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Abstract
This dissertation provides a comparison of two relatively new occupational groups working in
maternity care: International Board Certified Lactation Consultants and DONA International
birth doulas. Using 150 hours of ethnographic observation and 72 interviews with lactation
consultants, doulas, clients, and health care professionals, |1 examine their role in the maternity
care system, including the impact of medicalization on their approaches to creating change in
maternity care practices and the meaning and function of their caring labor, as well as the
negotiation of paid caring relationship with their clients. I find that, in order to balance their
occupation’s foundational goals of demedicalization with their role as the clinical managers of
breastfeeding, lactation consultants engage in medicalization and demedicalization
simultaneously, but some aspects of their medicalization (e.g., medical control) are actually used
to demedicalize (e.g., depathologize). This adds the new concept of “medicalizing to
demedicalize” to the literature. | also find that lactation consultants and doulas represent more
than a simple transfer of care from family to market because of the impact of medicalization on
childbirth and breastfeeding. They are taking on an entirely new role - the role of advocates and
guides to the medical maternity system, a system that is often difficult to navigate for women
who wish to avoid medical interventions during childbirth and breastfeeding. However, despite
this need for an advocate and guide, lactation consultants and doulas still have difficulty being
paid to care, due to the “hostile worlds” perspective that sees true caring and paid services as
incompatible. This creates tension for lactation consultants and doulas between their passion for

supporting mothers and their need to earn income for themselves and their families.
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Chapter 1

Introduction

The History of Childbirth and Breastfeeding in the U.S.

In colonial America, women gave birth in the home, attended by a midwife. In this model
of “social childbirth,” birth was an occasion that brought women together, as female friends and
kin “attended and aided each other during birth itself and during the several weeks of ‘lying-in’
that followed” (Wertz & Wertz, 1989, p. 1). When a woman went into labor, the midwife was
notified, and then women from the neighborhood were assembled to help. These friends and kin
would attend the birth and assist the midwife, as well as tend to household chores and care of the
mother during the period of lying-in. However, beginning with the rise of medicine in the 19"
century, both childbirth and breastfeeding were transformed through the process of
medicalization.

Medicalization is “a process by which nonmedical problems become defined and treated
as medical problems, usually in terms of illness and disorders” (Conrad, 2007, p. 4) and move
under the control of medical professionals (Conrad & Schneider, 1980; Riessman, 1983; Davis,
2006). When the condition is a natural process, such as childbirth and breastfeeding, a key aspect
of medicalization is constructing that condition as diseased or prone to disorder, and this is what

occurred in the cases of childbirth and breastfeeding.



As male physicians fought to gain control over childbirth and delegitimize midwives as
competent birth attendants, they did so largely by constructing childbirth as dangerous and prone
to disorder, and therefore in need of medical supervision and medical instruments, such as
forceps. Because women were excluded from medical training, this gave the new medical
profession of obstetricians (title coined in 1828) more jurisdiction over childbirth (Wertz &
Wertz, 1989). Birthing women also played an important role in the medicalization of childbirth.
Many middle- and upper-class women chose doctors as their birth attendants, in part because of
the growing status of science and medicine, but also because they wanted to avoid the pain of
childbirth (Riessman, 1983; Wertz & Wertz, 1989). As a result, childbirth transformed from a
social experience shared among women to a private experience between a woman and her
physician, and the use of technology and interventions increased steadily, so that by the mid-20"
century, most women were unconscious during their births (Rothman, 1982; Sandelowski, 1984;
Wertz & Wertz, 1989).

A similar pattern can be found in the case of breastfeeding. Until the late 19" century,
physicians had no authority over breastfeeding, as it was seen as a woman’s issue. However, as
the new specialty of pediatrician emerged, these men took authority over infant feeding and
raised doubts about the quality and quantity of breast milk that women could produce (Stolzer,
2006; Wolf, 2000). Women, believing that breastfeeding was no longer the best way to feed their
babies, began to turn to formula, what they and their doctors considered to be the more modern
and scientific option. As a result, breastfeeding rates dropped dramatically until reaching their
low point in the early 1970s, when the incidence of breastfeeding initiation (giving any breast
milk at all to one’s baby) was around 25 percent (Ryan & Pratt, 1991), and by six months out,

only six percent of women were breastfeeding at all (Ryan, Wenjun, & Acosta, 2002).



The natural childbirth movement emerged during the mid-20™ century as a response to
these changes in childbirth and breastfeeding (Wertz & Wertz, 1989). It was spurred by the
publication of Grantly Dick-Read’s Childbirth Without Fear, and grew through the creation of
other organizations, such as Lamaze and the Bradley method, that worked toward women in
labor being awake and aware (Rothman, 1982). While the natural childbirth movement is far
from one-dimensional, including groups as varied as feminists fighting for women’s health and
traditionalists fighting for intensive mothering, as a whole, it has fought to reverse the effects of
the medicalization of childbirth and breastfeeding (Blum, 1999; Rothman, 1982; Sandelowski,
1984; Wertz & Wertz, 1989).

As a result of the natural childbirth movement and the women’s health movement,
childbirth and breastfeeding in the U.S. have changed dramatically since the mid-20" century.
The once standard practices of cleaning, shaving, purging (with an enema), and putting women
under general anesthesia have nearly disappeared, particularly in vaginal births (Declercq et al.,
2006, 2013). However, childbirth remains highly medicalized, and other medical interventions
have taken the place of earlier ones. For example, 41% of labors are induced (sometimes for non-
medical reasons), 67% of women receive epidural anesthesia, 80% of women have electronic
fetal monitoring, and 31% of births end in cesarean section (Declercq et al., 2013). Furthermore,
99.1 percent of all births today occur in hospitals and 91.4 percent of births are attended by
physicians (Martin et al., 2010).

The medicalization of breastfeeding has also changed over time. While in 1970, only
25% of women initiated breastfeeding (Ryan & Pratt, 1991), today nearly 80% do (Centers for
Disease Control and Prevention [CDC], 2013). This is due, in large part, to the increase of

medical support for breastfeeding. In fact, breast milk is now often referred to as the gold



standard in infant feeding. However, breastfeeding also remains medicalized. It continues to be
defined in medical terms, focusing on the nutritional properties and health benefits of breast milk,
so that breast milk is becoming a medical product. For example, the American Academy of
Pediatrics (AAP, 2012) titled their statement on breastfeeding, “Breastfeeding and the Use of
Human Milk (emphasis mine).” There is also a growing literature on the ability of breast milk to
protect infants from pathogens through its effects on the gut flora (Liu & Newburg, 2013).
However, similar to childbirth, breastfeeding continues to be constructed as likely to fail, and
therefore, in need of medical management (Dykes, 2005). The AAP’s (2012) policy statement
includes a section on “Recommendations on Breastfeeding Management for Healthy Term
Infants” that states, “Ensure formal evaluation and documentation of breastfeeding by trained
caregivers (including position, latch, milk transfer, examination) at least for each nursing shift”
(p. €835). Situated in the middle of all of this are two relatively new occupational groups:
lactation consultants and doulas. They are the focus of this research.
Lactation Consultants and Doulas

According to the International Lactation Consultant Association (ILCA), an International
Board Certified Lactation Consultant is a “health care professional who specializes in the clinical
management of breastfeeding” (ILCA, 2013, n.p.). As certified professionals, they work in a
variety of settings, including hospitals, doctors’ offices, clinics and community centers, and as
independent consultants, helping breastfeeding mothers with the challenges of early
breastfeeding and working to “protect, promote and support breastfeeding” (International Board
of Lactation Consultant Examiners [IBLCE], 2012, p. 1).

DONA currently certifies two types of doulas: birth doulas and postpartum doulas. Birth

doulas work with women birthing in hospitals, birth centers, and at home, providing them with



physical, emotional, and informational support before, during, and just after birth. Postpartum
doulas provide support to women and their families during the postpartum period once the
mother and baby are home (DONA, 2005).

Both lactation consultants and doulas find their origins within the natural childbirth
movement and efforts to demedicalize childbirth and breastfeeding. The IBCLC credential was
created by the International Board of Lactation Consultant Examiners in 1985, with the help of
La Leche League International, who supports “natural childbirth, early bonding, exclusive and
prolonged mother-child attachment through breastfeeding, and a child-centered family that
respects each child’s developmental timetable” (Blum, 1999, p.37). Lactation consultants were
developed in order to provide breastfeeding support and education that would facilitate a move
away from heavy reliance on formula and a return to breastfeeding as the cultural norm.

Doulas emerged out of a grassroots movement, as women who wanted natural births
began to have friends and childbirth educators accompany them during birth for support. The
term doula, a Greek word meaning “female helper,” was attached to the women working in these
support roles, and doulas began to grow as an occupation (Norman & Rothman, 2007). One of
the foundational concepts behind the development of the doula as an occupation was the
recognition that labor support was integral to the achievement of natural birth, and DONA
International was founded, in part, upon scientific research illustrating the effects of labor
support on lowering the rates of medical interventions in birth (Morton, 2002).

One way to view the role of lactation consultants and doulas is as a revitalization of
“social childbirth,” because they are providing the labor and breastfeeding support that were lost
as maternity care was medicalized. In fact, DONA International makes an explicit connection

between doula work and social childbirth:



In nearly every culture throughout history, women have been surrounded and cared for by
other women during childbirth. Artistic representations of birth throughout the world
usually include at least two other women surrounding and supporting the birthing

woman. One of these women is the midwife, who is responsible for the safe passage of
the mother and baby; the other woman or women are behind or beside the mother,
holding and comforting her. The modern birth doula is a manifestation of the woman
beside the mother (DONA, 2012, p. 1).

This comparison draws attention to the care work that these two occupations are performing.
England, Budig, and Folbre (2002) define care work as “...a face-to-face service that develops
the human capabilities of the recipient” (p. 455). Like social childbirth, care work is often
considered to be “women’s work,” and the qualities of good caring are thought to be a natural
characteristic of women, rather than a learned skill (Daniels, 1987; Davies, 1995, 1996; Duffy,
2011; Waerness, 1996). However, unlike the situation of birth in colonial America, lactation
consultants and doulas are performing this caring labor within the context of the medical
maternity system. Both occupations were designed to work alongside health care professionals,
such as Obstetricians, Certified Nurse Midwives, Pediatricians, Neonatologists, Labor and
Delivery Nurses and Postpartum Nurses.

The aim of this research is to understand the role of lactation consultants and doulas in
the maternity care system. This cannot be accomplished without attending to both aspects of
their work - their relationship to medicalization-demedicalization and their caring labor - as well
as how these two impact one another. This is represented in the title of this dissertation. The
phrase, Negotiating Care, has a triple meaning, referring to how lactation consultants and doulas
1) negotiate positions for themselves on the maternity care team, 2) negotiate medical care
decisions for their clients through their advocacy, and 3) negotiate paid caring relationships with
clients.

The process by which lactation consultants and doulas negotiate positions on the

maternity care team was the subject of an article that | published based upon the interviews with

6



lactation consultants and doulas that are part of this dissertation (Torres, 2013). | found that
lactation consultants are able to utilize a front-door entrance to the medical maternity system,
entering as lactation specialists and advocates, while doulas use a back-door entrance,
emphasizing their care work and downplaying their advocacy. This is due to the transformation
in the medicalization of breastfeeding described above. Breastfeeding is now considered the gold
standard in infant feeding, based upon the nutritional properties and health benefits of breast
milk, yet breastfeeding is still constructed as likely to fail. This, when combined with the
construction of breast milk as a medical product, leads to a perceived need for medical
management. However, most health care professionals receive very little training in
breastfeeding, which creates an opening for lactation specialists in the occupational boundaries
of the maternity care team.

Doulas, on the other hand, have a much harder time finding an occupational space in
medicine as natural birth advocates because their advocacy challenges the occupational
boundaries of maternity clinicians. Therefore, they emphasize their care work, the physical and
emotional support they provide to their clients, in order to negotiate a position on the maternity
care team. As a result of these differences, lactation consultants are able to create more formal
changes (e.g., hospital policies), while doulas focus more on creating change “one birth at a
time” by helping their clients avoid medical interventions during childbirth and illustrating to
clinicians that women can give birth without intervention.

This dissertation builds upon these findings by examining how the different positions of
lactation consultants and doulas within the medical maternity system impact their level of

engagement with medicalization and demedicalization, as well as how working in this highly



medicalized context impacts their caring labor. Below, | summarize the three articles that
comprise this dissertation.
Summary of Articles

The first article, “Medicalizing to Demedicalize: Lactation Consultants and the
(De)medicalization of Breastfeeding,” answers the question of how lactation consultants balance
their occupation’s foundational goals of demedicalization with their role as the clinical managers
of breastfeeding. While the literature on medicalization is voluminous, we have much less
scholarship on demedicalization, and even less that looks at how these processes can occur
simultaneously (for notable exceptions, see Burke, 2011; Halfmann, 2012; Lowenberg & Davis,
1994). Because lactation consultants are located at the crossroads of medicalization and
demedicalization, as individuals who are working to return to breastfeeding as the cultural norm,
yet are entering the maternity care system as the medical managers of breastfeeding, they
provide an excellent lens on the medicalization-demedicalization process. | find that, not only do
lactation consultants engage in medicalization and demedicalization simultaneously, but some
aspects of their medicalization (e.g., medical control) are actually used to demedicalize (e.qg.,
depathologize). This adds the new concept of “medicalizing to demedicalize” to the literature.

Despite the fact that lactation consultants are joining the medical maternity team as
lactation specialists and clinical managers of breastfeeding, a large part of their work is
providing physical and emotional care to women, similar to doulas. Thus, the second and third
articles of my dissertation address care work. The second article, “Families, Markets, and
Medicalization: The Role of Paid Breastfeeding and Labor Support in the Maternity Care
System,” focuses on the question of why certain aspects of care are provided by the market.

Some link the commercialization of care to trends of outsourcing family life, warning about the



effects upon those providing care and those outsourcing their care (Himmelweit, 1999;
Hochschild, 2003, 2012; Popenoe, 1993). Duffy (2011), on the other hand, points out the
complex social and cultural processes at work in the transition of care from home to market,
showing that the meaning of care has transformed over time. In this article, | engage with these
questions, using lactation consultants, doulas, and the commercialization of breastfeeding and
labor support as a context. In doing so, | bring together the literatures on medicalization and care
work, which have rarely been in conversation with one another. | find that there are aspects of
lactation consultants’ and doulas’ care work that appear to be a simple outsourcing of care, a
transfer of breastfeeding and labor support from family to market. Yet, lactation consultants and
doulas are doing more than replacing the village model of maternity support. They are taking on
an entirely new role - the role of advocates and guides to the medical maternity system, a system
that is often difficult to navigate for women who wish to avoid medical interventions during
childbirth and breastfeeding. In this way, they represent a change in the nature of caring within
the context of childbirth and breastfeeding support, which can be attributed to the impact of
medicalization, both historically and today.

The third article of my dissertation, “Expertise and Sliding Scales: Lactation Consultants,
Doulas, and the Relational Work of Breastfeeding and Labor Support,” addresses the question:
how do lactation consultants, doulas, and clients negotiate the combination of money and
intimacy in the context of breastfeeding and labor support? Building upon the work of Viviana
Zelizer (2005), I find that, in contrast to a “hostile worlds” perspective, which would see money
and caring as corrupting one another, the caring labor that lactation consultants and doulas
provide to their clients for pay is performed within the context of a relationship that is

compatible with payment. However, both parties must engage in relational work in order to



create an appropriate “relational package,” and this process is highly influenced by the way
gender is mapped onto the hostile worlds dichotomy. Because the dichotomy of
sentiment/rationality is overlaid with the dichotomies of private/public, woman/man,
unskilled/skilled (Daniels, 1987; Nelson & England, 2002), caring is seen as an innate
characteristic of women and women are expected to provide care out of love, kinship, or
obligation (Boris & Parrefias, 2010; Glenn, 2010). | find that this creates tension for lactation
consultants and doulas between their desire to support women and their need to earn income for
themselves and their families. This contributes to our understanding of paid caring and provides
additional evidence that a “hostile worlds” perspective can perpetuate the devaluing and low pay
of care work.

I conclude each chapter by discussing the implications of the findings and suggesting
future areas for research and theory development. In the final chapter of this dissertation, |
expand these discussions by elaborating upon the implications for medicalization-
demedicalization theory, motherhood, the commercialization of caring, health disparities,
relational work, and the relative low pay of care work. 1 also discuss future research directions,
including the role of race and class in breastfeeding and labor support, expanding my concept of
medicalizing to demedicalize, and applying medicalization theory to other transformations in

paid caring.
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Chapter 2

Medicalizing to Demedicalize: Lactation Consultants and the

(De)medicalization of Breastfeeding

Introduction

Medicalization and demedicalization have been the subject of sociological inquiry for
decades (Conrad, 1975, 2005, 2007; Freidson, 1970; Zola, 1972). Over this period of time, there
has been much debate about the exact nature of these processes and how to determine if
something is medicalized or demedicalized (Burke, 2011; Conrad, 1992; Davis, 2006; Fox, 1977,
Halfmann, 2012; Lowenberg & Davis, 1994). This article adds to this debate by analyzing the
complex example of the medicalization of breastfeeding from the perspective of a highly under-
researched occupational group that is situated within the center of this context — International
Board Certified Lactation Consultants (IBCLCs).

Lactation consultants provide a unique perspective on the medicalization and
demedicalization of breastfeeding because they are a relatively new occupation with roots in the
women’s health and natural childbirth movements and efforts to demedicalize breastfeeding.
However, because of changes in the medicalization of breastfeeding, where it is increasingly
supported by medical professionals and regarded as needing medical management, lactation
consultants have taken the position of lactation specialists within the maternity care system

(Torres, 2013). This raises two questions: 1) To what extent, and in what ways, do lactation
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consultants work toward demedicalization? 2) How do lactation consultants balance
demedicalization with their role as the clinical managers of breastfeeding? By addressing these
two questions, | am able to use the interesting and complicated situation of lactation consultants
in the domain of breastfeeding to investigate the complexity of the processes of medicalization
and demedicalization. Through this analysis, | provide evidence that, not only can these two
processes occur simultaneously, but, ironically, medicalization can actually be used as part of a
strategy to demedicalize. As | will illustrate, lactation consultants use their position of medical
control over breastfeeding to challenge breastfeeding pathology and limit intervention. This
stands in stark contrast to our understanding of the medicalization of natural processes, where
pathologization and the creation of medical treatments and technologies are the means by which
medical control is expanded.
Background

Medicalization and Demedicalization

Medicalization is most often described as “a process by which nonmedical problems
become defined and treated as medical problems, usually in terms of illness and disorders”
(Conrad, 2007, p. 4). Demedicalization is the reverse: “a problem that no longer retains its
medical definition” (Conrad, 1992, p. 224). The medicalization literature is voluminous, and
scholars have defined and redefined medicalization, discussing its causes, consequences, and
classifications. However, very little attention has been paid to demedicalization in comparison
(some notable exceptions include Adler & Adler, 2007; Carpenter, 2010; Conrad & Angell,
2004; Fox, 1977; Wikler & Wikler, 1991).

One trend among studies looking at demedicalization is the discovery that medicalization

and demedicalization can operate simultaneously. Lowenberg and Davis (1994) used the
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example of holistic medicine to illustrate how certain elements of this area of medicine represent
demedicalization, while others represent medicalization. Burke (2011) analyzed Gender ldentity
Disorder (GID) activism, finding that while some activists fight for the complete
demedicalization of GID by removing it from the DSM and medical texts, other activists fight to
retain the diagnosis but end the pathologizing of GID. Another example of this type of
scholarship is Halfmann’s (2012) recent article on American abortion history, where he
illustrates how abortion was medicalized and demedicalized simultaneously.

A key contribution of Halfmann’s work is that he highlights the limitations of requiring a
minimum threshold in order to determine if something is medicalized or demedicalized. For
example, he takes issue with Conrad’s (2007) statement that birth will not be demedicalized until
it is no longer defined as a medical event and is no longer attended by medical professionals,
because it obscures many of the changes in birth over time. | agree with his call for a more
continuous value of medicalization-demedicalization, seeing each in terms of “an increase or
decrease rather than a presence or absence” (p. 189), so that instead of determining whether
something is medicalized or is demedicalized, we can recognize the nuance and complexity of
these processes and identify situations where they are operating at the same time.

This article builds upon this literature by examining elements of medicalization-
demedicalization in the work of lactation consultants. | do so in a way that considers both the
measurement of medicalization in terms of increase/decrease and the possibility of both
medicalization and demedicalization occurring simultaneously. However, | extend these
concepts by also considering how medicalization can be used as a strategy for demedicalizing in
the work of lactation consultants.

Lactation Consultants
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The International Board Certified Lactation Consultant (IBCLC) certification is not the
only certification in breastfeeding support, nor is it the only certification that uses the term
“lactation consultant” (e.g., Advanced Lactation Consultants). However, it is one of the oldest
and largest certifications, and the only one offered internationally. Currently, there are 13,292
IBCLCs in the U.S. (International Board of Lactation Consultant Examiners [IBLCE], 2012b).
IBCLCs work in a variety of settings, including hospitals, doctors’ offices, clinics and
community centers, and as independent consultants, helping breastfeeding mothers with the
challenges of early breastfeeding and working to “protect, promote and support breastfeeding”
(IBLCE, 20124, p. 1). Although the IBCLC certification was created in 1985 (IBLCE, 2013),
lactation consultants have a rich history in the medicalization and demedicalization of
breastfeeding.

The Medicalization of Breastfeeding: Past and Present

During the early 20" century, the quantity and quality of breast milk were constructed as
inadequate for infant feeding, and women began to feed their babies formula, which they and
their doctors considered to be the more modern and scientific option (Apple, 1987; Wolf, 2001).
This was impacted by the growth of “scientific motherhood” — the belief that women need
scientific and medical advice to raise healthy children (Apple, 1995). As a result, breastfeeding
rates dropped dramatically. With so few women breastfeeding, those who did want to breastfeed
had difficulty finding information and support from medical providers, friends, and family
members (Stolzer, 2006).

The natural childbirth and women’s health movements emerged during the mid-20"
century. There are, of course, important distinctions between these two movements. Most

notably, the women’s health movement was spearheaded by feminists fighting for equality, while
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the natural childbirth movement was more likely to include traditionalists fighting for intensive
mothering (Blum, 1999). Despite their differences, however, they both fought to reverse the
effects of medicalization and advocate for natural childbirth and breastfeeding (Blum, 1999;
Rothman, 1982; Sandelowski, 1984; Wertz & Wertz, 1989).

Today, breastfeeding advocates have quite successfully moved us beyond the notion that
breast milk is inferior to formula, and several health and medical organizations officially support
breastfeeding (American Academy of Family Physicians, 2008; American Academy of
Pediatrics, 2012; American Congress of Obstetricians and Gynecologists, 2003; American
Dietetic Association, 2009; Centers for Disease Control and Prevention, 2011; Surgeon General,
2011; U.S. Department of Health and Human Services, 2008; World Health Organization, 2011).
However, this advocacy did not completely demedicalize breastfeeding. It continues to be
defined in medical terms, focusing on the nutritional properties and health benefits of breast
milk. While this is partially an issue of healthicization, where behaviors and lifestyles are seen as
causes of health and disease (Conrad, 1987), it goes beyond this by constructing breast milk as a
medical product. For example, the American Academy of Pediatrics (2012) recommends that
preterm infants should receive donor milk if the mother’s own milk is not available and that,
“Practices should involve protocols that prevent misadministration of milk” (p. e831). There is
also a growing literature on the ability of breast milk to protect infants from pathogens through
its effects on the gut flora (Liu & Newburg, 2013). These construct breast milk as a product
separate from the process of breastfeeding and assign it particular properties and medical uses.
Furthermore, breastfeeding continues to be constructed as likely to fail, and therefore, in need of

medical management (Burns, Schmied, Fenwick, & Sheehan, 2012; Dykes, 2005).
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The contemporary medicalization of breastfeeding also has serious implications for
motherhood. Despite the existence of a growing body of social science literature that questions
the strength of findings regarding the health benefits of breastfeeding (Blum, 1999; Wolf, 2007,
2011), breastfeeding promotion has increasingly emphasized the health outcomes of breast milk,
transforming breastfeeding into a moral imperative for mothers (Crossley, 2009; Kukla, 2006;
Lee, 2007; Marshall, Godfrey, & Renfrew, 2007; Murphy, 1999, 2003; Wolf, 2007, 2011). The
mother who wants to do the best thing for her baby must choose to breastfeed. This reinforces
what Wolf (2007, 2011) calls “total motherhood,” where mothers are expected to reduce every
risk to their children, no matter how small, and regardless of the impact on mothers themselves.
It also ignores many of the social, cultural, and structural barriers to breastfeeding (Lee, 2007;
Marshall, Godfrey, & Renfrew, 2007; Murphy, 2003; Wolf, 2011), including those experienced
at higher frequency by women in marginal race and class positions, such as unsupportive work
environments (Wolf, 2007) and sexualized and suspected bodies (Blum, 1999).

It is within this complex history of breastfeeding advocacy and the contemporary
medicalization of breastfeeding that lactation consultants find their origins. The IBCLC
certification was created by the International Board of Lactation Consultant Examiners, with the
help of La Leche League International (IBLCE, 2013). La Leche League was founded upon a
view of breastfeeding as “a relational process, and one in which mother and baby take their cues
and habits reciprocally, from each other rather than from outside experts” (Blum, 1999, p. 65).
However, the contemporary medicalization of breastfeeding is quite evident in the IBLCE’s
description of their history:

In the latter half of the twentieth century, many scientific studies validated the benefits of

breastfeeding. At the same time, mother support organizations were developing a

significant body of breastfeeding management skills. From this knowledge, a new allied
health care profession began to emerge--lactation consulting (IBLCE, 2011, n.p.).
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The history of breastfeeding and the emergence of lactation consultants illustrate how
hegemonic the medicalization of breastfeeding is. The complete demedicalization of
breastfeeding would be much like what Conrad (2007) described as the demedicalization of
childbirth — the elimination of both its medical definition and the control of medical
professionals — and it is unlikely that breastfeeding will ever be completely demedicalized in
these ways. However, as discussed above, viewing medicalization-demedicalization in terms of
presence/absence, rather than increase/decrease, misses the nuances of these processes. Lactation
consultants provide an excellent opportunity to examine the complexity of the medicalization
and demedicalization of breastfeeding, and to rethink our approach to understanding
medicalization, because they are positioned at the crossroads of medicalization and
demedicalization. In my previous research (Torres, 2013), | explained that the contemporary
medicalization of breastfeeding created an opening for lactation specialists in the occupational
boundaries of the maternity care system, and lactation consultants filled this position as the
clinical managers of breastfeeding. However, they also act as breastfeeding advocates, creating
formal change, such as changing hospital policies and practices to be more pro-breastfeeding. In
this article, | extend this analysis to provide a deeper examination of the elements of
medicalization and demedicalization in lactation consultants’ work, as well as the implications
for mothering. In order to do so, I identify four dimensions of medicalization-demedicalization
that are relevant to the context of breastfeeding, and can be used to examine the complexity of
this context.

Dimensions of Medicalization-Demedicalization
| identified the four dimensions outlined below by pulling common themes from the

literature on medicalization and demedicalization, as well as social science research on
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breastfeeding. Each dimension is a continuum, where more of this dimension represents
movement toward medicalization and less represents movement toward demedicalization. The
first two dimensions of medicalization-demedicalization that are relevant to the context of
breastfeeding are the extent to which a problem is defined in medical terms and falls under the
control of medical professionals. These two dimensions, in combination, are foundational to our
understanding of medicalization (Conrad & Schneider, 1980; Riessman, 1983). Both dimensions
are present in the history of the medicalization of breastfeeding detailed above, where the
ideology of scientific motherhood and the creation of artificial formulas moved infant feeding
within the jurisdiction of pediatricians (Apple, 1987; Wolf, 2001). Today, breastfeeding
continues to be under medical surveillance and control (Burns et al., 2012; Dykes, 2005) based,
in part, upon the construction of breast milk as a medical product, separate from the process of
breastfeeding, and with particular nutritional properties and medical uses. Demedicalization
within these dimensions would include moving away from a medical definition of breastfeeding
(i.e., less emphasis on nutritional properties and disease) and decreasing the involvement of
health care professionals and/or increasing women’s control over breastfeeding.

The third dimension useful for understanding breastfeeding is the extent to which a
problem or process is pathologized, or constructed as abnormal or prone to disorder. While
pathology is often subsumed under the concept of a medical definition, Burke (2011) points out
that it can be useful to distinguish pathologization from other aspects of medicalization. In the
context of breastfeeding, this creates a useful distinction between medical definitions that focus
on breast milk’s health and illness outcomes and the construction of breastfeeding pathology and
women’s failed bodies. One construction of breastfeeding pathology concerns the quality of

breast milk and its ability to be contaminated. In the late 19™ century, it was believed that breast
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milk could spoil inside of the mother, much like cow’s milk left out at room temperature (Wolf,
2000). Today, mothers continue to be given strict rules about their consumption and behavior
while breastfeeding, implying that “breast milk is only as ‘pure’ as the mother who produces it”
(Blum, 1999, p. 52; Carter, 1995; Wall, 2001; Wolf, 2011). Another common construction of
breastfeeding pathology regards women’s ability to produce an adequate quantity of breast milk,
which came under question during the late 19" century (Wolf, 2000), and continues to be a
dominant concern among breastfeeding women (Dykes, 2005; Kelleher, 2006; Lawson &
Tulloch, 1995). Demedicalization within this dimension would move toward constructing
breastfeeding as a normal physiologic process and increasing trust in women’s lactating bodies.

The fourth dimension used here is the degree of medical treatment, and in particular, the
use of medical technology. Conrad (2005) identified the role of biotechnology as a major driver
of medicalization, and recognized that technology has long been associated with medicalization,
such as the medicalization of birth. The primary example of technology in the context of
breastfeeding is the turn to infant formula that occurred around the turn of the 20" century
(Apple, 1987; Wolf, 2001). Other forms of technology used to manage breastfeeding include
breast pumps, nipple shields, feeding syringes, and pharmaceuticals that stimulate the production
of breast milk. Demedicalization in this dimension would refer to decreases in formula use and
the amount of technology that is used to manage and/or treat breastfeeding.

These dimensions of medicalization are highly interconnected, but each dimension also
represents a unique aspect of medicalization that can be useful for analysis. By teasing them
apart, | am able to identify when they are not interacting in the manner we would expect. For
example, in the medicalization of natural processes, pathologization and medical technology are

used as mechanisms for the expansion of medical control (Riessman, 1983). Once a process is
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constructed as disordered, medicine can step in to treat it. This medical control is strengthened
by the creation of complex medical technologies that requiring training. 1 will provide evidence
that, while lactation consultants may have gained their position of medical control in this way,
they are able to use this position to challenge breastfeeding pathology and limit unnecessary
medical intervention. First, | describe the methods used to conduct this research.

Methods

The data for this article came from a larger project on lactation consultants and doulas
and their roles in the maternity care system that was conducted in Michigan. The findings
presented in this article are based upon interviews with 19 IBCLCs, 11 clients/patients, and 9
health care professionals (doctors, midwives, and nurses), as well as 150 hours of ethnographic
observation, where | job shadowed three lactation consultants over a period of nine months. Two
of these lactation consultants, whom | have given the pseudonyms Lori and Cindy, work in
hospitals in the study area. Both hospitals also provide outpatient breastfeeding care, but the
outpatient clinic is much more active at Lori’s hospital. The third lactation consultant, Sharon, is
in private practice in the community.

I conducted lactation consultant interviews between April and July of 2008 and
completed interviews with clients/patients and health care professionals, as well as the
ethnographic observation, between March and December of 2012. | recruited lactation
consultants through contact lists of certified IBCLCs retrieved from two websites: ILCA.org
(International Lactation Consultant Association), the professional organization for IBCLCs, and
Breastfeeding.com, a website designed for breastfeeding women. | then recruited the three

lactation consultants who participated in the observational portion of the research from those
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interviewed. | recruited clients/patients and health care professionals during observation and
through snowball sampling.

All interviews were semi-structured and audio-recorded, and were conducted either in-
person or over the phone. Participants also filled out contact information and a short
demographic questionnaire. | compensated interview participants $20. The Institutional Review
Board of the University of Michigan approved this study. All interview participants (lactation
consultants, clinicians, and clients/patients) gave written (in-person) or verbal (by phone)
informed consent before beginning the interview. Before observation, all clients/patients gave
written (community) or verbal (hospital) informed consent.

With the exception of one Black woman, all lactation consultants in this study were white
women. While Cindy and Lori worked with race- and class-diverse populations at their hospitals,
all of the clients who participated in interviews were white, with a median annual household
income of $100,000-119,999, and all had at least a college degree. Because of this lack of
diversity among interview respondents, and because observation was conducted at three sites in
one geographic area, caution should be used in generalizing from these data.

All interviews were transcribed verbatim. During observation, | took fieldnotes with pen
and paper, noting the interactions of lactation consultants with both patients/clients and health
care professionals. Most of the time, | sat or stood quietly in the room, although | was at times
brought into conversation by either the lactation consultants or clients/patients. | conducted
analysis of interview transcripts and fieldnotes with NVivo through a process of open and
focused coding, as 