter of infant feeding, an interpretation that resonated with other charges that President George W. Bush’s administration had manipulated science for political ends. The removal of ads depicting a nipple on top of an insulin bottle and an inhaler were portrayed as the result of industry and political meddling.130 The fact that a panel of senior scientists at HHS had recommended the changes did not provoke investigation of the research or of the received wisdom that breastfeeding is unparalleled as infant nutrition.

The Department of Health and Human Services, which tracked public attitudes before, during, and after the campaign, claimed on its web-site that the NBAC had enhanced public knowledge about breastfeeding. Awareness of messages about breastfeeding, the percentage of people who correctly identified at least six months as the recommended duration of exclusive breastfeeding, and the number of women who had ever breastfed all increased by around 10 percent.131 Yet promotional efforts for breastfeeding have intensified in various institutions around the country, so the NBAC’s role in altering attitudes or action is virtually impossible to measure. Shifts in awareness also are ambiguous indicators of behavior. The gap between public knowledge and observance of dietary and exercise guidelines provides a cautionary tale for those who would assume that awareness and practice are congruent.

“Ever breastfed,” moreover, is a nebulous measure. According to the CDC’s National Health and Nutrition Examination Surveys (NHANES), 77 percent of babies were breastfed at least once in 2005/2006, an increase from 60 percent in 1993/1994 and 67 percent in 2001/2002. The number was 80 percent for Mexican Americans, 79 percent for white Americans, and 65 percent for African Americans, up from 67 percent, 62 percent, and 36 percent, respectively, in 1993/1994. When the NHANES results were made public, various media announced that breastfeeding rates were at an all-time high. Yet “ever breastfed” does not indicate how many babies were breastfed twice, much less for weeks or months. The latest statistics on breastfeeding at six months, drawn from the 2003/2004 NHANES, indicated no significant change from 1993. No statistics on exclusivity were reported, so the percentage of infants still breastfed at six months included those who fed once a day at the breast while being supplemented with formula and/or solid foods and those who consumed nothing but breast milk. If duration and exclusivity of breastfeeding are important, as the NBAC stressed, the NHANES report reveals little even about the impact that the campaign could have had on babies’ health.132

Furthermore, an association between the campaign and any increase in breastfeeding does not indicate a causal relationship. As the rate of “ever breastfed” babies has risen, so, too, has the incidence of childhood obesity.133 No compelling evidence indicates that breastfeeding is a risk factor for obesity, but the correlation makes clear the imperative to carefully isolate direct links between feeding method and health measures before making causal claims. Indeed, a recent study demonstrated that expanded maternity-leave mandates in Canada led to a greater duration of both partial and exclusive breastfeeding but not to improved health outcomes.134

The NBAC and Public Health in a Risk Culture

Composed entirely of breastfeeding advocates, the review panel convened by HHS to evaluate the research for the NBAC was unlikely to find fundamental problems in the literature. Extensive research has demonstrated that when like-minded individuals deliberate, they usually arrive at a more radical version of their initial views. Through a process of group polarization, people surrounded by others who share their opinions are likely to become even more certain and to adopt more extreme positions.135 This polarization might have been diminished in the NBAC with the addition of experts in the outcome variables, or the conditions that breastfeeding is said to ameliorate. A respected scientist in oncology or endocrinology, for example, could have commented intelligently on the research concerning infant feeding and cancer or diabetes as well as on the merits of framing breastfeeding as risk-reducing behavior. In addition, a medical ethicist could have helped make moral issues explicit and to construct a campaign message consistent with both the science and the particular concerns of the mothers and families that constituted the campaign’s target population. Ethical manipulation might be genuinely possible only in such a deliberative context, one consciously designed to maximize diversity, uncertainty, and sensitivity.

Both the NBAC and breastfeeding promotion in general demonstrate how health scientists, health officials, and activists can become “scientific partisans,”136 often well-meaning advocates who offer hyperbole and inconsistent reasoning in defense of claims they believe to be incontrovertible. During the campaign, for example, the AAP issued a policy statement indicating that babies should be offered pacifiers after the first month to decrease the risk for SIDS,137 a recommendation that drew the ire of breastfeeding partisans who maintained that the use of pacifiers interfered with breastfeeding. The USBC responded with a press release stating that the pacifier protocol lacked “a clear scientific basis,” constrained parental choice, complicated “the potentially challenging process of putting infants to sleep,” and impaired breastfeeding.138 Yet, with the exception of the last, all the USBC’s objections to the pacifier protocol also are true for the AAP’s breastfeeding guidelines, which the USBC supports. Gartner told Newsweek that the evidence for pacifiers’ protective effect against SIDS was suspect because it was based on retrospective research and relied on parents’ recall about past pacifier use.139 These, too, are problems with much of the research suggesting benefits to breastfeeding. Dr. Melissa Bartick, chair of the Massachusetts Breastfeeding Coalition, wrote a provocative letter in Pediatrics, the AAP’s journal, in which she implied that the task force responsible for the pacifier recommendations had “financial conflicts of interest,” a charge that she did not substantiate and that the task force called “absurd.”140 The claim by some NBAC proponents that nicotine and formula are analogous, another example of partisan rhetoric, was an effort not to refute specific challenges to the campaign but to deny the legitimacy of posing questions altogether. For health partisans, including many breastfeeding proponents, the merits of the cause are no longer subject to debate. They are common sense.

The NBAC also revealed how public health campaigns can hinder informed decision making by “instrumentalizing anxiety”141 and effectively limiting viable options. In a neoliberal risk culture, a veneer of choice exists, but proscribed behaviors are clear. Dutiful individuals internalize surveillance, self-regulate, and are normalized as good citizens; others eat too many carbohydrates, fail to exercise, and bottle-feed. Risk analysts David Gray and George Ropeik suggest that “most risk communication fails because it tells people only what the communicators want them to know, to get them to behave ‘rationally’—that is, the way the communicator wants them to behave.”142 Because risk advice tends to reflect the values of the institution offering it, the target audience can find it impractical or even irrational. Gray and Ropeik further argue that “risk communication is more likely to succeed if it sets the more realistic goal of helping people understand the facts, in ways that are relevant to their own lives, feelings, and values, so they are empowered to put the risk in perspective and make more informed choices.”143

Public health, in this analysis, should devote itself to providing accurate risk information about probabilities and trade-offs in order to enable informed decision making. Rather than provoke or manipulate fear, productive messages should address two questions: “How big is my risk, and how does this risk compare with other risks?”144 The answers should vary according to every individual’s cultural and socioeconomic context. At least one critic contends that “nearly all public health issues can be explained satisfactorily to almost every adult,”145 and the focus groups conducted by McKinney+Silver revealed that most women understand why breastfeeding is recommended. If “there is no ultimate deterrent . . . no mother of all health warnings,”146 educating people about how to make informed decisions might be the only ethical mission for public health. The NBAC, however, decontextualized risk and became something of a crusade. Grounded in science that is not nearly as settled as its partisans suggest, the NBAC was a moral campaign as much about maternal responsibility in a risk culture as it was about the health benefits of breastfeeding per se.

Health campaigns establish codes for ethical personhood and responsible citizenship. Their impact, therefore, is measured not solely by how many people adopt recommended behaviors but also by the degree to which they make individuals feel virtuous or shamed. In issues surrounding motherhood, “their power lies not in their ability to make women do what they would otherwise not have done, but in their authority to define the standards by which mothers’ feeding activities are to be judged, by others and indeed by the women themselves.”147 In the aftermath of the campaign, the number of women who expressed self-reproach or debated whether mothers should feel guilty for not breastfeeding challenges the almost parodic neoliberal contention of the USBC’s Marsha Walker that breastfeeding promotion does not make women feel guilty because “guilt, like any other emotion, is something one chooses to feel.”148 Regardless of why they bottle-feed, many mothers frame their use of formula as a dereliction of maternal obligation. One woman, whose baby was hospitalized for dehydration, said using formula made her feel “like a failure.” Another, who produced insufficient milk, said, “I was terrified I was hurting my baby.”149 “Notwithstanding the fact that it was physically impossible for me to breast-feed,” said still another woman, “there were moments when I felt like an utter failure as a mother.”150 These stories reflect formula feeding as an experience of maternal delinquency. Rooted in the overwrought rhetoric of breastfeeding promotion, they are narratives of shame. The NBAC told mothers that not breastfeeding was risky, a message that encapsulated the terms of maternal citizenship and the central principle of total motherhood: that good mothers incur any cost to reduce any risk to babies. Bottle feeding challenges mothers’ integrity as citizens and their virtue as mothers; in maligning those who turn to formula, the NBAC made not breastfeeding shameful.

Indeed, both the campaign and breastfeeding policy in general reveal what historian Charles Rosenberg has called the “drama of contested moral choice and social commitment” that is health in a neoliberal risk culture. “What is the role of the state in a just . . . society? How does one balance individual responsibility against the need for social intervention? How much does the entirely rational attempt to reduce risk through individual suasion serve to blame victims and avoid the necessity of dealing with structural inequalities?”151 These ethical dilemmas are also apparent in New York City’s 2007 decision to ban baby formula samples, coupons, and other promotional materials in its eleven public hospitals. Is discontinuing formula giveaways and coupons an ethical way to try to raise breastfeeding rates? If so, what are the costs, and who will bear them? Is a potential increase in breastfeeding among middle-class babies worth the hardship that it might cause economically distressed families? Is a possible increase in breastfeeding among lower-income babies worth the burdens it could impose on poor women and their families? What kinds of risk biases are reflected when New York eliminates a program that reduces the cost of formula at the same time that it fails to provide adequate health care to many of the city’s pregnant women, new mothers, and children? Should the national government be spending scarce public health resources on promoting a single regimen of breastfeeding, a process whose benefits to babies (or mothers) have not been rigorously defined or demonstrated? Will the benefits of breastfeeding ever be strong and generalizable enough to justify a comprehensive state recommendation that mothers assume the kind of responsibility for babies’ health implied by the NBAC? If so, how would the risks, or costs, be distributed? When health, risk, and individual and maternal responsibility collide, public policy on breastfeeding is a microcosm of life in contemporary neoliberal risk culture.
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Conclusion
Whither Breastfeeding?

FEW PEOPLE ARE against health. Or freedom. Or compassion. But when one person’s freedom to drive her car at any speed infringes on another’s freedom to travel safely, or when compassion for others leads to a loss of self, the merits of restriction and selfishness begin to emerge. Ostensibly unobjectionable ideals become controversial when advocates become myopic and lobby for their cause with a single-minded zeal that borders on monomania.

Likewise, preventing risk, promoting health behavior, and providing for babies are, in theory, not terribly contentious agendas. They become problematic when proponents do not adequately consider the complex social environments in which they are pursued, as if their desirability could be challenged only by the ignorant or nefarious. Reducing risks to the environment raises manufacturing costs, which makes consumer goods more expensive and decreases buying power. For low-income families, marginal cost increases can wreak havoc on finances, so helping the environment might be virtuous but unaffordable. Advocating healthy choices can create social ostracization by exaggerating personal control and understating the influence of socioeconomic structures on well-being. Nurturing babies and children can lead to a loss of self, particularly when the burden for that care falls disproportionately on one family member. The problem, therefore, is not risk aversion, health promotion, or concern for children but the insular and unidimensional zealotry they often inspire.

Science and Public Health

In the United States, a veritable health mania has led to moral agendas predicated on limited science and to prescriptions for behavior that reflect a crucial misunderstanding of the methods with which scientific evidence is constructed.1 Among the most common practices across the sciences is the computation of statistical significance, which determines whether a relationship between two variables exists. For example, if the correlation between body fat and coronary disease, or breastfeeding and better health, is statistically significant, this means that an individual who is overweight runs a higher risk of developing heart disease and that children who are breastfed are more likely to be healthier. What statistical significance cannot determine is whether adipose tissue or breastfeeding causes particular outcomes. It is a useful calculation that can help scientists orient future research, but it cannot answer fundamental questions about what leads to better health.

In an extended critique of contemporary science, Stephen Ziliak and Deidre McCloskey lament that a “cult of statistical significance” has “metastasized” throughout various sciences. “Existence, the question of whether, is interesting,” they contend, “but it is not scientific.” Rather, scientific questions ask about causal relationships, about “salience, adequacy, nonnegligibility, real error, an oomph that measures the practical difference something makes.”2 Because statistical significance cannot demonstrate how or why an association exists and whether or how much it matters, by itself it is a weak scientific tool. Scientists who answer the metaphysical question—is there a relationship?—but fail to tackle the scientific question—what does the relationship mean?—elide the difference between the statistical and social meaning of the word “significant” and can end up “causing damage with a broken statistical instrument.”3

Such damage results today when people change their behavior in response to the almost daily release of new research on how lifestyle affects health. If the practical meaning of a statistically significant association is limited, the medicalization of life has made clear that the conceptual terrain on which such relationships can be established is virtually limitless. Almost every dimension of a person’s life—from what she breathes, eats, and drives to her family and social networks—can somehow be quantified and measured in relation to various health outcomes, and the results of these analyses are often inconsistent. According to Barry Kramer, associate director for disease prevention at the National Institutes of Health, much of health research today amounts to “the cure of the week or the killer of the week, the danger of the week.” He likened it to treating people to “an endless regiment of whiplash.” Stan Young, a statistician at the National Institute of Statistical Sciences, stated that epidemiological research is so often wrong that it approaches “worthless.” “We spend a lot of money and we could make claims just as valid as a random number generator.”4

If not all scientists are quite so disparaging, many nonetheless recognize that the proliferation of epidemiological health studies has produced much confusion among and between scientists and the public. The primary problem with this research is that statistical significance measures only chance, not the presence of selection bias or confounding variables. Even when multiple studies do demonstrate a correlation between two variables, the existence of this relationship proves neither that one causes the other nor that the association has social value. Ostensibly, controlling for confounding variables should help isolate causality, but this is true only if the measures employed are valid: that is, if the proxy really is an effective measure of the variable that one is trying to assess. Is the frequency of a family dinner an appropriate measure of family cohesion? Do education and social class reliably convey health behavior? Are moderate drinkers healthier because they drink moderately or because people who drink moderately tend to behave more healthily?

Breastfeeding advocacy is but one example of the limits of statistical significance; the ongoing campaign against America’s “obesity epidemic,” intended to persuade Americans to lose weight, is another. Indeed, an increasing number of scholars are questioning the widespread belief that obesity causes health problems. They point to the weakness of body mass index (BMI) as a measure of healthy body weight and to the absence of evidence showing that weight loss itself produces better health.5 Eric Oliver, for example, points out that “heavier people may have a higher mortality rate but this does not necessarily mean that it is their body fat that is killing them. . . . It must be verified that the trait in question is the direct source of the problem and not simply a proxy for other causes.”6 What is unclear in both obesity and infant-feeding research is whether the variable being measured, excess body fat or bottle feeding, is itself the problem or is a stand-in for some other determinant.

Oliver contends that body weight cannot be considered independent of diet, exercise, family history, and genetics; that no convincing theory demonstrates how extra fat tissue causes heart disease, cancer, or other ailments; and that altering the metabolic processes that are behind the various maladies associated with obesity makes more scientific sense than targeting weight per se. “There is little evidence that obesity itself is a primary cause of our health woes,” he writes, and “telling most Americans they need to worry about their weight is like telling someone dying of pneumonia that they need to worry about how much they are coughing; it conflates the real source of our health problems with a relatively benign symptom.”7 Much the same might be said about breastfeeding. Infant feeding research often acknowledges but never eliminates the possibility that breastfeeding is an indicator, a sign of parents’ general commitment to well-being that in itself has little impact. No compelling evidence establishes how breastfeeding reduces the risk of diabetes, obesity, or respiratory disease, and equally plausible theories for these risks could be cited that have nothing to do with breastfeeding. Warning mothers that not breastfeeding creates health risks for their babies, therefore, might be like telling them that not having family dinners puts their children’s academic success at risk: it conflates a proxy with a cause.

In examining existing survey data, Oliver found that the best predictor of obesity in middle- and high school students, besides genetics, was toothbrushing.

Now obviously, the act of brushing one’s teeth plays little direct role in a child’s weight, but it is a good indicator of something else—in what type of household that child lives. Children who brush their teeth more often are more likely to come from homes where health and hygiene are a priority.

These children, he argues, are also more likely to eat fresh fruits and vegetables, drink milk instead of soda, and spend less time playing video games or watching television.8 As toothbrushing is to obesity, breastfeeding might well be to the various ailments associated with bottle feeding: a sign of a much more comprehensive commitment to healthy living that is itself responsible for salutary outcomes. And while toothbrushing has been proven to promote healthy teeth and gums, the independent effects of breast milk are largely undemonstrated. Increasing breastfeeding rates, in other words, might have little to do with improving babies’ health. What Oliver argues about promoting weight loss—”Public health officials and doctors need to stop making weight a barometer of health and issuing so many alarmist claims about the obesity epidemic”9—might also be true of advocating breastfeeding. Those who suggest that not breastfeeding constitutes a public health threat today comparable to the early twentieth century (before pasteurization, refrigeration, and the production of reliable breast milk substitutes),10 or that no public health effort would contribute more to improving children’s health than a breastfeeding campaign,11 or that increased breastfeeding could “blunt the worldwide epidemic of obesity,”12 are using hyperbole to transmit a message that the science does not warrant.

Nonetheless, in the general population and much of the public health community, the health dangers of obesity and infant formula take the form of received wisdom. Various experts point to a large body of evidence indicating a statistically significant relationship between obesity or formula feeding and various health problems, and they infer that the relationship is causal. They offer provisional explanations for the connection, and the public assumes that these hypotheses are correct because they make sense or are logical. Breast milk, for example, must reduce infection because it contains maternal antibodies. That science has not demonstrated that these antibodies have any real effect outside the gastrointestinal tract is interpreted by many professionals and lay people not as a challenge to the theory but as the slowness of science to establish what everyone knows is true.13 History, however, certainly does not lack for cautionary tales about unproven assumptions. For most of the twentieth century, for example, scientists and physicians believed that stomach ulcers were caused by stress and lifestyle. Pharmaceuticals, psychiatry, gastroenterology, and a self-help industry all developed around this theory. When two Australian researchers discovered that the bacterium Helicobacter pylori was actually the cause, the belief that bacteria could not survive in the stomach and that ulcers were induced by stress was so entrenched in the scientific community that few were willing to take them seriously. In 1982, one of the scientists, Barry Marshall, swallowed a cocktail of the bacteria, gave himself an ulcer, and successfully treated it with an antibiotic. In 2005, he and his colleague, Robin Warren, were awarded the Nobel Prize in medicine for their discovery. Today, between 80 and 90 percent of ulcers are attributed to Helicobacter pylori.14

As Gina Kolata illustrates in her history of obesity research, the most elegantly crafted scientific logic has little value if it cannot be empirically demonstrated.15 The dilemma for both public health officials and citizens is what to do with the seemingly daily discovery of statistically significant relationships and the behavior changes they inevitably inspire. At one extreme of thinking are the “risk averse” who advocate some version of the Precautionary Principle: “Avoid steps that will create a risk of harm. Until safety is established, be cautious; do not require unambiguous evidence. In a catchphrase: Better safe than sorry.”16 If breastfeeding and losing weight are not dangerous, then what is the harm of either? Why not pursue both, especially since evidence of an association between the two and better health does exist? This perspective ignores that breastfeeding and weight loss are undertaken in social contexts in which trade-offs are inescapable and harm need not be biological. At the other extreme are those who demand that scientists be absolutely certain about causality before making recommendations. This “radical skepticism” or “immoderate doubt”17 is tantamount to a nihilism that refuses to recognize that even compelling science confronts an unavoidable degree of uncertainty. By such a standard, all science would be futile. Between these two poles is a gray zone of interpretation in which both scientists and the public make choices that necessarily reflect personal, social, cultural, political, and professional values. For their part, the media tend to report on the latest findings and never visit them again. An ever expanding catalog of statistically significant relationships then confronts a public with limited knowledge of how to make sense of them.

What is more, in a neoliberal risk culture, a veritable “cult of personal responsibility”18 makes it seem as if virtuous citizens are wholly accountable for their health. When the path to health is presented as certain, as in the injunctions to be thin and to breastfeed, social disparities recede from view, and exercising personal responsibility becomes nearly compulsory. Failure to maintain a “healthy” weight or to breastfeed becomes irresponsible behavior, despite extensive evidence that weight control and infant feeding are often biologically and/or socioeconomically circumscribed and therefore not entirely under personal control. When such prescriptions are built on weak science, people find themselves in the absurd position of being held accountable for illness when they have not adopted behaviors that might have little to do with health, anyway.

The conviction with which breastfeeding and dieting are embraced as keys to good health is, in part, a response to the ambiguity of a risk culture in which information is constantly produced and revised and truth is fleeting. The certainty that fat and bottle feeding are unhealthy provides some cognitive rootedness and, for those who have sufficient resources, a blueprint for responsible living.19 Certitude, however, clouds judgment. It conceals the relationship between social structures, such as gender, class, and race, and health. It also blinds people to the reality that risk is omnipresent, that values shape which risks are made visible, and that risk-reducing behaviors have inevitable costs whose discernability often depends on who is shouldering them.

In light of the current discourse on health, replete with incipient associations, scientists interested in breastfeeding must begin to assess the benefits and costs of further epidemiological research, or what Ziliak and McCloskey call “the opportunity cost of specializing in [statistical significance] excessively.”20 Will such study shed light on crucial unanswered questions in the current literature? The present offers little cause for optimism. The risk-factor model does not allow for an analysis of causal links and cannot establish that breastfeeding is, in itself, medically advantageous. New approaches to this research, moreover, are unlikely. As Dr. Otis W. Brawley, chief medical officer at the American Cancer Society, observed, “The problem in science is that the way you get ahead is by staying within narrow parameters and doing what other people are doing. No one wants to fund wild new ideas.” Researchers who need grants to keep their laboratories operating or even to keep their positions tend to be cautious when submitting proposals, and review committees are wary of awarding scarce money to newfangled projects.21

In addition, the current literature is already rife with unexamined hypotheses about how breastfeeding might contribute to better health. No doubt, lactation scientists have made significant inroads in understanding how breast milk might affect the progression of such illnesses as necrotizing enterocolitis and gastrointestinal infections.22 Nonetheless, countless hypotheses about breastfeeding and heart disease, intelligence, diabetes, obesity, asthma, and other health outcomes have not been tested, much less demonstrated, in biological science. This research, which is essential to determine whether breastfeeding causes better outcomes, promises a far greater knowledge yield than do additional epidemiological studies. But scientists studying the relationship between mode of infant feeding and ear infections or obesity do not generally compete for funding with scientists conducting biological research. A decrease in support for the former will not lead necessarily to an increase in the latter. In the short term, therefore, continued epidemiological research is likely to further entrench the public health message that breastfeeding provides myriad health benefits for babies, thereby making causality seem even more probable than the evidence indicates. One recent example of this is the National Academies Institute of Medicine report recommending the promotion of breastfeeding as one of seven strategies local governments should adopt to combat obesity.23

Perhaps the best hope for breastfeeding research lies in randomized controlled trials (RCT) in which mothers and babies are randomly assigned to breastfeeding or bottle feeding. If a reasonable hypothesis is that women who choose to breastfeed are also more able and likely to encourage health-promoting behaviors, then eliminating the choice by randomly allocating mothers to breast and bottle feeding also should nullify its effects. In a well-constructed RCT with a sufficiently large subject population, therefore, the problem of confounding would be less salient. RCTs, however, are unlikely. As earlier noted, because the health benefits of breastfeeding are so widely accepted, scientists consider it unethical to assign mothers and babies to formula feeding. Women also are likely to be reluctant to volunteer for such studies, either because the costs of formula or breastfeeding are too high or because they have been persuaded by the public health message that not breastfeeding is risky.

In fact, it is the consensus that breast is best that is the greatest obstacle to determining whether, or under what circumstances, breast is best. As Michael Kramer, the lead author of the PROBIT investigation and an advocate of breastfeeding, has argued, it is unclear “why it is less ethical to randomize individuals to a control group in evaluating a potentially effective public health intervention than it is with drugs, surgery, or other clinical interventions,” for which randomization is common. “Nor is it clear why it is considered ethical to institute a useless or perhaps even harmful program whose efficacy and safety have not been established by rigorous scientific standards.”24 Indeed, one might ask why it is ethical to tell women to choose breastfeeding, most of whose health benefits have not been demonstrated and whose costs can be exorbitant, but it is unethical to randomly assign mothers to formula feeding, whose harms also have not been established, especially when RCTs could provide critical information. The answer lies partially in researchers’ certainty that breastfeeding is medically superior, but it also is rooted in total motherhood, or the relative willingness in American risk culture to assume that mothers will bear the cost, no matter how high, of reducing any risk, no matter how small, to children.

At present, the public health message about breastfeeding is out of sync with both the infant-feeding science and the realities of many women’s lives. Even if the evidence were stronger, if the results of the best research were more compelling, the notion that not breastfeeding is risky would fail to convey that every feeding choice involves trade-offs and produces new risks. Breastfeeding makes extraordinary demands on women’s emotional and physical energy; for every woman who enjoys it, another finds it intolerable. Breastfeeding places mothers at the center of babies’ existence; for every mother who desires exclusivity, another is committed to equal parenting with her partner. Breastfeeding requires flexibility in the workday; for every woman who can combine employment and breastfeeding, another cannot reconcile her job with the demands of breastfeeding.

The neoliberal message of the National Breastfeeding Awareness Campaign (NBAC) and other public health efforts is especially insensitive to many mothers’ socioeconomic constraints. Indeed, emphasizing mothers’ putatively unique capacity to contribute to babies’ health also is politically self-serving. If healthy babies can be produced by individual mothers who choose to behave responsibly, then poverty, unemployment, and other intractable social problems decline in significance, despite their persistent correlation with poor health, and public institutions are relieved of obligation. By targeting mothers with low breastfeeding rates, such as poor and African American women, the government is offering what amounts to symbolic assistance for marginalized populations at little cost. In Eric Oliver’s terms, the promotion of breastfeeding addresses a “relatively benign symptom,” not breastfeeding, with a “real cause” of poor health, socioeconomic marginalization.25 As structural problems, which are far more complicated and expensive than failures of individual will to address, recede from view, not breastfeeding is judged as a poor choice, and each mother, regardless of her resources, is held personally accountable for its presumptive consequences.26

Breastfeeding and Maternal Responsibility

I opened this book with a broad question: Why, when the science is not compelling, have so many experts and the public come to be persuaded of a breastfeeding imperative? Much of the answer, I have argued, can be found in the workings of a risk culture. Breastfeeding sits at the intersection of public discourse on science, health, and personal responsibility. It is grounded in social dynamics that are at work in matters stretching far beyond either infant feeding or motherhood, and it reveals that the inevitable biases of a risk culture—including the risks scientists pursue and the choices they and the public make about which risks are most significant to families—are today often based on presumptions about maternal responsibility.

In fact, as I also have contended, the research on and practice of breast-feeding are a microcosm of total motherhood. From before pregnancy and throughout children’s lives, girls and then women are taught to think of themselves in relation to a normative motherhood. They are instructed by various experts to contemplate and make choices that minimize all risks to their future offspring, regardless of how serious or likely these risks are or what the cost might be. The recommendation to breastfeed reflects this project, and it is based on scientific research that also is grounded in the principles of total motherhood, or the assumption that no risk is too small and no cost too great when it comes to mother’s obligation to optimize children’s health. Contrary to what Bernice Hausman maintains, therefore, deconstructing the scientific discourse on breastfeeding is neither a simple “rhetorical strategy” that feminists employ in order to criticize “domestic femininity” nor “a side show that should be set aside” by feminists who instead ought to focus on removing the obstacles confronted by women who want to breastfeed.27 Rather, questioning breastfeeding science is an integral part of any feminist engagement that seeks to demonstrate how choices are enabled and constrained by gender. It is not a foundation for or peripheral to feminist critique. It is feminist critique.

For their part, feminists have waged innumerable internecine battles over the antinomies of body politics. For some, pornography and prostitution epitomize the objectification of women’s bodies and are a source of violence against women; for others, they represent women’s right to control their bodies and to embrace their sexual desire. Some argue that pain medication during childbirth provides relief from unnecessary suffering, while others contend that it separates women from their bodies and transfers control over birth to doctors and machines. In fact, pornography, prostitution, epidurals—in addition to abortion, assisted reproduction, and so many other issues surrounding women’s bodies—are unavoidably feminist and antifeminist. Efforts to stake out a universal feminist position on these issues necessarily fail because feminism does not exist outside the myriad social contexts it analyzes, and what appears to be feminist in one time or place might seem decidedly antifeminist in others.

Breastfeeding presents similar contradictions. On one hand, it is a celebration of women’s bodies and their ability to sustain life; it wrests control over babies from doctors, formula manufacturers, and men and gives it to women. On the other hand, breastfeeding reinforces traditional notions of women, their bodies, and their “natural” orientation toward caregiving; it keeps women tethered to their babies and creates risks for them in a market that demands total commitment from “ideal workers.”28 The breast pump is equally confounding. It frees women to separate themselves physically from their babies, for either work or pleasure, and to share responsibility for child care; it also represents a fetishization of breasts that can transform women into virtual machines whose primary function is milk production. Breastfeeding advocates, including those who demand that work environments and other public spaces be more accommodating, have broadened the spectrum of choices for women by normalizing breastfeeding; they also have circumscribed the feeding decision by exploiting the fears and concerns of women who continue to be told that they are mothers above all and that their bodies exist first for their offspring. Breastfeeding, in short, can be inserted into multiple narratives, some oppressive and some empowering. Given the infinite variety of women and mothers and the ongoing power of social location to frame choices, no perfect feminist world exists in which either breastfeeding or bottle feeding is intrinsically preferable. Both take place in complex personal, political, and cultural environments that, as Linda Blum and Pam Carter pointed out long ago, preclude the possibility of a normative prescription.29

As Blum and Carter also demonstrated, breastfeeding, like so many putatively healthy behaviors in a neoliberal culture, is not even an option for many poor and low-income women, at least some of whom might prefer it to purchasing formula. Educated and middle-class women are more likely to breastfeed, to be able to purchase a breast pump, and to work in environments in which breastfeeding is possible.30 To the extent that feminism seeks to break down barriers that restrict women’s choices, therefore, advocating social change that would make the public sphere more hospitable to breastfeeding is a logical feminist goal. Such developments, in fact, would likely have beneficial effects on babies independent of any increase in breastfeeding rates. Today, labor markets that require workers to be available in ways that preclude caretaking, miserly family-leave policies, and limited access to quality child care severely limit families’ choices once a child is born. Mandated, subsidized, and regulated child care would facilitate breastfeeding for more working women, but it would also provide the babies of working parents with safe, hygienic, and engaging environments likely to stimulate physical, intellectual, and emotional development. Flexible work schedules, including the demarginalization of so-called family-friendly policies and part-time employment, might enable more women to breastfeed, but they also would make it easier for parents to schedule babies’ doctor appointments and coordinate home care and would allow for more interactive time between parents and children. Paid and extended family leave policies that do not penalize workers whose futures depend on seniority might promote breastfeeding, but they also could enhance parent-infant bonding, reduce the need for early child care, and therefore limit the number of people, and germs, to which babies are exposed. In other words, structural changes that would further breastfeeding would create other possibilities as well, opportunities that themselves are likely to lead to healthier babies across class divides.

By expanding families’ viable choices, moreover, these changes would promote the decentralization of responsibility for children.31 Policies that target children but do not assume that mothers are singularly responsible for their well-being—those that recognize that children are public goods for which the responsibility rests with all those who benefit, including fathers, communities, and government—are likely to have payoffs that include but extend far beyond babies’ health. If behavior associated with breastfeeding can explain many of the benefits attributed to breastfeeding, then democratizing access to those behaviors is a matter for public health advocates and feminists alike.

In the meantime, infant formula is a remarkable example of human ingenuity. That it cannot exactly replicate breast milk is clear; that this makes much of a difference in the health of most babies in the developed world is far less certain. For some women, the choice is limited: they are medically unable to breastfeed or financially unable to formula-feed. But many women and their families struggle to balance multiple considerations. While some mothers enjoy the kind of intimacy that breastfeeding makes possible, others choose not to have their bodies constantly available. Some manage easily with a breast pump; others find onerous the mental and physical demands of pumping or combining work with breastfeeding. Some women belong to families and social networks in which breastfeeding is welcome, but others live in personal, social, or political communities where breastfeeding is not encouraged. Race, class, and other social locations, as well as personal preferences, are likely to exert powerful influence over how the feeding decision is made, and in the absence of either a strong case for benefits to breastfeeding or a comprehensive analysis demonstrating that its risks outweigh its benefits, these are not necessarily obstacles that good mothers need to overcome for the sake of their babies.

Ultimately, women might choose to breastfeed for various reasons: they find breastfeeding more convenient than bottle feeding; they do not want to support formula manufacturers; they believe, for religious or cultural reasons, that mothers have a unique obligation to their babies, which includes breastfeeding; or they want to shrink their “carbon footprint” and help the environment by reducing the production of formula. These all are legitimate motivations, but they should not be cloaked in language about the medical dangers of infant formula. More women might well choose to breastfeed if public spaces, including workplaces, were more favorable. More women might also choose to formula-feed if they knew that the putative medical benefits of breastfeeding were largely undemonstrated. Everyone concerned about mothers and babies should work toward ensuring that mothers are well informed of the advantages and disadvantages of different feeding methods. But such an effort will fail if it is driven by the assumption that any woman who cares about her baby will breastfeed.

The science today indicates that if breastfeeding has health advantages, they are, for most babies in the developed world, marginal. If, however, science should demonstrate in the future that breastfeeding’s benefits are extensive, then public health officials, women, and their families will have to determine whether the advantages of breastfeeding override its costs. For the time being, the “Call to Action” to increase breastfeeding that the Centers for Disease Control and Prevention and the U.S. Department of Health and Human Services’ Office on Women’s Health were to issue in 2010, a project they defined as “an urgent public health priority,” seems at least slightly overwrought.32 In the overwhelming majority of cases, either breastfeeding or formula feeding is a healthy option.
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